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An  insurance  company 
that  takes  your  interests 

to  heart: 


MAG  Mutual 

makes  the  difference. 


As  a physician, 
you’re  used  to  listening,  getting  to  the  heart 
of  the  matter,  then  putting  the  interests  of 
your  patients  first. 

So,  it  is  appropriate  that  a group  of 
physicians  would  put  together  a liability 
insurance  company  that  takes  the  interests 
of  Georgia  physicians  to  heart. 

That’s  just  how  MAG  Mutual  works. 
We’re  physician  owned  and  that  means  our 
insurance  and  services  are  directed  by  physi- 
cians like  yourself  concerned  with  curbing 
rising  rates  and  committed  to  changing 
Georgia’s  professional  liability  climate 
through  legislative  reform. 

We’re  also  flexible.  We  listen  and  respond 
by  providing  the  finest  service  and  best 
coverage  available  in  a wide  range  of  pro- 
grams so  you  can  choose  the  one  most  appro- 
priate to  your  insurance  needs.  From  tailor- 
made  insurance,  to  prior  acts  coverage,  to 
reporting  endorsement  options,  we  contin- 
ually refine  and  develop  programs  in 
response  to  your  input. 


And 


we  re  competi- 
tive. We  offer  a wide  variety  of 
premium  discounts  such  as  our  Loss 
Excellence  Appreciation  Discount  (LEAD) 
and  our  Loss  Prevention  program  to  help  you 
keep  your  cost  of  insurance  down. 

Most  importantly  of  all,  we’re  specialists. 
We’re  attuned  to  the  Georgia  medical  profes- 
sion and  all  the  considerations  that  commit- 
ment entails.  From  our  service-oriented  staff 
to  our  flexible  insurance  programs,  we’re 
always  here  for  you. 

Let’s  face  it.  You  put  your  heart  into 
your  profession  because  you  know 
you  can  make  a differ- 
ence. At  MAG 
Mutual,  we  take 
your  interests 
to  heart 
because  we 
want  to  make 


the  difference  for  you.  For  more  informa- 
tion or  an  application,  call 
(404)  842-5600  or  1-800-282-4882. 


fflUTum 


MAG  MUTUAL  INSURANCE  COMPANY 


Eight  Piedmont  Center,  Suite  600  3525  Piedmont  Road  Atlanta,  Georgia  30305-1533  (404)  842-5600 
Mailinp  Address:  Post  Offirp  Roy  S7Q7Q  Arlanra  Georaia  303SS-0Q7Q  1-800- 78 7-488 7 


THERAPEUTIC  RADIATION 
ONCOLOGY,  P.C. 

announces  that 
Dr.  Eli  Glatstein,  Director 
Division  of  Radiation  Oncology 
National  Cancer  Institute 
will  present  the  Dedication  Lecture 
for  the  new 

DEPARTMENT  OF  RADIATION  ONCOLOGY 

in  the 

South  Fulton  Medical  Arts  Center 
1136  Cleveland  Avenue,  East  Point,  Georgia 

(404)  669-4300 

1830  Hours,  23  February,  1989 
South  Fulton  Hospital  Auditorium 

Medical  community  cordially  invited 
for  lecture  and  open  house 
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Even  today,  there  remain  a few  independent, 
non-profit  nationally-recognized  hospitals 
whose  fierce  commitment  to  quality  of 
patient  care  makes  them  unique.  In  just 
twelve  years,  Atlanta’s  Ridgeview  Institute 
has  joined  that  elite  group. 

• The  Ridgeview  Institute  offers  three  spe- 
cialized treatment  programs  for  children  and 
adolescents  and  two  for  adults.  Whether 
the  problem  is  emotional,  psychological  or 
related  to  drugs  and  alcohol,  Ridgeview 
can  help. 

• The  Ridgeview  Institute  has  nationally- 
recognized  dedicated  programs  for  the 


treatment  of  Recovering  Professionals  and 
Multiple  Personality  Disorder  directed  by 
nationally-respected  clinicians. 

• The  Ridgeview  Institute  attracts  25%  of  its 
patients  from  outside  of  Georgia  and  40% 
from  outside  metro  Atlanta. 

Assessment  Specialists  in  the  Information 
& Referral  Service  will  help  you  find  the 
right  physician  and  the  right  program.  They 
will  assist  your  patient  and  family  with 
arrangements— no  matter  where  they  are 
coming  from. 

There’s  only  one  Ridgeview  Institute, 
and  it’s  here  for  your  patients  today. 


Atlanta’s  World-Class  Treatment  Center 
3995  S.  Cobb  Drive  • Smyrna,  GA  30080  • (404)  434-4567  • Toll  Free  1-800-345-9775 
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Physicians 
wanted  for 
leading 
clinic 

Prestigious  Chicago-based 
clinic  group  specializing  in  the 
treatment  of  venous  disorders  is 
expanding  nationally.  Our 
newest  clinic  in  Atlanta  is  in 
need  of  physicians  trained  in 
internal  medicine— or  who  have 
a broad  base  of  medical 
experience.  We  will  provide 
complete  training  in  the  latest 
proprietary  techniques  of 
treating  venous  disorders.  We 
offer  a six  figure  salary  and 
bonus  potential,  along  with 
malpractice  insurance  and 
health  benefits.  And  since  there 
are  no  weekend  hours  and  a 40- 
hour  work  week,  you  will  have 
plenty  of  leisure  time.  You 
won’t  have  to  worry  about 
soliciting  for  patients  or  fighting 
insurance  companies. 

This  is  an  outstanding 
opportunity  for  professional  and 
financial  advancement.  If  you 
are  motivated  to  build  a 
rewarding  practice  with  the 
leader  in  the  treatment  of 
venous  disorders,  send  your 
resume  to: 


Medical  Director 

Vein  Clinics  of  America 


2340  S.  Arlington  Heights  Road 
Arlington  Heights,  Illinois  60005 


MEDICAL 

DIRECTOR 

Major  Atlanta  area  manufacturer  cunently 
has  need  for  an  experienced  Medical  Director 
to  head  up  the  Medical  function  which  includes 
a staff  of  physicians,  nurses,  and  technologi^ 
for  its  population  of  12,000  employees.  Qualifi- 
cations include: 

• Experience  in  Occupational  Medicine. 

• Possess  good  management  and  adrnin- 
istrotive  skills. 

• Board  certified  or  board  eligible  preferred. 

• Current  clirucalskilbreciuired. 

We  offer  a competitive  salary  and  excellent 
benefit  program  including  relocation  to  an 
attractive  community  in  Atlanta.  Qualified 
candidates  are  encouraged  to  submit 
resumes  and  salary  requirements  in  strict 
confidence  to: 

Journal  Box  #J1 
938  Peachtree  St. 

Atlanta,  GA  30309 


Need  3 Physicians 

For  Well  Established 
Practices 

in  Beautiful  North  Georgia 

• Growing  Communities 

• One  Hour  from  Atlanta 

• Successful,  Aggressive 
For-Profit  Hospitals 


Call  Mell  Brooks,  President 
Atlanta  #(404)  874-5615 
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RBRVS  — 
A Promise  or  a Threat? 


Joseph  P.  Bailey,  Jr.,  M.D. 


The  development  of  the 

REIMBURSEMENT  for  physician 
effort  in  patient  care  is  a 
fundamental  part  of  the  practice 
of  medicine  and  has  been 
regulated  in  this  country  to  a 
great  degree  by  advent  of  the 
Medicare  program.  This  program 
began  amidst  protests  and 
predictions  of  tremendous  future 
difficulty  which  have  occurred.  As 
to  the  consideration  for  the  cost 
of  medical  care,  the  most  recent 
proposal  is  the  developing 
Resource-Based  Relative  Value 
Scale  (RBRVS)  study.  This  study 
would  alter  the  payment  for  care 
by  the  reallocation  of  funds  — 
decreasing  procedural 
compensation  and  increasing 
payments  for  non-procedural 
activities.  This  proposal  is 
generating  strong  support  from 
the  internal  medicine,  family 
practice,  and  pediataric  areas 
while  meeting  opposition  from 
many  procedural ly-oriented 
specialties.  This  issue  could 
divide  the  House  of  Medicine 


because  of  economic  factors 
unless  we  do  something  about  it. 

The  Physician  Payment  Review 
Commission  (PPRC)  is  also 
considering  volume  control  and 
regional  caps  on  fees.  These 
efforts  are  clearly  directed  at  cost 
control  and  again  take  little  into 
consideration  about  expanding 
numbers  of  patients,  the  need  for 
more  care,  and  the  desires  of  the 
American  people.  As  never 
before,  the  character  of  our 
consideration  of  these  issues  is 
fundamental  to  the  ultimate  state 
of  medical  practice  in  both  the 
immediate  and  distant  future.  If 
two  camps  develop  producing  a 
clear  split  in  organized  medicine, 
we  can  be  certain  that  the 
government  will  further  take 
advantage  of  our  vulnerability. 

1 plead  with  every  physician  to 
carefully  examine  the  issues  at 
hand  and  take  a position  that 
fairly  addresses  fees  and 
reimbursement  programs  while 
not  allowing  outside  forces  to 
dominate  our  profession. 
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NEW  MEMBERS 

Ahran,  David,  Pediatrics  — MAA 
— (Resident)  504  Summit 
Pointe  Way,  Atlanta,  30329 

Ascue,  Joseph  T.,  Family  Practice 
— Muscogee  — (Resident) 

6029  Flat  Rock  Rd.,  Apt.  213, 
Columbus,  31904 

Bivins,  Harold  A.,  Jr.,  Obstetrics/ 
Gynecology  — Bibb  — 
(Resident)  P.O.  Box  6000, 
Macon,  31208 

Bowe,  Richard  L.,  Anesthesiology 
— Dougherty  — (Active  Nl) 

P.O.  Box  1227,  Albany,  31702- 
1227 

Council,  Ruthanne,  Internal  Med. 
— Bibb  — (Resident)  777 
Hemlock  St.,  Box  74,  Macon, 
31208 

Cowart,  Charles  F.,  Internal  Med. 
— Ogeechee  River  — (Active 
N2)  309  East  Winthrope  Ave., 
Millen,  30442 

Farmer,  James  T.,  Jr.  — Bibb  — 
(Resident)  777  Hemlock  St., 

Box  74,  Macon,  31208 

Fitzgerald,  Brenda  C.,  Gynecology/ 
Infertility  — Carroll-Haralson  — 
(Active  N2)  Groover  Med.  Bldg., 
Ste.  208,  Carrollton,  30117 

Froelich,  James  A., 

Anesthesiology  — Gwinnett- 
Forsyth  — (Active  Nl)  1594 
Holly  Lake  Circle,  Snellville, 
30278 

Geffen,  Morris  R.,  Radiologic 
Oncology  — Georgia  Medical 
Society  — (Active  N2)  14 
Eisenhower  Medical  Center, 
Savannah,  31406 

Goehring,  Ross  A.,  Family 
Practice  — Wayne  — (Active) 
105  South  J-L  Tyre,  Screven, 
31560 


ION  NEWS 


Graham,  Errol  G.,  Internal  Med.  — 
Bibb  — (Resident)  777 
Hemlock  St.,  Box  74,  Macon, 
31208 

Hampton,  Sarah  W.,  Internal  Med. 
— Bibb  — (Resident)  777 
Hemlock  St.,  Box  74,  Macon, 
31208 

Joiner,  Thomas  A.,  Internal  Med. 
— Bibb  — (Resident)  P.O.  Box 
6000,  Macon,  31208 

Lawton,  Mark  A.,  Internal  Med.  — 
Bibb  — (Resident)  777 
Hemlock  St.,  Box  74,  Macon, 
31208 

Mallett,  Jerry  K.,  Pediatrics  — 
Thomas  Area  — (Active  N2) 

509  Gordon  Ave.,  Thomasville, 
31792 

Mortensen,  Amy  L,  Anesthesiology 
— MAA  — (Resident)  842-4 
Twin  Oaks  Dr.,  Decatur,  30030 

O’Rear,  Shaun  P.,  Anesthesiology 
— Crawford  W.  Long  — 

(Active)  210  High  Ridge  Dr., 
Athens,  30606 

Reddy,  Vundyala  V.,  Medical 
Oncology  — Ware  — (Active) 
300  Uvalda  St.,  Waycross,  31501 

Remler,  Robert  B.,  Internal  Med. 
— Georgia  Medical  — (Active 
N2)  100  East  Park  Ave., 
Savannah,  31401 

Schuessler,  Suzanne  W., 

Pediatrics  — Troup  — (Active 
N2)  606  S.  Greenwood  St., 
LaGrange,  30240 

Sharma,  Leela,  Psychiatry  — Ware 

— (Active)  1007  Mary  St., 
Waycross,  31501 

Sullivan,  Gary  B.,  Obstetrics/ 
Gynecology  — Ogeechee  River 

— (Active  Nl)  301  Donehoo  St., 
Statesboro,  30458 


Tucker,  Wilson  L.,  Family  Practice 
— Floyd-Polk-Chattooga 
(Active)  182  S.  Martha  Berry 
Blvd.,  Rome,  30161 

Velez,  Ulpiano,  Physical  Med.  & 
Rehabilitation  — Clayton- 
Fayette  — (Active)  1576 
Bethaven  Rd.,  Riverdale,  30296 

Wetherington,  G.  Marc,  Plastic 
Surgery  — Floyd-Polk-Chattooga 
— (Active  N2)  1825  Martha 
Berry  Blvd.,  Rome,  30161 

Wheatley,  Susan  J.,  Obstetrics/ 
Gynecology  — MAA  — 
(Resident)  Georgia  Baptist 
Medical  Center,  Box  179,  300 
Blvd.,  Atlanta,  30312 

Wilkes,  Emanuel,  Ophthalmology 
— Muscogee  — (Active)  2039 
Tenth  Ave.,  Columbus,  31906 

Wright,  Barry  E.,  Ophthalmology 
— Georgia  Medical  Society  — 
(Active)  4750  Waters  Ave.,  Ste. 
310,  Savannah,  31404 


PERSONALS 

Baldwin  CMS 

Milledgeville  physician,  Samuel 
M.  Goodrich,  M.D.,  was  elected 
vice  chairman  of  the  Georgia 
Section  of  The  American  College 
of  Obstetricians  and 
Gynecologists  (ACOG)  for  a 3-year 
term  beginning  November,  1988. 
Dr.  Goodrich  has  practiced  in 
Milledgeville  since  1969  and  is 
affiliated  with  Baldwin  County 
Hospital.  He  has  been  a member 
of  the  State  Task  Force  on 
Hospital  Maternity  and  Newborn 
Facilities,  chairman  of  the 
Subcommittee  on  Hospital 
Maternity  Standards  for 
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Regionalization  of  Maternity 
Services,  a member  of  MAG’s 
Committee  on  Maternal  and  Infant 
Health,  and  former  president  of 
the  Georgia  State  Obstetrical  and 
Gynecological  Society.  He  has 
been  chairman  of  the  ACOG 
Georgia  Section  for  the  past  3 
years. 

Cobb  CMS 

Robert  O.  Stephens,  M.D.,  of 

Marietta,  was  appointed  to  the 
position  of  Kennestone  System 
Vice  President  for  Medical  Affairs. 
Dr.  Stephens  is  a board-certified 
pediatrician  and  has  been  on  staff 
at  Kennestone  since  1970.  He  was 
chief  of  pediatraics  in  1981  and 
president  of  the  medical  staff  in 
1983.  His  responsibilities  in  this 
new  position  will  include  work 
with  the  hospital  authority, 
medical  staffs,  and  administrative 
officers  in  such  areas  as  medical 
education,  quality  assurance, 
communications,  planning  as  well 
as  other  medical  staff  activities. 

DeKalb  CMS 

G.  Dpuglas  Talbott,  M.D.,  was 

awarded  the  American  Medical 
Association’s  Distinguished 
Service  Award  at  the  1988  AMA 
Impaired  Health  Conference  held 
last  October  27-30.  This  award  is 
the  first  of  its  kind  to  be 
presented  by  the  AMA. 

Dr.  Talbott  is  Administrator  of 
Talbott  Recovery  System  in 
Atlanta.  He  holds  a faculty 
position  as  Clinical  Professor  in 
the  Emory  University  School  of 
Medicine’s  Department  of 
Psychiatry,  teaching  about 
alcoholism  and  drug  addiction  to 
medical  students,  and  is  President 
of  the  American  Academy  of 
Addictionology. 


He  was  also  recently  awarded 
the  AMA’s  Education  and 
Research  Foundation’s  Award  in 
recognition  of  his  outstanding 
achievement  in  the  treatment  and 
education  of  chemical 
dependence. 


Medical  Association  of  Atlanta 

Joseph  A.  Wilber,  M.D.,  of 
Atlanta,  medical  director  of  the 
Georgia  Division  of  Public 
Health’s  AIDS  project,  has  been 
named  secretary  of  the  board  of 
Jerusalem  House,  an  interfaith 
project  to  establish  metro 

Atlanta’s  first  residential  care 
center  for  homeless  people  with 
AIDS.  Jerusalem  House  is  actively 
seeking  many  sources  of  both 
volunteer  and  financial  support. 


Richmond  CMS 

John  W.  Richards,  Jr.,  M.D., 

associate  professor  of  family 
medicine  at  the  Medical  College 
of  Georgia,  received  the  U.S. 
Surgeon  General’s  medallion  for 
his  work  with  Doctors  Ought  to 
Care  (DOC),  a group  of  doctors 
that  distributes  information  about 
smoking  and  drinking  to  young 
adults.  Dr.  Richards,  the  national 
president  of  DOC,  received  the 
award  from  U.S.  Surgeon  General 
C.  Everett  Koop  at  the  annual 
American  Academy  of  Family 
Physicians’  meeting  in  New 
Orleans  last  October. 

Troup  CMS 

Robert  Copeland,  M.D.,  a 

cardiologist  from  LaGrange, 
recently  became  the  first 
physician  in  that  region  to  be 


I O N NEWS 


Atlantans  come  together  to  help 
establish  the  first  residential  care 
center  for  homeless  people  with  AIDS 
in  the  Metro  Atlanta  area.  Serving  as 
president  of  the  board  of  this 
interfaith  project,  called  Jerusalem 
House,  is  Evelyn  Ullman;  Joseph  A. 
Wilber,  M.D.,  (R)  is  secretary  of  the 
board.  Pictured  between  them  is 
Michael  Lomax,  Fulton  County 
Commissioner. 


awarded  certification  as  a 
Diplomate  in  Geriatric  Medicine 
by  the  American  Board  of  Internal 
Medicine. 


DEATHS 

Francis  Marion  Gay,  M.D., 

aged  73,  of  Moultrie,  died  last 
October  following  a brief  illness. 

Dr.  Gay,  received  his  medical 
degree  from  Emory  University 
School  of  Medicine.  He 
completed  his  internship  and 
residency  at  Baroness  Erlangear 
in  Chattanooga,  Tenn.,  and 
practiced  family  medicine  for  48 
years. 

Teofredo  C.  Aranas,  M.D., 

died  last  November  in  an 
automobile  accident  at  the  age  of 
39.  Dr.  Aranas  was  born  in 
Carcar,  Phillipines,  and  had  lived 
in  Columbus  since  1979.  He 
practiced  with  Radiology 
Associates  of  Columbus. 
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ASSOCIATION  NEWS 


AWARDS 


Journal  Receives  Award 


Prison  Health  Project  Receives 
Award 

MAG’s  Program  on  Prison 
Health  Care  received  a special 
award  from  the  National 
Commission  on  Correctional 
Health  Care.  Mr.  Bernard 
Harrison,  President  of  the 
Commission,  expressed  his 
thanks  for  the  participation  of 
MAG  in  the  program  to  improve 
medical  care  in  the  nation’s 
prisons,  jails,  and  juvenile 
confinement  facilities.  He  stated, 
“From  the  outset,  when  the 
program  was  housed  at  the 
American  Medical  Association, 
the  participation  of  state  medical 
societies  has  been  its  most 
important  asset.  MAG’s  continued 
support  and  the  expert  assistance 
of  Dorothy  Parker  and  her 
colleagues,  the  MAG  Committee 
on  Prison  Health  Care,  has  had 
such  a positive  impact  on 
correctional  health  care  that  it  is 
often  cited  by  the  courts  and  by 
state  and  local  legislative  bodies.” 

The  award  was  presented  at  the 
12th  Annual  Conference  on 
Correctional  Health  Care  on 
November  2 in  Orlando,  Florida. 
Dorothy  J.  Parker,  MAG  staff,  and 
Floyd  Bliven,  Jr.,  M.D.,  and 
Charles  A.  Meyer,  Jr.,  M.D.,  both 
members  of  the  MAG  Prison 
Health  Committee,  received  the 
plaque  for  MAG.  The  plaque 
recognized  MAG  “for  its  concern 
that  incarcerated  adults  and 
juveniles  receive  adequate 
medical  care  and  its  participation 
in  the  nationwide  accreditation 
program  for  prisons,  jails,  and 
juvenile  facilities. 


The  Journal  of  the  Medical 
Association  of  Georgia  won  a 
Silver  Flame  Award  (2nd  Place)  in 
a competition  sponsored  by  the 
Atlanta  Chapter  of  the 
International  Association  of 
Business  Communicators.  The 
award  was  given  for  the 
excellence  of  the  cover 
photograph  of  the  Proceedings 
Issue  (June  1988)  and  was 
presented  to  Susan  J.  Dillon, 
Managing  Editor,  at  the  1988 
Golden  Flame  Awards  Program 
last  November.  Other  contestants 
included  AT&T,  Southern  Bell, 
C&S,  Cox  Communications,  the 
Coca-Cola  Company,  Mead 
Packaging,  and  Georgia-Pacific 
Corp.,  to  name  just  a few. 

The  photo,  taken  by  Atlanta 
photographer  Chuck  Rogers,  was 
of  the  Waving  Girl  at  dawn  on  the 
Savannah  River.  Remember?  If 
not,  call  the  Journal  office,  and 
we’ll  be  happy  to  send  you  a 
copy. 
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National  Rural  Health  Association 
12th  Annual  National  Conference 
April  30-May  3, 1989 
Reno,  Nevada 
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Physician* s Recognition  Award  Recipients 


Listed  below  are  those 
physicians  in  Georgia  who  have 
earned  the  AMA ’s  Physician ’s 
Recognition  Award  (PRA)  from 
July  through  September,  1988. 

The  award  was  established  by 
the  AMA  House  of  Delegates  in 
1968  “To  recognize,  encourage, 
and  support  physicians  who 
participate  regularly  in  continuing 
medical  education  and  to 
emphasize  the  importance  of 
developing  more  meaningful 
continuing  medical  education 
opportunities  for  physicians.  ” A 
minimun  of  150  credit  hours  of 
CME  must  be  earned  over  a 3- 
year  period  to  qualify  for  the 
Award.  The  hours  may  include 
such  activities  as  conferences, 
residencies,  teaching,  writing, 
private  reading,  listening  to 
cassettes,  home  study  courses, 
consultation,  and  peer  review;  at 
least  60  of  the  hours,  however, 
must  be  from  formal  CME 
programs  sponsored  or 
cosponsored  for  Category  1 credit 
by  organizations  accredited  for 
these  activities. 

We  congratulate  the  following 
physicians  who  have 
distinguished  themselves  and 
their  profession  by  their 
commitment  to  continuing 
education: 


Anderson,  Walter  Faust,  Atlanta 
Arnold,  Thomas  Seymour, 
Augusta 

Boger,  Robert  Martin,  Atlanta 
Boyd,  Donald  Lee,  Albany 
Brannen,  Alfred  L.,  Augusta 
Brende,  Joel  Osier,  Columbus 
Brown,  Charles  Walter,  Jesup 
Bruhn,  Benny  Fuglede,  Atlanta 
Brunt,  Gwynne  Taylor,  Atlanta 
Buntin,  William  Henery,  Albany 
Burnside,  Edward  H.,  Calhoun 
Byrd,  Marcia  Virginia,  Roswell 
Delgado,  Jose  Arturo, 
Milledgeville 

Dickens,  Martha  Delle,  Waycross 
Dunn,  Byron  Harrison,  Conyers 
Engel,  Nancy  Lou,  Atlanta 
Fehlenberg,  Richard  Daniel, 
Macon 

Fermanis,  Ernest  George,  Atlanta 
Fillingim,  John  Marion,  Savannah 
Finkelman,  David,  Lithia  Springs 
Floore,  Stephen  Lawrence,  Cairo 
Funk,  Mark  Raphael,  Columbus 
Gardner,  Stephanie  Stein,  Atlanta 
Goldman,  Norman  Isaac, 
Columbus 

Grant,  Frances  Barnes, 
Montezuma 

Grant,  Ralph  Peery,  Atlanta 
Green,  Charles  G.,  Augusta 
Hanzlick,  Randy  Lee,  Atlanta 
Krauss,  Jonathan  Seth,  Augusta 
Kurzbach,  Elmar,  Savannah 


Lopez-Sotomayor,  Manuel  A, 
Atlanta 

Mason,  James  Lee,  Atlanta 
May,  William  Edward,  Macon 
McFadden,  Isaac  Joseph,  Marietta 
McRoberts,  Martin  Lanier,  Albany 
Mirra,  Suzanne  Samuels,  Decatur 
Nielson,  Craig  Morgan,  Albany 
Nolen,  John  Henry,  Marietta 
Ordonez,  Carlos,  Dunwoody 
Perlow,  Joan  Stevens,  Marietta 
Pickens,  Frank  Major,  Atlanta 
Potitong,  Banlu,  Thomaston 
Quayle,  James  Michael,  Roswell 
Reasoner,  John  P.,  Martinez 
Richards,  John  Corliss,  Fort 
Penning 

Richmond,  John  Dwight,  Dalton 
Roof,  Jonathan  Buist,  Blue  Ridge 
Sacks,  Linda  Mann,  Savannah 
Sampson,  John  Francis,  Atlanta 
Scoggins,  Ted  A.,  LaFayette 
Shearin,  William  A.,  Conyers 
Smith,  Gregory  Eschol,  Augusta 
Stancil,  Melody  Ann,  LaCrange 
Star,  Franklin  Julian,  Columbus 
Sung,  Yung-Fong,  Atlanta 
Tilson,  Paul  Junior,  Statesboro 
Tobias,  Hal  M.,  Marietta 
Tutsch,  Wilbert  Rudlof,  East  Point 
Vohman,  M.  Darius,  Atlanta 
Willers,  Donald  Roger,  Gainesville 
Wills,  Benjamin  Charles, 

Savannah 

Zoret,  George  David,  Brunswick 


JANUARY  1989,  Vol.  78 


11 


DEBATE,  DECISIONS,  AND  DELEGATES 

The  Ayes  Have  It!! 

If  you  want  to  be  an  effective  leader  or  a fully  participating  member  of  any  orga- 
nization, you  need  to  know  the  "'Rules  of  the  Game"  that  apply  during  business 
meetings.  To  test  your  procedural  savvy,  answer  true  or  false  to  the  following  ques- 
tions. The  answers  are  below. 

1.  A president  must  vote  to  break  a tie. 

2.  When  handling  business  only  one  motion  at  a time  may  be  pending. 

3.  A vote  requiring  2/3  to  pass  must  be  counted. 

4.  An  ex-officio  member  of  a committee  does  not  have  a vote. 

5.  A motion  passed  by  general  consent  means  everyone  is  in  favor  of  it. 

6.  A person  can  withdraw  his  motion  at  any  time. 

Answers  — all  of  the  statements  are  false.  If  you  missed  more  than  two,  or  if  you  want  to  increase  your 
knowledge  of  parliamentary  law,  you  can  sign  up  for  the  workshop.  Debate,  Decisions,  and  Delegates, 
sponsored  by  PEACHTREE  PARLIAMENTARIANS,  at  MAG's  Leadership  Conference  this  month.  Call  404- 
428-3832  or  404-435-4635. 


The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  In  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  In: 

Cardiology  Ob/Gyn 
Diabetes  Psychiatry 

Pediatrics  Gastroenterology 

® Provides  20  hours  of  CME  Category  1 Credit 
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CLINICAL  AR TICLKS 
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Controlling  Side  Effects  of  Antipsychotic  Drugs. 
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MAG’s  5th  Annual 
Leaderdiip  Conference: 
Legislation  and  Medicine 


Each  year,  for  all  our  members 
— and  especially  for  those 
Georgia  physicians  holding 
positions  of  leadership  in  MAG, 
their  county  medical  societies, 
specialty  societies  or  hospitals  — 
the  Medical  Association  of 
Georgia  sponsors  its  Leadership 
Conference,  our  major  update  on 
all  the  late-breaking  trends  in 
medical  legislation  and 
socioeconomics. 

This  year  the  focus  is 
exclusively  on  legislation,  at  both 
the  state  and  federal  levels. 
“LEGISLATION  AND  MEDICINE” 
will  be  held  January  28-29  at 
Stouffer’s  Waverly  Hotel  in 
northwest  Atlanta. 

Highlights  of  our  Conference 
Program  are  presented  here, 
along  with  your  Leadership 
Conference  registration  form.  If 
you  haven’t  registered  yet,  we 
invite  you  to  examine  our 
program  and  join  us  at  the 
meeting  for  Georgia  physicians’ 
most  comprehensive  update  on 
the  legislative  issues  facing 
medicine. 

Leadership  Conference 
Highlights  Saturday, 
January  28 

He  is  known  simply  as  “The 
Speaker,”  the  redoubtable 
Thomas  B.  Murphy,  of  Bremen. 
His  significant  influence  is  felt  on 


January  28-29,  1989 
Waverly  Hotel 
Atlanta 


every  piece  of  legislation  in  the 
General  Assembly,  especially  on 
such  medical  issues  as  tort 
reform.  This  is  the  first  time  MAG 
has  had  Speaker  Murphy  address 
one  of  its  major  meetings. 

This  1989  session  of  the 
General  Assembly,  of  course,  will 
have  a number  of  highly-charged 
medical  issues  before  it  — tort 
reform,  multiple  copy 
prescription,  mandatory 
continuing  medical  education, 
dispensing,  nurse  reimbursement, 
and  the  attempts  by  non-physician 
health  care  providers  to  expand 
their  scopes  of  practice.  We’ve 
blocked  these  topics  on  Saturday 
morning,  and  invited  the  most 
knowledgeable  and  influential 
state  legislators  to  address  them: 
Senators  Pierre  Howard  of 
Decatur  and  Nathan  Deal  of 
Gainesville,  State  Representatives 
Tommy  Chambless  of  Albany,  and 
Buddy  Childers  of  Rome. 

Lunch  is  on  your  own,  except 
for  “young  physicians.”  Those 
MAG  members  who  meet  the 
criteria  of  the  MAG  Young 
Physicians  Section  (under  40 
years  of  age,  or  in  their  first  5 
years  of  practice)  are  invited  to 
hear  State  Representative  Jim 
Panned  of  Savannah  in  a special 
YPS  luncheon.  We  gratefully 
acknowledge  the  support  of 
Ethicon,  Inc.,  for  this  event. 


In  the  afternoon  we  turn  our 
attention  to  the  national 
scene.  The  Honorable  Wyche 
Fowler  of  Atlanta,  Georgia’s  junior 
United  States  Senator,  will  offer 
his  views  on  “The  Meaning  of  the 
Recent  Presidential  Election.” 
Then  Congressman  Ed  Jenkins, 
who  represents  Georgia’s  9th 
District  in  the  U.S.  House  of 
Representatives,  will  speak  on 
issues  of  physician  regulation  in 
the  Congress.  Representative 
Jenkins  sits  on  the  powerful 
House  Ways  & Means  Committee. 

Later  in  the  afternoon,  from  his 
perspective  as  a staff  director  of 
the  AMA’s  Washington  lobby,  Jim 
Drake  will  forecast  medical 
legislation  and  socioeconomics 
under  the  new  Congress  and  the 
Bush  Administration. 

One  the  hottest  medical  issues 
of  1989  will  be  the  Resource- 
Based  Relative  Value  Study,  and 
the  methods  whereby  the 
Physician  Payment  Review 
Commission  in  Washington,  D.C., 
will  seek  to  change  comparative 
levels  of  various  physicians’ 
reimbursement.  None  other  than 
the  President-Elect  of  the 
American  Medical  Association, 
Alan  R.  Nelson,  M.D.,  who’s  been 
right  on  top  of  the  issue,  will  offer 
the  latest  developments  on  the 
RBRVS  and  PPRC  report,  due  out 
this  March. 
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Because  comparative 
reimbursements  for  cognitive  and 
procedural  services  are  under 
intense  scrutiny  in  the  RBRVS,  we 
will  conclude  the  afternoon 
session  with  formal  responses  by 
James  K.  Van  Buren,  M.D., 
President  of  Georgia  Society  of 
Internal  Medicine,  and  Eugene  D. 
Davidson,  M.D.,  President  of  the 
Georgia  Chapter,  American 
College  of  Surgeons. 

Our  Saturday  sessions  will  end 
at  5:15.  Immediately  following,  we 
invite  all  Leadership  Conference 
attendees  and  their  guests  to  a 
reception. 

Registration 

To  register  for  the  1989  MAG 
Leadership  Conference  and 
optional  Parliamentary  Procedure 
Workshop,  please  complete  the 
registration  form  inserted  in  this 
Journal,  detach  it  from  the  hotel 
reservation  form,  and  mail  it  with 
your  registration  fee  to  the  MAG 
office. 

Hotel  Accommodations 

The  MAG  has  secured  an 
attractive  guestroom  rate  at  the 
Stouffer  Waverly  Hotel,  site  of  our 
previous  Leadership  Conferences. 
The  rate  for  both  singles  and 
doubles  is  $85.  To  make  your 
reservations,  complete  the 
detachable  lower  portion  of  our 
Leadership  Conference 
registration  form  and  mail  it 
directly  to  the  Hotel.  The  cut-off 
date  for  MAG  reservations  was 
January  6,  1989;  but  rooms  may 
still  be  available. 


Sunday,  Jemuary  29 
Optional  Workshop 

‘^Debate,  Decisions  £uid 
Delegates” 

A 3-Hour  Seminar  in  Basic 
Parlizunentary  Procedure 
Designed  Especially  for 

Physicians  9 A.M.  - 12  Noon 

Medical  Society  Officers, 
Hospital  Chiefs  of  Staff  — you 
have  been  chosen  by  your  peers 
for  a leadership  position.  Effective 
leaders  quickly  learn  that  a key 
quality  is  knowledge  of  correct 
parliamentary  procedure. 
Conducting  meetings  confidently 
and  fairly  with  a minimum  of 
wasted  time  will  win  you  the 
respect  and  thanks  of  your 
colleagues. 

To  help  you  learn  the  “rules  of 
the  game”  applying  to  business 
meetings,  the  MAG  is  offering 
“Debate,  Decisions  and 
Delegates.”  Our  faculty  will  be 
Mary  Lou  Stephens,  PRP,  and 
Julia  von  Haam,  PRP.  Both  are 
Professional  Registered 
Parliamentarians,  and  are  married 
to  physicians  practicing  in 
Atlanta.  They  have  prepared 
materials  specifically  for 
physicians  to  teach  you  the 
procedural  skills  you  need  for . . . 

. . . debate:  controlling 

discussion/rules  of  debate 
. . . decisions,  determining 
consensus,  expediting 
business/motions  to 
accomplish  your  business 
. . . delegates;  being  an  effective 
representative/serving  in  the 
MAG  House  of  Delegates  and 
on  Reference  Committees. 


“LEGISLATION  AND  MEDICINE” 

Saturday,  January  28 

MAG  Member  Non-Member 

Physician  $75  $175 

Resident  Physician  $25  $40 

Auxilian/Spouse  $25  $40 

“DEBATES,  DECISIONS,  AND  DELEGATES” 

Sunday,  Jzunuary  29 

Physician  $40 

Auxilian  $35 
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mag  leadership  conference 

January  28-29,  1 989 
Waverly  Hotel 
Atlanta 

'o  register  for  our  Annual  Leadership  Conference  on  Saturday,  and  optional  Sunday  Seminar, 
Debates,  Decisions  & Delegates,”  please  complete  this  Registration  Form  and  return  it  with 
our  check. 

lame  (please  print) 

)ffice  Address  


;ity Zip  Office  Phone 

Registration  Fees  (please  check): 

EADERSHIP  CONFERENCE  (Saturday,  January  28): 

MAG  Member  Non-Member 

□ Physician ^75 $175 

□ Resident  Physician $25 $40 

□ Auxiliary/ Spouse $25 

OPTIONAL  SEMINAR  (Sunday,  January  29): 

DEBATES.  DECISIONS  & DELEGATES” 

□ Physician $40 

□ Auxilian $35 


CHECKS  SHOCJLD  BE  MADE  PAYABLE  TO  “MEDICAL  ASSOCIATION  OF  GEORGIA.”  Payment  must  accompany  this  form. 
So  refunds  may  be  given  after  January  27. 

)ETACH  THE  TOP  PORTION  OF  THIS  FORM  AND  AVKIL  TO: 


MAG  1989  LEADERSHIP  CONFERENCE 

938  Peachtree  Street,  N.E. 

Atlanta,  GA  30309 

f you  wish  hotel  accommodations  at  the  IVauer/y,  please  complete,  detach  and  mail  this  self-addressed,  postage-paid  card. 


The  Waverly 

A Stouffer  Hotel 
Galleria  Parkway 
'Atlanta,  GA  30339 
404-953-4500 


MEDICAL  ASSOCIATION  OF  GEORGIA 
MAG  1989  LEADERSHIP  CONFERENCE 
DATES:  1/27/89-1/29/89 
RESERVATION  CUTOFF  DATE:  1/6/89 


A STOUFFER  HOTEL 


No.  ol  Rooms 


I Reserve 


(Indkslis  Numb«r/T  ype  01  ftooms  Ftequired) 


Phone 
Stale  _ 


ap- 


Tfvelon  , 


Depart  on . 


(<!•«  (d«l») 

This  Reservation  is  Guaranteed  Payment  for  Late  Arrival  By: 


(d*M) 


Type  of  Room 

Rate 

SINGLE  (1  PERSON) 
DOUBLE  (2  PERSONS) 

t 85.00 
*85.00 
« 95.00 

TRIPLE 

QUAD 

1- BEDROOM  SUITE 

2- BEDROOM  SUITE 

f 95  00 

$25000 

1 350.00 

CLUB  LEVEL 

SINGLE 

*125.00 

DOUBLE 

$135.00 

Nam©  Of  Person  Sharing  Accommodations 


State 

Please  Be  Sure  Your  Reservation  Reaches  The  Hotel  21  Days  In  Advance  To  Insure  Your 
Accommodations.  Otherwise  Accommodations  Will  Be  On  A Space  Available  Basis 
Only. 


To  avoid  duplications  of  reservations,  please  submit  only  one  card  when  sharing  accom- 
modations with  one  or  more  individuals. 

Reservations  held  only  until  6:00  p.m.  local  time,  unless  guaranteed  by  one  night's 
advance  deposit  or  Company  guarantee  of  payment.  Check-out  time  is  1:00  p.m. 


(Rooms  may  not  be  available  for  check-ln  until  after  3:00  p.m.) 


OFFERED  TO  THE  MEDICAL  ASSOCIATION  OF  GEORGIA 


A BETTER  WAY  TO  BUY 
OR  LEASE  YOUR  NEXT  VEHICLE 

Buy  or  lease  at  fleet  prices  and  save  between  $2000  to 
$4000  off  of  dealers  selling  price— Pay  our  fee  only  if  you 
accept  the  savings  we  provide— NO  FEE  PAID  IN 
ADVANCE. 

Let  us  locate  and  arrange  delivery  of  your  next  vehicle  at  a 
dealership  near  your  home  or  office.  This  service  is 
available  nationwide. 

NO  NEED  TO  DEAL  WITH  HIGH  PRESSURE  CAR  DEALERS. 

Extended  vehicle  service  contracts  offered  at  prices  close  to 
dealer  cost. 

Join  the  forces  of  the  other  medical  association  members 
who  are  currently  using  this  program  for  purchasing  their 
vehicles. 

WE  REPRESENT  YOU,  NOT  THE  DEALER 


SOUTHERN  FLEET  ASSOCIATES 

1866  Independence  Sq.— Atlanta,  Ga.  (404)  698-9511 


Sponsored  by  Si 
& University  h 

1355  Independence  Dr.  • Ai 


h 

leal 


Has  Rain  Shattered  Your  Patient's  Life? 


Walton  Rehabilitation  Hospital 


You’ve  probably  seen  it  in  your  patient.  It’s  the  kind  of  pain  that  just  won’t 
go  away.  Shattering  his  physical  health  and  mental  well-being.  And 

you’ve  tried  everything  to  help. 


Now,  there’s  a way  to  continue  your  help  at  the  Center  for 
Pain  Management  at  Walton  Rehabilitation  Hospital. 
Our  multidisciplinary  team  will  work  with  you  to 
treat  all  aspects  of  your  patient’s  pain.  To  help 
him  reduce  it.  Or  teach  him  how  to  manage  it. 


Whether  for  stroke,  head  injury,  chronic 
pain,  or  another  disabling  illness  or  injury, 
we’ll  help  return  your  patient  to  an 
independent  lifestyle. 

Call  Walton  Rehabilitation  Hospital  at 
404/823-8519.  We  can  help  your  patient  pick 

up  the  pieces. 
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Dear  Editor, 

I was  quite  pleased  to  see  the 
November  issue  devoted  to  my 
specialty  of  psychiatry.  The 
introduction  by  Dr.  Underwood, 
himself  a surgeon,  was  warm  and 
insightful.  The  articles  by  and 
large  managed  to  capture  the 
essence  of  the  frontiers  of  our 
specialty. 

However,  Dr.  Lewis’ 

“Adolescent  Substance  Abuse,” 
while  on  target,  failed  to  mention 
the  most  common  addictive 
disease  of  adolescence,  tobacco 
addiction.  This  is  not  too 
surprising,  as  1 have  noted 
elsewhere  {Southern  Medical 
Journal,  September,  1988,  1083- 
88,  “Tobacco  Addiction  as  a 
Psychiatric  Disease”).  The 
reasons  for  this  neglect  are  many, 
including  the  fact  that  Sigmund 
Freud  himself  was  an  incurable 
tobacco  addict  and  that  mental 
health  professionals  have  a much 
higher  incidence  of  tobacco 
addiction  than  general  health 
professionals.  If  we  focus  on  a 
particular  “bad”  drug  and  ignore 
such  things  as  tobacco,  the  most 
addicting  drug  known  to 
mankind,  we  allow  patients  to  fall 
into  the  myth  that  it  is  simply  the 
particular  substance  they  have 
chosen  and  not  themselves  which 
is  the  problem.  We  should 
remember  that  Shakespeare 
pointed  out  that  the  faults  lie  not 
within  the  stars  but  within 
ourselves. 

The  long-term  outlook  is  good. 
Increasing  numbers  of 
psychiatrists  and  other  mental 
health  professionals  are  seriously 
delving  into  tobacco  addiction 
and  the  ways  of  preventing  and 
treating  it.  Psychiatric  hospital 
wards  from  Oregon  to  New  York, 


private  and  governmental,  have 
discovered  that  they  can  emulate 
general  medical  facilities  and 
become  tobacco-free.  In  Atlanta, 
most  psychiatric  facilities  are 
following  the  lead  of  general 
hospitals  in  developing  tobacco- 
free  facilities.  MAG’s  brochure, 
“Freedom  from  Addiction,”  gives 
prominent  attention  to  tobacco,  in 
fact,  more  than  any  other  single 
drug  of  dependency! 

Again,  kudos  to  Dr.  Lewis  and 
the  other  contributors. 

Sincerely, 

Sheldon  B.  Cohen,  M.D.,  Atlanta 
Dear  Editor, 

Enclosed  is  a copy  of  a letter  1 
have  recently  written  to  Dr. 

Joseph  P.  Bailey,  Jr.,  President, 
Medical  Association  of  Georgia.  It 
states  my  personal  feelings  with 
regard  to  the  State  of  Georgia’s 
Informed  Consent  Law.  I have  a 
feeling  that  my  sentiments  are 
shared  by  many  of  my  colleagues, 
particularly  other  Radiologists, 
Urologists,  and  Neurologists  who 
deal  with  intravenous  contrast.  1 
would  like  very  much  to  see  this 
letter  appear  in  “Letters  to  the 
Editor.” 

Thank  you  very  much  for  your 
consideration. 

Sincerely, 

Charles  W.  Brown,  M.D. 

Diagnostic  Radiologist,  Jesup 

Dear  Dr.  Bailey, 

1 have  very  recently  attended 
one  of  the  Medical  Association  of 
Georgia/MAG  Mutual  Insurance 
Company’s  seminars  designed  to 
help  the  practicing  physician  deal 
with  the  kate  of  Georgia’s  new 
informed  consent  law  of  which 


the  Medical  Association  of 
Georgia  is  so  unjustly  (1  feel) 
proud.  First,  let  me  state  that  1 do 
not  believe  that  any  ethical 
practitioner  of  Medicine  in  this 
country  is  against  the  principle  of 
Informed  Consent.  1 certainly  am 
in  favor  of  the  patient’s  right  to 
Informed  Consent.  However,  the 
extension  of  Informed  Consent  to 
the  intravenous  injection  of 
contrast  material  was  grossly 
unnecessary.  For  this,  1 would  like 
to  express  my  deep 
disappointment  and  frustration 
with  MAG. 

The  interests  of  all  physicians 
who  deal  with  intravenous 
contrast  have  not  been  served  by 
either  the  Medical  Association  of 
Georgia  or  the  Legislature  of  the 
State  of  Georgia.  As  far  as  the 
patient  is  concerned,  the  risk  of  a 
severe  reaction  to  l.V.  contrast  is 
.025%.  Researchers  believe  that 
heightened  anxiety  increases  both 
the  number  and  severity  of 
reactions.  Being  informed,  prior 
to  a contrast  injection  for  a 
simple  l.V.P.  or  enhanced  CT;  that 
the  procedure  could  cause 
paralysis,  paraplegia,  brain 
damage,  cardiac  arrest,  or  death 
will  certainly  do  nothing  to 
alleviate  the  patient’s  anxiety  and 
will,  1 predict,  lead  to  more 
frequent  and  more  severe 
reactions. 

As  a physician  who  must 
perform  the  l.V.  injections  15-20 
times  per  day,  1 am  most 
frustrated  and  angered  by  the  fact 
that  the  Medical  Association  of 
Georgia  allowed  such  a law  to  be 
passed  by  a Legislature  so  poorly 
informed  that  they  were  obviously 
not  cognizant  of  the  difference 
between  surgical  procedures 
performed  under  general,  spinal. 
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and  major  regional  anesthesia, 
and  diagnostic  procedures 
involving  I.V.  contrast.  Sadly,  MAG 
has  allowed  the  trial  lawyers  to 
successfully  conclude  another 
round  of  legislative  doctor 
bashing.  Furthermore,  the  MAG/ 
MAG  Mutual  Seminars  appear  to 
be  only  an  effort  to  “sugar  coat” 
the  problem,  rather  than  an 
honest  effort  to  deal  with  it. 

The  Medical  Association  of 
Georgia  has,  1 believe,  failed  a 
significant  segment  of  its 
membership,  not  to  mention  a 
large  group  of  patients.  The  MAG 
owes  both  an  explanation  and  a 
pledge  to  actively  seek 
amendment  of  the  Informed 
Consent  Law.  Dr.  Bailey,  in  your 
own  words,  “We  are  all  dedicated 
to  our  patient’s  needs  while 
simultaneously  having  to  guard 
against  further  erosion  of  our 
position  to  have  the  wherewithal 
to  meet  these  needs  and  those  of 
our  families.”  {President’s  Page, 
October  1988).  1 agree  that  “Now 
is  the  time  to  plan  for 
participation  in  the  1989 
Legislative  Session  for  the  State  of 
Georgia.”  Amendment  of  the 
Informed  Consent  Law  should  be 
the  leading  issue. 

Sincerely, 

Charles  W.  Brown,  M.D. 

EDITORIAL  COMMENT:  We 
appreciate  Dr.  Brown  sharing  his 
thoughts  concerning  the  soon-to- 
be-instituted  “Informed  Consent 
Law.  ” It  should  be  noted  that 
such  a “Law  ” has  been  proposed 
in  the  Georgia  General  Assembly 
over  the  past  several  years.  When 
Senator  Tollison  died  a little  over 


a year  ago,  it  became  clear  that 
such  a “Law”  would  indeed  be 
passed  during  the  1988  Session  of 
the  Georgia  General  Assembly. 

The  bill  originally  introduced  by 
the  Georgia  Trial  Lawyers 
Association  was  an  onerous  one 
for  both  patient  and  physician, 
with  the  potential  of  significantly 
escalating  the  liability  insurance 
crisis.  We  were  then  faced  with 
the  choice  of  either  accepting 
passage  of  such  legislation  or 
proceeding  to  involve  ourselves 
with  the  design  of  a bill  that 
could  be  viewed  as  most 
effectively  and  honestly  producing 
significant  “Informed  Consent.  ” 
The  concept  of  “Informed 
Consent,  ” as  stated  by  Dr.  Brown, 
has  always  been  supported  by 
the  MAG  and  is  indeed 
incorporated  into  the  Code  of 
Ethics  of  the  AMA.  The  final 
legislation  which  passed  the 
Georgia  General  Assembly  in 
1988,  and  which  will  be  instituted 
Jan.  I,  1989,  is  the  result  of  an 
inordinate  amount  of  labor  and 
cooperation  between 
representatives  of  MAG  and  other 
interested  parties.  It  is  arguably 
the  best  such  bill  that  could  have 
been  produced.  It  will  provide  an 
environment  in  which  genuine 
“Informed  Consent”  of  the  patient 
can  be  developed  and  at  the 
same  time  provides  a mechanism 
whereby  a physician  can  be  best 
protected  against  frivolous  and 
unreasonable  litigation.  The  MAG 
did  indeed  help  develop  the  final 
version  of  that  bill,  did  support  its 
passage  in  the  final  form  in  the 
Georgia  General  Assembly,  but 
does  not  agree  with  every  minute 
detail  of  the  bill. 
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Of  Endings  and  Beginnings 


“The  rapture  of  pursuing  is  the 
prize  the  vanquished  gain.  ” 

Anon. 


ONE  STANDS  at  the  gate  of  the 
year,  of  a new  and  as  yet 
unspoiled  year,  looking  ahead 
with  anticipation  to  fresh 
beginnings.  Resolutions  of  years 
past,  worn  and  faded  now,  pose 
no  threat  to  striding  again  with 
careful  disregard  into  an  unknown 
future. 

The  practice  of  medicine  has 
always  been  possessed, 
characterized,  by  that  same  aura 
of  unpredictability.  We 
practitioners  of  medicine,  be  we 
investigators,  teachers,  or  the 
providers  of  medical  care  to  the 
ill,  find  ourselves  facing  each 
year,  and  yes,  each  day,  in  that 
exhilarating  state  of  knowing  not 
what  the  hours  ahead  hold  for  us. 
Perhaps  the  answer  to  some  long 
pursued  but  unsolved 
investigative  problem.  Perhaps  a 
one-time  student  rising  to  heights 
of  professional  success.  Perhaps 
a new  and  fascinating  clinical 
case  or  the  final  successful 
termination  of  a treatment  plan. 

The  happy,  the  comforting,  the 
ego  salving  moments  lie 
ahead  surely,  but  alongside  them 
lie  menacingly  the  failures.  The 
experimental  and  investigative 


efforts  gone  awry.  The  long- 
sought  answers  yet  elusive.  The 
endless  hours  in  patient  care 
gone  to  nothing  as  a life  ebbs 
away.  Where  the  energy,  the 
determination  to  continue  in  the 
face  of  failure?  Where  the  youthful 
enthusiasm  to  rush  forward  into 
an  unpredictable  new  year? 

Why,  right  there,  of  course,  in 
the  unpredictability.  Comforting 
self  confidence  and  happy 
success  from  effort  come  not  only 
after,  nor  are  associated  only 
with,  predictability  and  successful 
outcome.  They  dwell,  too,  in 
failure.  The  philosopher  spoke 
well  who  saw  the  “rapture  of 
pursuing  as  the  prize  the 
vanquished  gain.” 

It  is  so  that  we  come  again  to 
the  end  of  one  year  and  the 
beginning  of  another.  It  is, 
however,  but  a mark  on  the 
calendar  signifying  little  else  than 
a point  in  time.  Little  else  than  a 
vantage  point  from  which  to 
anticipate  the  uncertainty,  the 
exhilarating  unpredictability  of 
what  lies  ahead.  The  ancient 
Catalian  poet  knew  this  well  when 
he  told  us, 

“Whatever  end  man  aims  for  is 
not  the  final  end,  for  that  gives 
not  true  happiness.  What  was  an 
end  becomes  a new  beginning 
according  to  the  course  that  man 
can  understand.  ” 

CRU 
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The  Future  Effect  Of  AIDS 
On  Ifour  Insurance  Plans 

Answer  This  Question: 

If  in  the  1970*s  and  early  1980’s  you  had  known  what  you 
know  now  about  medical  malpractice  premiums,  would  you 
have  been  willing  to  purchase  your  coverage  on  a fixed, 
guaranteed  cost  basis? 


That  type  of  opportunity  exists  today  in  an  area 
that  is  likely  to  be  as  volatile  as  the  malpractice 
area  has  been.  I am  referring  to  nonguaranteed 
life  and  disability  plans. 

The  spectre  of  AIDS  is  casting  a long  shadow  in 
the  insurance  community.  Because  of  actual 
claims  and  expected  claims,  most  nonguaranteed 
plans,  and  plans  offered  by  companies  that  are 
not  rock  solid,  will  be  severely  affected.  Unless 
you  are  positioned  properly,  you  will  see  a 
doubling  and  tripling  of  your  insurance  rates. 

Compare: 

Sample  rates  for  one  of  our  medical  plans  are  listed  below.  It  is 
with  an  ‘A+  rated”  carrier  and  is  priced  very  competitively. 


Typical  Association  Rate  *A+  Rated”  Carrier 

as  of  10'01'87  as  of  05-0 1-88 

$300  Deductible  $250  Deductible 


AGE 

EMPLOYEE 

FAMILY 

AGE 

EMPLOYEE 

FAMILY 

Under  35 

$ 50.00 

$157.00 

Under  29 

$ 34.00 

$ 91.00 

35G9 

$ 63.00 

$189.00 

30-39 

$ 38.00 

$113.00 

40-49 

$ 93.00 

$260.00 

40-44 

$ 49.00 

$127.00 

45-49 

$ 59.00 

$142.00 

50-59 

$148.00 

$370.00 

50-54 

$ 70.00 

$155.00 

55-59 

$ 84.00 

$169.00 

60-64 

$211.00 

$498.00 

60-64 

$101.00 

$186.00 

*The  “A  + Rated”  carrier’s  premiums  would  be  slightly  higher  in  the  Atlanta  area.  Rates  and  contracts  are  subject  to  change.  A number  of  options 
are  available  including  Maternity,  Prescription,  Dental,  etc.  at  additional  premiums.  All  premiums  are  subject  to  underwriting  acceptance. 


Of  course  you  would. 

and  many  plans  will  be  cancelled  altogether. 

Professional  Resource  Group  works  only  with 
physicians.  We  are  committed  to  helping  them 
keep  their  plan  costs  as  low  as  possible  without 
sacrificing  quality. 

Though  costs  can  not  be  guaranteed  on  medical 
insurance,  thousands  of  dollars  can  be  saved  each 
year;  in  fact.  Professional  Resource  Group  was 
able  to  offer  an  annual  savings  in  excess  of 
$19,000  for  a medical  practice  in  Atlanta. 


Name  

Address  

City/State 

Phone  

Contact  Person  

□ Group  Health  □ Disability  Income  □ Pension  Design/ Administration 

□ Life  □ Business  Overhead  Expense  □ Future  Tail  Coverage  Buyout 


Professional  Resource  Group 
P.O.  Box  7190 
2045  Peachtree  Rd.,  NE 
Atlanta,  GA  30357 
(404)  351-7257 

Robert  E.  Dudley 
President 
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A Perspective  on  Alternative  Delivery  Systems 

Donald  H.  Campbell,  M.D. 


^What  we  will  see  in 
the  next  couple  of 
years  is  not  the  end  of 


the  HMO  but  the 
consolidation  of  HMOs 
into  a few  well 
organized  and  efficient 
agencies.  J 


Although  we  are  encouraged 
by  patients  who  tell  us  that 
they  are  leaving  their  HMO  to  opt 
for  a more  traditional  form  of 
insurance,  overall  HMO 
enrollment  in  Georgia  has  not 
declined.  The  top  three  HMOs  in 
Georgia  increased  their 
enrollments  in  1987.  The  newest 
developments  seem  to  relate  to 
the  industry  itself.  There  is  a real 
question  about  whether  the  whole 
concept  is  financially  sound.  The 
largest  HMO  in  the  country, 
Maxicare,  was  recently  forced  to 
sell  several  of  its  plans,  Atlanta 
included,  because  they  could  no 
longer  pay  the  interest  on  the 
debt  used  to  expand  their 
operations.  Those  plans  that  seem 
to  be  profitable  do  so  by 
controlling  costs.  The  secret  to 
controlling  costs  is  limiting 
access  to  care.  Access  is  limited 
geographically  by  a limited 
number  of  service  centers.  Access 
is  also  limited  by  a careful  triage 
of  patients  by  non-physician 
professionals  who  provide 
substantial  amounts  of  care.  Our 
own  AMA  has  defined  “quality 
care”  as  that  care  delivered 
according  to  established  scientific 
principles  most  likely  to  produce 


a favorable  outcome  and  to  keep 
the  patient  happy.  Notice  that  the 
phrase  “by  a physician”  is  not  to 
be  found  in  the  definition.  Notice 
that  the  emphasis  is  on  favorable 
outcome  not  favorable  income. 

What  we  will  see  in  the  next 
couple  of  years  is  not  the  end  of 
the  HMO  but  the  consolidation  of 
HMOs  into  a few  well  organized 
and  efficient  agencies.  Although 
the  shakeout  in  the  HMO  industry 
is  inevitable  in  light  of  the 
astronomical  losses  in  some 
plans,  the  earthquake  causing  this 
shakeout  may  have  more  serious 
implications  for  all  of  us.  Most 
Atlanta  area  companies  saw  their 
health  care  costs  rise  18-24%  last 
year,  despite  low  overall  inflation. 
Companies  that  added  utilization 
review  programs  and  other  cost 
saving  strategies  in  the  early 
1980s  saw  several  years  of  fairly 
controlled  though  increasing 

ere  are  agencies 
now  contracted  with 
local  employers  that 
will  provide 
information  to  patients 
comparing  costs 


Dr.  Campbell  practices  surgery  and  is  Chairman 
of  Cobb  County's  Committee  on  Alternative  Deliv- 
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between  treatment 
centers  and  between 
treating  physicians,  y 


JANUARY  1989,  Vol.  78 


21 


EDITORIAL 


costs.  Then  came  1987.  The 
programs  developed  by  employers 
in  the  future  will  be  structured  on 
even  tighter  controls  of  utilization. 
Employees  will  still  have  options, 
though  these  options  will  cost 
them.  Employers  will  become 
more  active  in  employee 
education.  They  will  intervene 
whenever  a costly  hospitalization 
or  procedure  is  planned  and  try  to 
limit  the  cost.  There  are  agencies 
now  contracted  with  local 
employers  that  will  provide 
information  to  patients  comparing 
costs  between  treatment  centers 
and  between  treating  physicians. 
Programs  similar  to  the  current 
Southern  Bell  PPO  will  become 
more  commonplace.  We  can 
hope  that  when  physicians 
evaluate  the  “deals”  that  will  be 
headed  their  way  from  these 


various  agencies  that  they  will  be 
cognizant  of  the  liabilities  and 
responsibilities  associated  with 
“contract  medicine.” 

Although  this  sounds  like  a 
futile  situation,  there  are 
things  that  you  can  do  to  protect 
yourself  and  your  practice.  There 
is  no  end  to  the  ill  will  that  you 
will  engender  if  a patient 
discovers  after  the  fact  that  the 
care  you  provided  could  have 
been  gotten  elsewhere  for  less 
money,  unless  he  is  ecstatic 
about  the  care  you  provided.  We 
can  protect  ourselves  by  making 
very  clear  to  our  patients  in 
advance  of  costly  treatments 
exactly  what  our  payment  policies 
are.  Make  them  aware  that  most 
often  they  are  responsible  for 
their  bills.  Write  your  policies 


down.  Have  your  attorney  review 
what  you  have  written  to  make 
sure  you  are  saying  what  you 
want  to  say.  Have  your  office 
manager  give  this  information  to 
your  patients.  The  patient  should 
see  your  manager  as  the  one  who 
is  interested  in  income.  You 
should  be  interested  in  outcome. 
If  we  expect  the  fee-for-service 
system  to  survive,  we  will  need  to 
market  the  advantages  of  that 
system  to  our  patients.  The  health 
care  planners  have  learned  that 
health  care  is  a local  event.  There 
is  nothing  more  local  than  the 
relationship  you  have  with  each 
of  your  patients.  Make  them  feel 
like  they  have  received  their 
money’s  worth,  and  they  are 
liable  to  come  back  to  you  with 
their  wallets  rather  than  their 
HMO  card. 
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Used  and  Refurbished 
Surgery  Equipment 

Operating  Tables  - AMSCO,  Shampagine 
Surgical  Lights  - AMSCO,  Castle 
EKG  Monitors  - Datascope,  H P 
EKG  Machines  - HP,  Burdick 
Defibrillators  - HP,  Life  Pak,  Datascope 
Autoclaves  - AMSCO,  Pelton,  Castle 
Exam  Tables  - Stools 

ALL  PRICES  CASH  & CARRY 

Visit  Our  Showroom 

MON.-FRI.  10:00-5:00  SAT.  10:00-3:00 

SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 

448*8924 


A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERALS 

■ Highly  active  in  vitro  against  a broad  range  of 
gram-positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa* 

■ For  treatment  of  infections  in  the: 

- lower  respiratory  tracts  - urinary  tracf 
-skin/skin  structure^^  -bones  and  joints^ 

■ Convenient  B.I.D.  dosage -250  mg,  500  mg  and  750  mg  tablets 

*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results. 

+Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO*  SHOULD  NOT  BE  USED  IN  CHILDREN,  ADOLESCENTS,  OR  PREGNANT  WOMEN. 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin. 


MILES 


Miles  Inc. 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven,  CT  06516 

Please  see  adjacent  page  of  this  advertisement  for  Brief  Summary  of 
Prescribing  Information. 


TABLETS 

ciprofloxacin  HC I /Miles 


■ 500  mg  q12h  for  most  infections; 

750  mg  q12h  for  severe  or  complicated  infections. 


CIPRO® 

(ciprofloxacin  hydrochloride/Miles) 

TABLETS 
BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro®  is  indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below. 

Lower  Respiratory  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae,  Enterobacter  cloacae, 
Proteus  mirabilis.  Pseudomonas  aeruginosa,  Haemophilus  influenzae,  Haemophilus  parainfluenzae,  and  Strep- 
tococcus pneumoniae. 

Skin  and  Skin  Structure  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae,  Enterobacter  cloacae, 
Proteus  mirabilis,  Proteus  vulgaris,  Providencta  stuartii,  Morganella  morganii,  Citrobacter  freundii. 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpenicillinase-producing  strains), 
Staphylococcus  epidermidis,  and  Streptococcus  pyogenes. 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae,  Serratia  marcescens,  and  Pseudomonas 
aeruginosa. 

Urinary  Tract  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae,  Enterobacter  cloacae,  Serratia 
marcescens,  Proteus  mirabilis,  Providencia  rettgeri,  Morganella  morganii,  Citrobacter  diversus,  Citrobacter 
freundii.  Pseudomonas  aeruginosa.  Staphylococcus  epidermidis,  and  Streptococcus  faecalis. 

Infectious  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains),  Campylobacter  jejuni.  Shigella 
flexneri*  and  Shigella  sonnet*  when  antibacterial  therapy  is  indicated. 

*Efficacy  for  this  organism  In  this  organ  system  was  studied  in  fewer  than  10  infections. 

Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin.  Therapy  with  Cipro® 
may  be  initiated  before  results  of  these  tests  are  known,  once  results  become  available  appropriate  therapy 
should  be  continued.  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance. 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin. 

WARNINGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN,  ADOLESCENTS,  OR  PREGNANT  WOMEN.  The  oral 
administration  of  ciprofloxacin  caused  lameness  in  immature  dogs.  Histopathological  examination  of  the  weight- 
bearing joints  of  these  dogs  revealed  permanent  lesions  of  the  cartilage.  Related  drugs  such  as  nalidixic  acid, 
cinoxacin,  and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of 
arthropathy  in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL 
PRESCRIBING  INFORMATION). 

PRECAUTIONS 

General:  As  with  other  quinolones,  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which 
may  lead  to  tremor,  restlessness,  lightheadedness,  confusion,  and  very  rarely  to  hallucinations  or  convulsive 
seizures.  Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS 
disorders,  such  as  severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE 
ADVERSE  REACTIONS). 

Quinolones  may  also  cause  anaphylactic  reactions  and  cardiovascular  collapse.  Anaphylactic  reactions  may 
require  epinephrine  and  other  emergency  measures. 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals.  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man,  because 
human  urine  is  usually  acidic.  Patients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided.  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION). 

Drug  Interactions:  Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma 
concentrations  of  theophylline  and  prolongation  of  its  elimination  half-life.  This  may  result  in  increased  risk  of 
theophylline-related  adverse  reactions.  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline 
should  be  monitored  and  dosage  adjustments  made  as  appropriate. 

Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired:  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided. 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  in  the  serum.  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly 
As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms.  Repeated  evaluation  of  the  patient's  condition  and  microbial  susceptibility  testing  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken. 

Information  for  Patients:  Patients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals. 
The  preferred  time  of  dosing  is  two  hours  after  a meal.  F^tients  should  also  be  advised  to  drink  fluids  liberally  and 
not  take  antacids  containing  magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing. 
Ciprofloxacin  may  cause  dizziness  or  ligbtheadedness : therefore  patients  should  know  how  they  react  to  this  drug 
before  they  operate  an  automobile  or  machinery  or  engage  in  activities  requiring  mental  alertness  or 
coordination. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Eight  in  vitro  mutagenicity  tests  have  been 
conducted  with  ciprofloxacin  and  the  test  results  are  listed  below 
Salmonella/Microsome  Test  (Negative) 

£ coli  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V™  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results 
Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  in  animals  have  not  yet  been  completed. 

Pregnancy  - Pregnancy  Category  C:  Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up 
to  SIX  times  the  usual  daily  human  dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus 
due  to  ciprofloxacin.  In  rabbits,  as  with  most  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally) 
produced  gastrointestinal  disturbances  resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion. 
No  teratogenicity  was  observed  at  either  dose  After  intravenous  administration,  at  doses  up  to  20  mg/kg.  no 
maternal  toxicity  was  produced,  and  no  embryotoxicity  or  teratogenicity  was  observed.  There  are,  however,  no 
adequate  and  well-controlled  studies  in  pregnant  women.  SINCE  CIPROFLOXACIN,  LIKE  OTHER  DRUGS  IN  ITS 
CLASS,  CAUSES  ARTHROPATHY  IN  IMMATURE  ANIMALS,  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN 
(SEE  WARNINGS), 


CONVENIENT a/.a  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 
Infection 

Dosage 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mg  q12h 

Severe/Complicated 

750  mg  q12h 

Urinary  Tract* 

Mild/Moderate 

250  mg  q12h 

Severe/Complicated 

500  mg  q12h 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  q12h 

Nursing  Mothers:  It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk:  however,  it  is  known  that 
ciprofloxacin  is  excreted  in  the  milk  of  lactating  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk. 
Because  of  this,  and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a 
decision  should  be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of 
the  drug  to  the  mother. 

Pediatric  Use:  Ciprofloxacin  should  not  be  used  in  children  because  it  causes  arthropathy  in  immature  animals 
(SEE  WARNINGS). 

ADVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated.  During  clinical  investigation,  2,799  patients  received  2,868  courses  of 
the  drug  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7.3%  of  courses,  possibly 
related  in  9.2%,  and  remotely  related  in  3.0%.  Ciprofloxacin  was  discontinued  because  of  an  adverse  event  in 
3.5%  of  courses,  primarily  involving  the  gastrointestinal  system  (1.5%),  skin  (0.6%),  and  central  nervous  system 
(0,4%). 

The  most  frequently  reported  events,  drug  related  or  not,  were  nausea  (5.2%)  diarrhea  (2.3%)  vomiting  (2.0%) 
abdominal  pain/discomfort  (1.7%),  headache  (1.2%)  restlessness  (11%),  and  rash  (1.1%) 

Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below.  Those  typical  of 
quinolones  are  italicized. 

GASTROINTESTINAL  (See  above!,  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perforation, 
gastrointestinal  bleeding. 

CENTRAL  NERVOUS  SYSTEM:  (See  above!,  dizziness,  lightheadedness,  insomnia,  nightmares,  hallucina-  i 
tions,  manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  weakness,  . 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia.  ■ 

SKIN/HYPERSENSITIVITY:  (See  above!,  pruritus,  urticaria,  photosensitivity,  flushing,  fever,  chills, 
angioedema,  edema  of  the  face,  neck,  lips,  conjunctivae  or  hands,  cutaneous  candidiasis,  hyperpigmenta-  ! 
tion,  erythema  nodosum. 

Allergic  reactions  ranging  from  urticaria  to  anaphylactic  reactions  have  been  reported. 

SPECIAL  SENSES:  blurred  vision,  disturbed  vision,  (change  in  color  perception,  overbrightness  of  lights!.  . 
decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste. 

MUSCULOSKELETAL:  joint  or  back  pain,  joint  stiffness,  achiness,  neck  or  chest  pain,  flare-up  of  gout. 
RENAL/UROGENITAL:  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bleeding, 
vaginitis,  acidosis. 

CARDIOVASCULAR:  palpitations,  atrial  flutter,  ventricular  ectopy,  syncope,  hypertension,  angina  pectoris,  j 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis, 

RESPIRATORY:  epistaxis,  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bionchospasm.  | 
pulmonary  embolism.  i 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  drug  was  I 
discontinued,  and  required  no  treatment. 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judged  by 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interaction  with 
ciprofloxacin. 

Adverse  Laboratory  Changes:  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard  to 
drug  relationship: 

Hepatic  - Elevations  of:  ALT  (SGPT)  (1.9%)  AST  (SGOT)  (1.7%)  alkaline  phosphatase  (0.8%)  LDH  (0.4%) 
serum  bilirubin  (0,3%) 

Hematologic  - eosinophilia  (0.6%)  leukopenia  (0  4%)  decreased  blood  platelets  (0.1%)  elevated  blood  I 
platelets  (01%),  panc^openia  (0.1%)  ' 

Renal  - Elevations  of:  Serum  creatinine  (1,1%)  BUN  (0.9%)  '• 

CRYSTALLURIA,  CYLINORURIA,  AND  HEMATURIA  HAVE  BEEN  REPORTED.  ; 

Other  changes  occurring  in  less  than  0,1%  of  courses  were.  Elevation  of  serum  gammaglutamyl  transferase,  | 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin,  anemia.  1 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis.  i 

OVERDOSAGE  j 

Information  on  overdosage  in  humans  is  not  available.  In  the  event  of  acute  overdosage,  the  stomach  should  be  j 
emptied  by  inducing  vomiting  or  by  gastric  lavage.  The  patient  should  be  carefully  observed  and  given  supportive 
treatment  Adequate  hydration  must  be  maintained.  In  the  event  of  serious  toxic  reactions  from  overdosage, 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacin  from  the  body,  particularly  if  renal 
function  is  compromised.  : 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours,  for  patients  with  i 
complicated  infections  caused  by  organisms  not  highly  susceptible.  500  mg  may  be  administered  every  12  hours.  I 
Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  treated 
with  500  mg  every  12  hours.  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  every  12  1 
hours  1 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours. 

In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE  AND  I 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION) 

HOW  SUPPLIED 

Cipro®  (ciprofloxacin  HCI/Miles)  is  available  as  tablets  of  250  mg.  500  mg,  and  750  mg  in  bottles  of  50.  and  in  j 
Unit-Dose  packages  of  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION) 


*'Due  to  susceptible  strains  of  indicated  pathogens. 
See  indicated  organisms  in  Prescribing  Information. 


For  further  information,  contact  the  Miles  information  Service: 
1-800-642-4776.  (In  VA,  call  collect:  703-391-7888.) 
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Quiet  Thoughts 


From  Bynum ’s  Scrap  Book . . . 


If  We  Had  The  Time 

If  I had  the  time  to  find  a place 
And  sit  me  down  full  face  to  face 
With  my  better  self,  that  can  now  show 
In  my  daily  life  that  rushes  so; 

It  might  be  then  I would  see  my  soul 
Was  stumbling  toward  the  shining  goal, 

I might  be  nerved  by  the  thought  sublime  — 

If  I had  the  time! 

If  I had  the  time  to  let  my  heart 
Speak  out  and  take  in  my  life  apart. 

To  look  about  and  stretch  a hand 

To  a comrade  quartered  in  no-luck  land; 

Ah,  God!  If  I might  just  sit  still. 

And  hear  the  note  of  the  whippoorwill, 

I think  that  my  wish  with  God’s  would  rhyme  — 
If  I had  the  time! 

If  I had  the  time  to  learn  from  you 
How  much  comfort  my  word  could  do; 

And  1 told  you  then  of  my  sudden  will 
To  kiss  your  feet  when  I did  you  ill; 

If  the  tears  aback  of  the  coldness  feigned 
Could  flow,  the  wrong  be  quite  explained  — 
Brothers,  the  souls  of  us  all  would  chime. 

If  we  had  the  time! 

RICHARD  BURTON. 


‘ We  invite  contributions  to  this  Department.  Please  send  them  do  the  Journal, 

938  Peachtree  St.,  Atlanta  30309. 


JANUARY  1989,  Vol.  78 


23 


HASSEEN 
THE  UGHl 


It  is  the  light  of  the  laser.  And  the  miracle  it  is  performing  in  the  medical  world. 

At  DeKalb  General,  this  remarkable  tool  has  taken  the  form  of  Laser  Litho- 
tripsy,  an  alternative  to  percutaneous  or  transurethral  lithotripsy  procedures  to 
hagment  stones  in  the  middle  and  upper  ureter.  The  major  advantage  to  the 
procedure  is  the  reduced  risk  of  damage  to  the  ureteral  wall.  The  procedure 
itself  delivers  a pulsating  laser  beam  through  a microscopic,  flexible  fiber  direcdy 
to  the  stone.  It  can  be  viewed  through  a miniaturized  scope.  Often,  it  can  be 

administered  on  an  out- 
patient basis.  Laser  lithotripsy 
may  be  utilized  on  most 
stones  in  any  part  of  the 
urinary  tract.  Or  it  may  be 
used  to  complement  what 
will  be  another  new  addition 
at  DeKalb  General  in  June, 
Extra-Corporeal  Shock  ^ve 
Lithotripsy  (ESWL).  which 
uses  externally  generated 
shock  waves  on  the  stone 
to  fragment  it.  Shock  wave  lithotripsy  significandy  more  cosdy  than  laser,  is 
best  limited  to  stones  occurring  in  the  Iddney  or  upper  third  of  the  urinary  tract. 
With  the  emphasis  on  outpatient,  DeKalb  General  offers  the  CO2  Laser  Surgery 
which  seals  lymphatics  and  nerve  endings  as  it  cuts,  reducing  post-operative 
edema,  pain,  bleeding,  and  surgical  time.  At  DeKalb  General,  CO2  procedures 
are  used  mainly  for  GYN,  urology  and  general  surgery  On  a more  general  basis, 
the  procedure  is  used  for  breast  resections,  tumor  excisions,  debridement,  endo- 
metriosis, pelvic  adhesions  and  genital  wart  virus.  A new  process  using  the 
CO2  Laser  is  operative  laparoscopy  which  allows  surgeons  to  perform  complex 
intrapelvic  procedures  through  a scope,  without  requiring  a large  incision.  The 
YAG  Laser  is  used  by  urologists  for  bladder  tumors;  by  gynecologists  for  endo- 
metrial ablation;  and  by  gastroenterologists  for  obstructive  lesions,  polyps  or 
strictures  of  the  G1  tract.  DeKalb  General’s  Magnetic  Resonance  Imaging  (MRI) 
will  become  available  later  this  year  in  the  new  Diagnostic  Imaging  Genter.  MRI 
represents  a significant  step  forward  in  diagnostic  imaging.  Its  capability  for  the 
central  nervous  system  goes  well  beyond  GT  imaging  for  the  head  and  spine. 
An  advantage  over  GT  is  that  MRI  does  not  utilize  ionizing  radiation.  The  tech- 
nology is  constandy  improving:  cardiac  imaging  and  evaluation  of  joint  spaces 
and  abdominal  soft  tissue  are  now  clinically  applicable. 


$ DE  KMB  GENERAL  HOSPITAL 

An  affiliate  of  SouthCare""  Medical  .Alliance  and  VH  A. 
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Fblitical  Involvement: 

The  Key  to 
;)octor-Friend^  Legislation 

Paul Shanor 


During  the  next  11  years,  the 
day-to-day  and  patient-to-pa- 
tient  practice  of  a physician  will  not 
be  determined  by  what  is  taught  in 
medical  school,  what  is  learned  in 
residency,  or  what  is  published  in 
medical  journals  (even  this  one). 
Nor  will  it  be  based  on  a physician’s 
individual  knowledge  or  ability.  No, 
the  practice  of  medicine  in  the  year 
2000  will  be  decided  by  the  votes 
cast  in  the  Capitol  buildings  in  At- 
lanta and  Washington,  D.C.  The 
proposed  laws  either  passed  or  de- 
feated will  regulate  or  dictate  pre- 
scription patterns,  patient  mix, 
hours  of  training,  method  of  pay- 
ment (or  non-payment) , and  type  of 
competition. 

Other  health  professions  have  re- 
alized for  the  last  10  years  that  po- 
litical involvement  brings  practice 
expansion,  legislated  respect,  in- 
creased income,  and  more  freedom 


Mr,  Shanor  is  MAG’s  Interim  Executive  Director  and 
Legislative  Counsel,  For  further  information  on  up- 
coming legislative  issues,  contact  him  at  MAG 
Headquarters,  938  Peachtree  St,,  Atlanta,  GA  30309; 
800-282-0224, 


of  practice  — all  without  the  ne- 
cessity of  increased  education.  If 
individual  physicians  would  spend 
just  a little  time  meeting  and  edu- 
cating legislators  on  issues  that  af- 
fect the  health  of  their  constituents, 
then  medicine  would  face  a bright 
future.  Many  legislators,  particu- 
larly rural  ones,  have  said  that  while 
MAG  is  right  on  the  issues,  we  are 
not  right  on  the  politics.  This  is 
changing.  During  the  upcoming 
Legislative  Session,  make  a per- 
sonal commitment  to  look  at  the 
issues  that  face  your  practice,  and 
then  let  your  legislator  know  how 
you  feel  about  them  as  well  as  how 
they  impact  on  his  or  her  constit- 
uents. Some  of  the  important  state 
legislative  issues  that  will  face  med- 
icine in  1989  are: 

Multiple-Copy  Script 

The  Attorney  General,  the  Geor- 
gia Bureau  of  Investigation,  and  the 
Drug  Enforcement  Agency  are  seek- 
ing to  require  the  use  of  multiple 
copy  prescription  pads  in  order  to 
reduce  the  illegitimate  use  of  pre- 


scription drugs.  They  want  to  re- 
quire the  pharmacists  to  send  one 
copy  of  each  prescription  to  a state 
agency,  which  would  put  all  the  in- 
formation on  computer  and  con- 
stantly monitor  the  prescribing  and 
use  of  drugs. 

MAG  feels  that  this  constant 
monitoring  is  an  intrusion  into  the 
physician’s  practice  and  an  inva- 


Your  future  medical 
practice  will  not  be 
determined  by  what 
you’ve  learned  in 
medical  school, 
residency,  internship, 
or  medical  journals  but 
rather  by  the  votes  cast 
in  the  Capitol  buildings 
in  Atlanta  and 
Washington,  D.C. 
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Sion  of  the  patient’s  right  of  privacy. 
The  Association  feels  that  before 
spending  the  money  to  establish  this 
system,  Georgia  should  implement 
AMA’s  PADS  II  Program.  PADS  II  has 
the  multiple  advantages  of  provid- 
ing the  needed  information  for  law 
enforcement  at  much  less  cost,  pre- 
serving the  patient’s  right  of  pri- 
vacy, and  not  affecting  the  physi- 
cian’s position. 

The  Prescribing  and  Dispensing 
of  Drugs  by  Advanced  Practice 
Nurses 

The  Attorney  General  issued  an 
opinion  last  May  that  nurses  may 
not  prescribe  or  dispense  drugs 
through  the  use  of  protocols.  This 
has  created  problems  for  public 
health  departments  across  the  state, 
particularly  with  programs  like  fam- 
ily planning  and  hypertension  clin- 
ics. 

MAG  recognizes  the  difficulties 
of  public  health  and  is  attempting 
to  negotiate  with  both  DHR  and  the 
Georgia  Nurses  Association  to  de- 
velop a reasonable  package  to  sup- 
port in  the  1989  session  of  the  Gen- 
eral Assembly.  One  of  the  major 
requirements  of  MAG  is  that  any 
protocols  that  are  developed  must 
be  controlled  by  the  Composite 
State  Board  of  Medical  Examiners. 
Physicians  must  retain  control  over 
medical  acts. 

Tort  Reform 

There  is  still  much  to  be  done  in 
the  area  of  tort  reform,  notwith- 
standing the  advances  made  in 
1987. 

MAG  has  decided  that  the  most 
critical  problem  facing  physicians 
in  the  tort  area  faces  obstetricians 
the  most.  Ever-increasing  legal  li- 
ability associated  with  the  practice 
of  obstetrics  is  driving  insurance 
premiums  up  and  doctors  out.  Be- 
cause of  the  growing  liability  threat, 
58  physicians  in  Georgia  so  far  this 
year  have  dropped  obstetrics  from 
the  services  they  provide.  This  is 
causing  especially  severe  problems 
in  rural  Georgia,  where  67  counties 
now  have  no  doctor  or  hospital  pro- 
viding obstetrical  care  for  expect- 
ant mothers.  Therefore,  MAG  will 
develop  legislation  that  will  ad- 
dress obstetricians,  although  the 
exact  structure  has  not  been  de- 
cided. 


Child  Health  Services  Act 

This  legislation,  proposed  and 
heavily  supported  by  the  pediatri- 
cians, would  provide  mandatory 
premium  insurance  benefit  cover- 
age of  15  visits  for  birth  to  age  5, 
including  well-baby  care,  physi- 
cals, etc.  In  the  past,  MAG  has  sup- 
ported the  concept  but  resisted 
supporting  a law  change. 

MAG  has  worked  hard  this  sum- 
mer in  an  attempt  to  convince  in- 
surance companies  to  voluntarily 
adopt  this  coverage,  with  the  un- 
derstanding that  the  Association 
would  support  a law  change  if  the 
companies  failed  to  act.  It  now  ap- 
pears that  they  will  not  make  the 
voluntary  changes,  and  MAG  will  try 
to  seek  the  law  change  in  1989. 

Continuing  Medical  Education 

MAG  is  planning  to  have  legis- 
lation introduced  in  the  General  As- 
sembly that  would  mandate  a num- 
ber of  continuing  medical  education 
hours  as  a condition  of  re-licen- 
sure. Our  MAG  Committee  on  CME 
is  studying  proposals  for  a mini- 
mum number  of  hours  — and  will 
probably  settle  on  40  credit  hours 
per  2-year  period. 

MAG  has  always  encouraged  vol- 
untary physician  participation  in 
CME  and  has  generally  spoken 
against  mandatory  CME,  given  the 
lack  of  documentation  that  partic- 
ipation in  CME  invariably  improves 
a physician’s  competence.  A recent 
survey  has  shown  that  physicians 
are  taking  more  continuing  edu- 
cation than  will  likely  be  mandated 
by  law. 

However,  because  of  the  growing 
insistence  by  the  public  for  some 
mandated  minimum  of  continuing 
education  for  physicians,  the  MAG 
Board  has  voted  to  work  with  the 
Georgia  Academy  of  Family  Physi- 
cians to  develop  a reasonable  CME 
bill  for  introduction  at  the  proper 


Last  year’s  AIDS  bill  has  created 
problems  for  physicians,  particu- 
larly surgeons.  Since  a patient  must 
be  given  the  opportunity  to  refuse 
an  HIV  test,  physicians  cannot  be 
sure  that  they  can  make  an  accurate 
diagnosis  or  prescribe  proper  treat- 
ment. For  surgeons,  the  inability  to 
test  for  HIV  may  actually  be  life- 
threatening  — both  to  the  patient 


and  to  the  physician.  Many  physi- 
cians have  asked  that  the  decision 
to  test  for  HIV  be  made  a medical 
decision.  Such  a bill  may  be  intro- 
duced this  year. 

Other  health 
professions  have 
realized  that  political 
involvement  brings 
practice  expansion, 
legislated  respect, 
increased  income.  . . . 


Physical  Therapy  Practice 
Expansion 

Passing  the  Senate  in  1987  and 
dying  in  the  House  in  1988,  a bill 
was  presented  by  the  physical  ther- 
apists that  would  delete  the  current 
legal  requirement  that  prior  to  ini-  j 
tiating  treatment,  a physical  thera- 
pist must  have  a consultation  with 
a physician.  This  would  allow  for 
the  independent  practice  of  physi- 
cal therapy.  MAG  has  strongly  op- 
posed the  expansion  of  physical 
therapy.  The  Association  feels  very 
strongly  that  only  physicians  have 
the  training  to  properly  diagnose 
patients. 

Advanced  Nurses  Memdatory 
Insureince 

The  proposal,  which  died  in  the 
1988  session,  would  mandate  that 
all  advanced  practice  nurses  be 
reimbursed  by  third  party  carriers 
for  their  services  when  policies 
cover  reimbursement  for  services 
for  which  they  were  licensed  to  ren- 
der. 

MAG  has  consistently  opposed  in 
general  the  mandating  of  health  in- 
surance coverage,  especially  with 
regard  to  advanced  nurses.  If  this 
proposal  passed,  healthcare  costs 
would  increase  at  a faster  rate  than 
they  currently  are. 

As  you  can  see,  the  1989  Gen- 
eral Assembly  will  have  am- 
ple opportunity  to  intrude  into  your 
practice  if  you  let  it.  Decide  today 
that  your  practice  is  worth  preserv- 
ing, and  call  your  legislators.  Pre- 
ventive medicine  is  what  your  prac- 
tice needs,  and  both  you  and  your 
patients  will  feel  better  for  your  in- 
volvement. 
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Third  Party  F^yors’  View  of  AIDS 


Estimates  of  the  potential  costs 
of  treating  AIDS  patients  vary 
greatly,  as  do  forecasts  of  the  num- 
ber of  individuals  likely  to  be  HIV 
infected  and  those  who  will  de- 
velop clinical  symptoms.  With  so 
much  uncertainty,  AIDS  challenges 
the  health  care  system,  and  indeed, 
society  as  a whole,  to  respond  ap- 
propriately. One  Third  Party  Payor 
of  national  prominence,  working 
with  an  Advisory  Panel  of  senior 
staff,  has  developed  a Resource 
Document  on  AIDS  to  provide  a 
comprehensive  review  of  the  issues 
AIDS  raises  for  Third  Party  Payors 
and  to  assist  them  in  addressing 
those  issues. 

The  Document  focuses  on  key 
-areas  of  concern  to  the  Third  Party 
Payor: 

• the  potential  cost  and  financial 
impact  of  AIDS; 

• medical  policy  issues,  such  as 
defining  preexisting  conditions 
for  AIDS; 

• confidentiality  of  subscriber  in- 
formation and  other  legal  ques- 
tions; 

• management  of  patient  care  costs 
related  to  AIDS; 

• federal  and  state  legislative  and 
regulatory  action; 

• public  relations  issues  and  op- 
portunities; and 

• human  resources  issues  for  Third 
Party  Payors  as  employers. 


This  discussion  is 
designed  to  assist 
Third  Party  Payors  in 
responding  to  the 
concerns  AIDS 
presents  in  their 
communities. 


This  discussion  is  designed  to 
assist  Third  Party  Payors  in  re- 
sponding to  the  concerns  AIDS  pre- 
sents in  their  communities.  Varia- 
tions by  area  in  the  numbers  of  AIDS 
cases  in  the  community  and  among 
the  Payor  subscribers,  combined 
with  local  differences  in  treatment 
costs  and  availability  of  community 
resources,  make  it  necessary  for 
each  Payor  to  tailor  its  analysis  and 
response  to  its  local  situation. 

Resource  Document  Highlight 

Much  of  the  concern  about  AIDS 
is  focused  on  how  the  cost  of  care 
provided  to  AIDS  patients  will  be 
financed  and  how  access  to  needed 
care  can  be  assured. 

This  discussion  provides  a meth- 
odology for  using  available  data  to 
estimate  the  cost  of  AIDS.  The  cost 
analysis,  based  on  estimates  of  en- 
rollment looking  ahead  to  the  next 
3 to  4 years,  indicates  that  relatively 
few  Third  Party  Payors  are  likely  to 
incur  claims  costs  that  will  be  an 
appreciable  proportion  of  total  ex- 


penses. The  greatest  proportions  of 
costs  will  be  concentrated  in  a small 
number  of  states.  However,  all  Third 
Party  Payors  will  need  to  tailor  these 
estimates  to  local  circumstance  and 
assess  their  own  level  of  financial 
risk.  Financial  impact  will  be  a 
function  of  many  factors  in  addition 
to  the  absolute  number  of  cases  and 
per  case  costs.  Therefore,  the  most 
accurate  estimates  will  be  those  that 
are  locally  derived  using  realistic 
assumptions  and  the  best  available 
data. 

Third  Party  Payors  generally  treat 
AIDS  not  as  a special  case  but  the 
same  as  any  other  disease.  This  view 
subjects  AIDS  to  the  same  under- 
writing procedures,  actuarial  treat- 
ment, and  medical  policy  as  any 
other  critical  disease.  The  findings 
of  this  document  support  this  ap- 
proach. Specific  AIDS-related  med- 
ical policy  questions,  such  as  cov- 
erage for  the  use  of  blood  tests, 
autologous  blood  transfusions,  and 
payment  for  experimental  drugs, 
can  be  addressed  by  applying  the 
same  technical  decision  rules  that 
underlie  medical  policy  for  other 
critical  diseases. 

The  unusual  profile  of  AIDS  — 
its  present  association  in  this 
country  with  homosexuality  and  in- 
travenous drug  use  — creates  op- 
portunities for  discrimination 
against  people  infected  by  HIV. 
Such  discrimination  may  be  subject 
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to  legal  review  and  penalty.  Anal- 
ysis of  the  legal  considerations  for 
Third  Party  Payors  in  developing 
policies  and  procedures  for  AIDS 
indicates  that  any  actions  applica- 
ble only  to  subscribers  or  appli- 
cants with  AIDS  — or  at  high  risk 
of  HIV  infection  — should  be 
avoided.  Third  Party  Payors  may  find 
it  useful  to  review  and,  where  nec- 
essary, strengthen  their  policies  on 
confidentiality.  Finally,  in  every  as- 
pect of  employment  relations.  Third 
Party  Payor  employees  with  HIV  in- 
fection or  AIDS  should  not  be  treated 
differently  than  any  other  employ- 
ees with  life-threatening  illnesses. 


The  Third  Party  Payor 
must  understand  that 
AIDS  and  HIV-related 
illness  should  be 
subjected  to  the 
underwriting  and 
actuarial  treatment, 
medical  policy 
guidelines,  and 
confidentiality  rules 
that  govern  all  Payor 
practices. 


This  analysis  of  AIDS  and,  spe- 
cifically, the  issues  AIDS  raises  for 
the  Third  Party  Payor,  indicates  that 
current  practices  normally  provide 
opportunities  to  adequately  re- 
spond to  AIDS.  Importantly,  indi- 
vidual case  management  or  indi- 
vidual benefits  management  for 
AIDS  patients  can  help  the  Third 
Party  Payor  in  managing  AIDS  costs. 


Further,  the  analysis  of  legislative 
activity  indicates  that  there  is  a need 
for  informed  leadership  on  AIDS 
policy  at  local  and  state  levels,  a 
role  that  the  Third  Party  Payor  is  in 
a unique  position  to  fill. 

Special  Considerations  for 
AIDS  Coverage 

As  leaders  in  health  care  financ- 
ing, Third  Party  Payors  have  made 
health  care  coverage  broadly  avail- 
able in  their  communities.  Concern 
about  the  potential  costs  of  AIDS 
and  adverse  selection  may  chal- 
lenge the  Payors’  ability  to  maintain 
practices  that  make  coverage  widely 
accessible. 

The  Third  Party  Payor  must  un- 
derstand that  AIDS  and  HIV-related 
illness  should  be  subjected  to  the 
underwriting  and  actuarial  treat- 
ment, medical  policy  guidelines, 
and  confidentiality  rules  that  gov- 
ern all  Payor  practices. 

AIDS  may  require  special  efforts 
in  educating  and  informing  sub- 
scribers, however,  developing  in- 
dividual benefits  management  pro- 
grams and  responding  to  the  needs 
and  concerns  of  its  community. 

AIDS  presents  a wide  spectrum 
of  problems  that  are  beyond  the 
scope  of  health  insurers.  Persons 
with  AIDS  often  require  many  serv- 
ices, including  housing,  social  sup- 
port services,  financial  planning, 
and  financial  assistance.  A signifi- 
cant proportion  of  AIDS  patients  are 
homeless,  indigent  intravenous 
drug  abusers  who  require  many 
costly  services  and  have  no  re- 
sources to  pay  for  them. 

Thus,  AIDS  must  be  viewed  within 
a broad  perspective,  considering 
both  subscribers’  needs  and  the 
public  policy  issues  AIDS  presents. 
The  uneven  distribution  of  AIDS 
cases  across  the  country  renders 
AIDS  a more  pressing  problem  in 


some  areas,  and  for  some  com- 
munities, than  for  others.  Third  Party 
Payors  should  develop  comprehen- 
sive approaches  to  the  concerns 
AIDS  presents  in  their  communities 
which  incorporate  the  following 
recommendations. 

Recommendations 

1.  Treat  AIDS  and  HfV-related  ill- 
nesses as  any  other  disease, 
subject  to  current  underwriting 
and  actuarial  treatment,  medical 
policy  guidelines,  and  confiden- 
tiality rules  that  govern  all  Third 
Party  Payor  practices. 

2.  Advise  and  assist  community  and 
public  agencies  to: 

• education  subscribers,  em- 
ployees, and  the  community 
about  AIDS  and  the  preven- 
tion of  HIV  infection; 

• develop  networks  of  support 
services  needed  by  AIDS  pa- 
tients; 

• advise  and  assist  local  public 
agencies  in  addressing  AIDS. 

3.  Establish  or  strengthen  case 
management  programs  to  en- 
able subscribers  with  AIDS  to  re- 
ceive care  in  the  setting  most  ap- 
propriate to  their  medical  needs. 

4.  Evaluate  the  adequacy  of  meth- 
ods for  protecting  confidential 
information  and  initiate  pro- 
grams as  necessary. 

5.  Encourage  accurate  and  timely 
reporting  of  AIDS  cases  on 
claims  and  billing  forms. 

6.  Estimate  and  plan  for  the  antic- 
ipated cost  of  AIDS-related 
claims. 

7.  Review  their  employment  prac- 
tices to  assure  that  they  are  not 
unfairly  discriminatory  regard-  i 
ing  AIDS. 

8.  Work  with  state  government 
leaders  to  promote  a strong  pub- 
lic health  response  to  AIDS. 
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Repeat  Teen  Deliveries 
in  Fulton  County 


Bess  Jones,  M.D.,  M.RH. 


Introduction 


Teen  pregnancy 
and  parenting 
is  a national  prob- 
lem. According  to 
recent  data,  the  USA 
leads  nearly  all 
other  developed  na- 
tions of  the  world  in 
rates  of  teenage 
pregnancy,  abor- 
tion, and  childbear- 
ing, even  though  it 
has  comparable 
rates  of  sexual  ac- 
tivity.' Birth  rates  to 
teens  ranged  from  3 
per  1000  in  Japan  to 
52  per  1000  in  the 
USA.2  The  USA  teen  pregnancy  rate 
at  96  per  1000  is  more  than  double 
that  of  five  other  industrialized 
western  countries.^  Comparative 
data  from  the  Centers  for  Disease 
Control  (CDC)  show  that  even 
though  pregnancy  and  fertility  rates 
for  15  to  19  year  olds  in  the  USA 
decreased  between  1974  and  1980 
and  fertility  rates  for  females  aged 
12  to  14  also  decreased,  the  preg- 
nancy rates  for  those  younger  teens 
actually  increased.'* 


Abstract 

This  study  investigated  the  characteristics  of  the 
teenage  females  who  had  repeat  deliveries  at  Grady 
Memorial  Hospital  in  Atlanta.  Profiles  of  the  teen  moth- 
ers and  the  implicated  fathers  are  presented.  Results 
show  that  these  girls  had  a mean  age  of  17.8  years  and 
were  95%  black  and  single.  About  70%  were  from  low- 
income  families,  and  72%  had  either  a mother  or  sister 
who  was  also  a teen  mother.  The  implicated  males  were 
15-30  years  old,  and  46%  were  in  the  20-22  year  age 
group.  Seventy-seven  percent  of  these  girls  did  contra- 
cept  immediately  after  the  first  pregnancy,  but  50%  dis- 
continued after  less  than  6 months,  even  though  92% 
state  that  this  was  an  unplanned  pregnancy.  This  sug- 
gests a lack  of  motivation  in  preventing  a repeat  preg- 
nancy. Intervention  strategies  based  on  augmentation  of 
motivation  should  be  explored. 


Trends  in  Fulton  County,  GA,  par- 
allel those  nationally.  There  are  ap- 
proximately 46,000  girls  between  the 
ages  of  10  and  19  in  Fulton  County. 
About  40%  live  in  the  service  areas 
for  the  Health  Department  Teen 
Clinics  which  dispense  various 
health  services,  including  conta- 
ception,  to  about  12%  of  these  teen 

At  the  time  of  writing,  Dr.  Jones  was  a Preventive 
Medicine  Resident  at  Morehouse  School  of  Medicine 
in  Atlanta.  She  is  now  with  the  DeKalb  County  Health 
Department,  Send  reprint  requests  to  her  at  1660 
New  Hope  Rd.,  Atlanta,  GA  30331. 


girls. ^ The  national 
trend  of  decreasing 
birth  rates  was  also 
seen  in  Fulton 
County.  The  num- 
ber of  teen  pregnan- 
cies actually  de- 
clined at  a rate  of 
approximately  2% 
per  year  for  the  5- 
year  period  be- 
tween 1979  and 
1984.  Between  1984 
and  1985,  however, 
the  pregnancy  rate 
increased  by  7% 
overall.  The  10  to  14 
year  olds  experi- 
enced the  greatest 
changes,  as  preg- 
nancy rates  here  increased  by  13%, 
and  abortion  rates  increased  by 
22%. ® A large  number  of  these  were 
repeat  pregnancies  culminating  in 
repeat  deliveries. 

Nationwide,  one-third  of  all  births 
to  teen  mothers  represent  repeat 
deliveries.'^  The  trend  is  even  more 
marked  in  certain  areas  of  Fulton 
County  where  in  1985,  of  1673  de- 
liveries to  teen  mothers  at  Grady 
Memorial  Hospital,  614  or  37%  were 
repeat  deliveries.^ 
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The  adverse  consequences  of  ad- 
olescent childbearing  have  been 
documented.  Economically,  fami- 
lies headed  by  teen  mothers  are 
more  likely  to  be  poor,  as  these 
young  mothers  are  most  often  cut 
off  from  opportunities  for  adequate 
education  and  job  skills  develop- 
ment.^ There  is  also  excess  mor- 
tality and  morbidity  for  both  the 
young  teen  mother  and  her  infant.® 
Women  who  begin  childbearing  in 
their  teens  have  more  children,  have 
them  closer  together,  and  are  more 
at  risk  for  the  low  birth  weight  ba- 
bies than  do  women  who  delay  par- 
enthood.® Recognizing  the  high  rate 
of  repeat  teen  deliveries  in  Fulton 
County,  this  study  was  undertaken 
to  characterize  the  female  who  had 
a repeat  delivery  and  to  suggest  in- 
tervention strategies  which  may  help 
circumvent  some  of  these  adverse 
consequences. 


Recognizing  the  high 
rate  of  repeat  teen 
deliveries  in  Fulton 
County  (37%  in  1985), 
this  study  was 
undertaken  to 
characterize  the  female 
who  had  a repeat 
delivery  and  to  suggest 
intervention  strategies 
which  may  help 
circumvent  some  of 
these  adverse 
consequences. 


Methods 

Subjects 

The  study  was  descriptive  and 
dealt  only  with  teen  mothers  with 
repeat  deliveries.  A case  was  de- 
fined as  a repeat  (having  delivered 
one  or  more  previous  infants)  de- 
livery to  a female,  age  13-19  years 
old,  and  a resident  of  Fulton  County. 
Interviews  were  done  with  teen 
mothers  who  delivered  at  Grady 
Memorial  Hospital  (GMH)  in  At- 


lanta, GA,  from  January  through 
mid-April  of  1987.  The  interview 
consisted  of  a questionnaire  devel- 
oped for  the  study  and  adminis- 
tered to  each  case  by  a public  health 
nurse.  Each  nurse  was  involved  in 
the  High  Risk  Intervention  Project 
in  which  all  infants  of  teen  mothers 
are  enrolled  for  intensive  follow  up. 
The  interviews  were  done  as  an  ad- 
junct to  this  project  at  4 to  6 weeks 
postpartum.  Interviews  were  at- 
tempted on  all  cases  delivering 
through  mid-April.  Sixty  cases  de- 
livered during  that  time,  and  inter- 
views were  completed  on  39  of 
these.  Twenty-one  cases  were  lost 
to  followup  due  to  unknown  ad- 
dresses. Of  the  39  completed  inter- 
views, 37  were  16-19  years  old. 
Twenty-one  were  17  or  18  years  old. 

Analysis 

Selected  characteristics  of  these 
girls  were  analyzed  by  percentage 
distribution  in  the  total  population 
of  cases.  All  available  responses 
were  used  in  the  measurement  of 
sociodemographic  and  behavior 
characteristics.  Additionally,  17  and 
18  year  olds  were  also  analyzed 
separately  in  the  measurement  of 
sexual  activity  patterns. 


Results 

A profile  of  39  teens  who  had 
been  interviewed  for  repeat  delivery 
is  shown  in  Table  1 . Age  range  was 
from  15-19  years,  with  a mean  age 
at  17.8  years;  64%  were  either  18  or 
19  years  old.  They  were  95%  black 
and  single,  and  74%  were  not  en- 
rolled in  school  when  this  preg- 
nancy occurred.  Sixty-nine  percent 
had  just  two  deliveries,  while  8% 
had  four  deliveries.  No  higher  order 
deliveries  or  abortions  were  re- 
corded in  this  group.  Seventy-seven 
percent  did  use  contraception  (93% 
on  the  pill),  but  50%  of  these  con- 
tinued for  less  than  6 months  after 
the  first  delivery.  Reasons  for  dis- 
continuance of  contraception  were 
largely  from  side  effects,  either  ac- 
tual or  feared.  Yet  the  pregnancy 
was  unplanned  in  92%,  abortion 
was  considered  in  41%,  but  adop- 
tion considered  in  only  10%  of 
cases. 

A profile  of  the  fathers  is  shown 
in  Table  1.  Age  range  was  from  15 
to  30  years,  with  46%  in  the  20  to 
22  year  group.  The  male  was  the 
father  of  the  other  children  of  the 
case  41%  of  the  time;  49%  were 
employed,  and  67%  provided  finan- 
cial help  to  the  child. 


TABLE  1 — Distribution  of  Selected  Characteristics  of  the 
Repeat-Delivery  Mother  and  the  Baby’s  Father,  Fulton  County,  GA, 
January-April,  1987 


Characteristics 

Number  (%) 
N = 39 

Unmarried 

37 

(95) 

Race:  Black 

37 

(95) 

White 

2 

( 5) 

Number  of  pregnancies 

Two 

27 

(69) 

Three 

9 

(23) 

Four 

3 

( 8) 

On  contraception 

After  first  pregnauicy 

30 

(77) 

Duration,  <6  months 

15 

(50)* 

School  dropout  before  this  pregnancy 

29 

(74) 

This  was  unplanned  pregnancy 

36 

(92) 

Considered  abortion  this  time 

16 

(41) 

Considered  adoption  for  this  baby 

4 

(10) 

Father’s  ch^u'acteristics 

Age:  15-16 

1 

( 3) 

17-19 

9 

(23) 

20-22 

18 

(46) 

23-25 

7 

(18) 

26-30 

4 

(10) 

Father  of  other  children  of  case 

16 

(41) 

Employed 

19 

(49) 

Providing  financied  support 

26 

(67) 

*Based  on  N = 30 
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A distribution  of  sociodemo- 
graphics and  behavior  character- 
istics are  shown  in  Table  2.  About 
70%  of  teen  mothers  with  a repeat 
delivery  were  from  low-income 
families.  Furthermore,  68%  of  those 
parents  did  not  complete  high 
school.  Fifty-six  percent  of  these 
girls  reported  regular  (at  least  once 
a month)  church-going.  About  70% 
of  teen  mothers  reported  having  at 
least  one  female  role  model  (mother 
or  sister)  as  a teen  mother  (Table 
2).  Thirty-three  percent  had  both 
mother  and  sister  as  teen  mothers. 

Table  3 shows  the  distribution  of 
sexual  activity  patterns  among 
cases.  When  all  age  subjects  are 
considered,  62%  of  cases  initiated 
sex  before  age  15,  and  82%  had  two 
or  more  partners.  When  only  1 7 and 
18  year  olds  are  considered,  these 
patterns  are  even  more  striking,  as 
71%  initiated  sex  early,  and  86% 
had  multiple  partners. 

Discussion 

Characteristics  of  the  teen  who  is 
most  likely  to  repeatedly  sustain 
unintended  pregnancy  and  delivery 
have  been  reported  in  the  literature. 
Most  of  these  characteristics  (such 
as  being  urban,  black,  from  a large 
one-parent  family  in  which  the 
mother  or  a sister  was  also  a teen 
parent)  are  also  associated  with  a 
low  socio-economic  status. " It  is 
difficult  to  disentangle  the  effects 
of  poverty  in  such  a situation. 

This  study  showed  that  the  Ful- 
ton County  teen  who  had  a repeat 
pregnancy  and  delivery  at  Grady 
Memorial  Hospital  during  January 
through  mid-April  1987  was  poorer 
than  her  teen  peers,  with  both  par- 
ents as  high-school  dropouts.  She 
was  herself  likely  to  be  a high  school 
dropout  after  the  first  delivery,  and 
had  either  mother,  sister  or  both  as 
teen  parents.  Both  postpartum 
withdrawal  from  school  and  having 
sisters  with  increased  rates  of  child- 
bearing have  been  associated  with 
repeat  pregnancy  among  school  age 
mothers.'^' Similar  results  were 
found  in  this  study.  There  was  also 
a very  strong  association  with  both 
early  sexual  activity  and  experience 
with  multiple  partners,  especially 
among  the  older  girls.  Earlier  stud- 
ies have  shown  that  the  poorer  girls 
do  begin  earlier  sex,’°  although  not 


TABLE  2 — Distribution  of 
Sociodemographics  and  Behavior 
Characteristics  Among  Teens  with 
Repeat  Deliveries,  Fulton  County, 
GA,  January- April,  1987 


Number  of  % with 


Factors 

Subjects 

Factor 

From  welfare 

(32) 

69 

families 

No  parent  completed 
high  school 

(39) 

68 

Church-goers 

(39) 

56 

Female  role  models 
as  teen  parents 
Both  mother  and 
sister 

33 

Mother  or  sister 

72 

TABLE  3 — Distribution  of  Sexual 
Activity  Patterns  Among  Teens  with 
Repeat  Deliveries,  Fulton  County, 
GA,  January- April,  1987 


Number  of  % With 


Sexual  Activity 

Subjects 

Factor 

Became  active  before 
age  15 

All  subjects 

39 

62 

17  and  18  year-old 
subjects  only 

21 

71 

Two  or  more 
partners 

All  subjects 

39 

82 

17  and  18  year-old 
subjects  only 

21 

86 

It  appears  that  this 
group  of  girls  was 
insufficiently  motivated 
to  prevent  a repeat 
pregnancy.  . . . Having 
another  baby  may,  at 
best,  confer  upon  this 
unfortunate  teen  the 
only  personal  and  social 
rewards  within  her 
grasp.  At  worst,  an 
unplanned  pregnancy 
may  represent  merely 
the  path  of  least 
resistance. 


necessarily  more  frequent  sex  than 
their  more  affluent  peers. 

While  most  girls  contracepted 
after  the  first  pregnancy,  most  dis- 
continued after  less  than  6 months 
for  various  reasons,  few  of  which 
involved  inaccessibility  to  contra- 
ceptive methods.  If  appears  that  this 
group  of  girls  was  insufficiently  mo- 
tivated to  prevent  a repeat  preg- 
nancy, a conclusion  reached  in  an 
earlier  study  about  a similar  group 
of  girls.’'’  For  such  a girl,  the  op- 
portunities lost  from  a subsequent 
birth  may  be  neglible.  Even  with  a 
high  school  diploma,  jobs  for  these 
girls  are  almost  nonexistent.  Hav- 
ing another  baby  may,  at  best,  con- 
fer upon  this  unfortunate  teen  the 
only  personal  and  social  rewards 
within  her  grasp.  At  worst,  an  un- 
planned pregnancy  may  represent 
merely  the  path  of  least  resistance. 
If  lack  of  motivation  is  a key  factor, 
effective  intervention  would  involve 
identification  of  the  high  risk  teen 
and  strategies  based  on  augmen- 
tation of  motivation. 
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MRI  UPDATE 
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Figure  1 


Figure  2 


Figure  3 


HISTORY:  This  patient  is 

a 45  year  old  male  who,  on 
minor  trauma,  felt  a popping 
sensation  in  his  left  sterno- 
elavicular  region.  Diffuse  swell- 
ing developed  and  progressed 
down  the  left  anterior  chest  wall 
over  the  next  few  weeks.  A CT 
scan  demonstrated  a fracture  of 
the  midportion  of  the  clavicle 
with  minimal  asymmetry  of  the 
soft  tissues. 

MRI  FINDINGS:  cor 

onal  images  demonstrated  dis- 
ruption of  the  midportion  of  the 
left  clavicle  (Fig.  1,  long  arrow) 
with  intermediate  signal  inten- 
sity material  extending  into  the 
adjacent  muscles  (arrowheads). 
Transverse  T2  weighted  images 


(Fig.  2)  show  an  area  of  in- 
creased signal  intensity  in  the 
region  of  the  clavicular  fracture 
with  extensive  intermediate 
signsd  intensity  material  exten- 
ding into  the  surrounding 
muscles.  The  high  signal  area 
most  likely  represents  a 
hematoma  surrounding  the  frac- 
ture (short  arrow).  The  more  dif- 
fuse intermediate  signal 
represents  diffused  blood  and/or 
edema  in  the  surrounding 
muscles.  T1  weighted  images 
(Fig.  3)  demonstrated  low  signal 
in  the  region  of  the  clavicle  near 
the  sternoclavicular  Joint  (small 
arrow,  compare  to  high  signal  of 
right  clavicle,  arrowhead).  The 
low  signal  indicates  a bone  mar- 
row replacing  process.  Given  the 


history  of  fracture  following 
minor  trauma,  low  signal  inten- 
sity within  the  left  clavicle  in- 
creases suspicion  of  underlying 
malignancy  rather  than  post 
traumatic  edema.  Biopsy 
showed  undifferentiated 
carcinoma. 

MRI  HIGHLIGHTS: 

While  the  fracture  and  minimal 
asymmetry  of  the  soft  tissues 
can  be  identified  on  the  CT  scan, 
this  case  illustrates  the  superior 
soft  tissue  contrast  differentia- 
tion of  MRI.  Changes  that  are 
difficult  to  appreciate  on  the  CT 
scan  become  obvious  on  MRI, 
which  is  rapidly  becoming  the 
method  of  choice  for  evaluating 
occult  soft  tissue  abnormalities. 
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Surgical  Treatment  of  Abdominal 
Aortic  Aneurysms  Using  Cell  Saver 

James  M.  Freeman,  M.D,  Michael  H.  Roberts,  M.D.,  Andrew  S.  Donnan,  P.A.C. 


IT  HAS  BECOME  INCREASINGLY  ob- 
vious  over  the  past  25  years  that 
abdominal  aortic  aneurysm  is,  with 
few  exceptions,  a surgical  disease. 
Szilagyi’’^  and  others^  have  clearly 
documented  the  high  mortality  as- 
sociated with  nonsurgically  treated 
abdominal  aortic  aneurysm.  In  this 
study,  published  in  1972,  patients 
who  were  refused  surgical  treat- 
ment were  followed  for  10  years.  In 
the  first  year,  38.9%  died  by  rupture 
and  69.4%  ruptured  at  the  end  of  2 
years.  At  the  end  of  5 years,  91.7% 
ruptured.  Additional  studies  have 
confirmed  the  high  incidence  of 
rupture,  although  most  had  a some- 
what lower  incidence  of  rupture. 
Even  aneurysms  of  relatively  small 
size,  <6  cm.,  have  19-40%  chance 
of  rupture  within  5 years.  Initial  sur- 
gical series  used  rather  strict  cri- 
teria for  operability.  Long-term  fol- 
low-up data  frequently  revealed  that 
mortality  in  those  initially  denied 
surgical  treatment  was  largely  due 
to  rupture  of  the  aneurysm."*  Oper- 
ative mortality  and  morbidity  has 
steadily  declined  over  this  period 
of  time,  with  improvement  in  pre- 
operative evaluation  and  perioper- 
ative management. 


We  have  found  that  the 
cell  saver  allows  us  to 
perform  60%  of 
elective  surgery 
without  transfusion  and 
also  allows  us  to  more 
adequately  flush  grafts 
and  vessels  without  net 
blood  loss. 


Material  and  Methods 

We  present  1 00  consecutive  cases 
of  abdominal  aortic  aneurysm, 
treated  by  a single  surgical  practice 
in  a community  hospital  without 
house  staff.  The  group  includes  80 
elective  procedures  and  20  emer- 
gency procedures.  Statistics  are 
broken  down  into  these  groups  in 
Table  2. 

The  patients  were  largely  unse- 
lected. Patients  were  denied  sur- 
gery on  the  basis  of  severe  dis- 
abling systemic  disease,  not  thought 


Drs.  Freeman  and  Roberts  practice  cardiovascular 
surgery,  and  Mr.  Donnan  is  a physician’s  assistant. 
Send  reprint  requests  to  Dr.  Freeman  at  500  Third 
Ave.,  Albany,  GA  31701. 


to  have  a prognosis  of  over  5 years, 
or  mental  deterioration.  Ages  var- 
ied from  44-91.  Most  patients  pre- 
sented with  signs  and  symptoms  of 
associated  disease. 

Emergency  cases  were  so  clas- 
sified when  surgery  was  under- 
taken for  repair  on  an  urgent  basis 
because  of  pain  or  hemodynamic 
disturbance  associated  with  aneu- 
rysms. Emergency  cases  were  fur- 
ther divided  into  categories  based 
upon  operative  findings. 

Preoperative  Evaluation 

The  initial  assessment  consisted 
of  a careful  history  and  physical  ex- 
amination. Objective  preoperative 
diagnosis  was  confirmed  by  ultra- 
sound or  CAT  scan.  If  significant 
arterial  occlusive  disease  of  the  dis- 
tal vessels  was  present,  aortograms 
were  performed  to  plan  associated 
procedures  and  assure  adequate 
runoff  of  distal  anastomoses.  Other 
indications  for  aortogram  included 
suspicion  of  origin  above  the  renal 
arteries,  unstable  severe  hyperten- 
sion, and  suspected  bowel  is- 
chemia. 

Evaluation  of  associated  cere- 
brovascular disease  was  initially 
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TABLE  1 — Operative  Mortality  for  Repair  of  Intact  Abdominal  Aortic 

Aneurysms. 

Number  of 

Operative 

Year  Authors 

Patients 

Mortality 

1975  Hicks,  et  al® 

113 

4.2% 

1975  Thompson,  et  al® 

108 

5.5% 

1976  Volpetti,  et  aP 

254 

0.8% 

1977  Young,  et  aP 

123 

5.7% 

1977  Scobie,  et  al® 

137 

4.0% 

1978  Baird,  et  al® 

160 

5.6% 

1978  Gordon-Smith,  et  al® 

51 

0% 

1979  Crawford,  et  al® 

329 

3.0% 

1986  Freeman  & Roberts 

80 

0% 

TABLE  2 — Results  of  Surgical  Treatment  of  Aortic  Aneurysm,  Albemy, 

1986 

Abdominal  aneurysm 

Number  of 

Number  of 

Repair 

Patients 

Deaths 

% Death 

Elective 

' 80 

0 

0 

Emergent 

20 

6 

30 

TOTAL 

100 

6 

6 

Abdominal  aneurysms 

Elective 

Emergent 

Total 

Number  of  patients 

80 

20 

100 

Average  age 

67 

71 

69 

Maximum  age 

84 

90 

90 

Minimum  age 

48 

50 

48 

Number  of  males 

62 

12 

74 

Percent  male 

78 

60 

74 

Number  of  blacks 

3 

1 

4 

Percent  black 

4 

5 

4 

carried  out  by  history,  auscultation, 
and  arteriography.  More  recently, 
non-invasive  duplex  imaging,  spec- 
tral analysis,  and  periorbital  dop- 
pler  exams  have  been  used  to 
screen  patients  with  symptoms  or 
bruits.  If  critical  lesions  are  present, 
carotid  endarterectomy  is  carried 
out  preoperatively. 

Coronary  artery  disease  is  eval- 
uated by  history.  If  the  patient  has 
significant  angina,  coronary  arteri- 
ograms are  carried  out.  The  usual 
criteria  for  CABG  is  used  to  decide 
whether  to  correct  the  coronary  le- 
sions prior  to  resection  of  the  aneu- 
rysm. 

Similar  evaluations  are  made  of 
pulmonary,  renal,  and  other  asso- 
ciated disease  processes.  Patients 
are  denied  surgery  only  if  the  qual- 
ity of  life  is  poor  (i.e.,  senile  de- 
mentia) or  life  expectancy  is  less 
than  5 years.  Liberal  use  of  con- 
sultants is  used  perioperatively. 

Operative  Management 

Invasive  monitoring  with  arterial 
and  Swan  Ganz  lines  enables  the 
anesthesiologist  to  maintain  opti- 
mum cardiac  function  throughout 
the  procedure.  Intraoperatively,  NTG 
drips  have  largely  replaced  nitro- 
prusside.  Anesthesiologists,  expe- 
rienced in  the  management  of  CAD 
and  CABG,  have  contributed  greatly 
to  the  safety  of  vascuar  surgery  in 
general.  Operative  technique  has 
become  relatively  standard.  The 
principals  of  minimal  dissection, 
endo-aneurysmorrhaphy,  and  iso- 
lation of  bowel  from  suture  line  have 
been  supplemented  in  the  past  few 
years  with  use  of  the  cell  saver. 

We  have  found  that  the  cell  saver 
allows  us  to  perform  60%  of  elec- 
tive surgery  without  transfusion  and 
also  allows  us  to  more  adequately 
flush  grafts  and  vessels  without  net 
blood  loss  (Table  3). 

The  cell  saver  used  is  Elec- 
tromedics, Model  RT795.  The  suc- 
tion is  used  throughout  the  proce- 
dure. Heparin  is  used  to  prevent 
clotting  before  and  after  the  oper- 
ation. Cells  are  washed  and  re- 
turned to  the  patient.  Average  turn- 
over time  is  5 minutes.  The  only 
untoward  effect  that  we  have  noted 
is  that  during  infusion  of  cells  after 
Heparin  has  been  reversed,  fre- 


quently the  ACT  will  become  pro- 
longed and  require  small  addi- 
tional increments  of  Protamine. 

The  eighty  patients  in  whom 
elective  repair  was  carried  out  var- 
ied in  age  from  48  to  84  years,  with 
an  average  age  of  67.  There  was  a 
high  incidence  of  associated  vas- 
cular disease. 

There  were  no  operative  deaths, 
and  the  average  hospitalization  was 
8 days.  It  is  interesting  to  note  that 
on  those  patients  in  which  the  cell 
saver  was  used,  the  average  stay 
was  2 days  less  than  on  those  in 
which  it  was  not.  Complications 
were  minimal  and  were  success- 
fully dealt  with  in  each  incidence 
(Table  4). 

Analysis  of  the  emergent  patients 
allows  them  to  be  divided  into  three 
categories  based  on  operative  find- 
ings. 

Six  patients  were  found  to  have 
no  external  evidence  of  leak  or  rup- 


ture. Frequently,  there  was  hemor- 
rhage within  the  vessel,  with  fresh 
clot  formation.  There  were  no 
deaths  in  this  group. 

Ten  patients  presented  with  ret- 
roperitoneal hemorrhage  in  varying 
degrees  of  hemodynamic  instabil- 
ity. There  was  one  operative  death 
in  this  group. 

The  most  devastating  group  pre- 
sented with  free  perforation  into  the 
peritoneal  cavity.  The  patients  were 
invariably  in  profound  shock  and 
usually  never  developed  satisfac- 
tory hemodynamic  parameters  until 
the  aorta  was  camped  above  the 
ruptured  aneurysm.  Cardiopulmo- 
nary resuscitation  was  necessary 
during  induction  on  two  patients. 
Five  of  six  patients  in  this  group 
died. 

Complications  were  more  fre- 
quent, and  hospitalization  pro- 
longed, and  more  expensive  in 
emergent  patients. 
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TABLE  3 — Blood  Loss  Comparative  Figures,  Abdominal  Aortic  Aneurysm  Surgeries,  Albany,  1986 


ELECTIVE 

EMERGENT 

Auto  transfusion 

Auto  transfusion 

Auto  transfusion 

Auto  transfusion 

used 

not  used 

used 

not  used 

No.  of  patients 

33 

47 

6 

14 

Percent  of  patients 
Average  amount 

41 

59 

30 

70 

auto  blood 

llSOcc 

NA 

3060cc 

NA 

Maximum  amount 

3500cc 

NA 

10,700cc 

NA 

Minimum  amount 
Average  blood 

300cc 

NA 

300cc 

NA 

loss 

590cc 

1870cc 

1350cc 

4700cc 

Maximum  loss 

3000cc 

5400CC 

5500cc 

<10,000cc* 

Minimum  loss 

No.  patients  receiving 

ISOcc 

400cc 

ISOcc 

SOOcc 

bank  blood 
Percent  receiving 

12* 

44* 

4 

14 

bank  blood 
Percent  not  requiring 

36 

94 

67 

100 

transfusion 

64 

6 

33 

0 

* 5 out  of  12  had  admission  Hct  <33% 
t 4 out  of  44  had  admission  Hct  <33% 
% 3 patients  with  <10  1,  blood  loss 

Autotramfased  patients  averaged  900cc  banked  blood  when  transfusion  was  needed  while  non-autotransfused  patients  averaged  1690cc.  banked 
blood  when  transfusion  was  needed.  S3%  less  banked  blood  was  given  to  autotransfused  patients  th2ui  non  autotransfused. 


Discussion 

Our  current  series  demonstrates 
several  important  points.  The  in- 
creasing safety  of  elective  aneu- 
rysm replacement  is  demonstrated 
in  a community  hospital  setting.  The 
instance  of  rupture  of  small  (i.e., 
less  than  5 cm.)  aneurysms  is  sig- 
nificant and  probably  results  in 
higher  mortality  and  morbidity  than 
elective  replacement  of  all  signifi- 
cant aneurysms.  Crawford^  has  re- 
cently recommended  surgery  for  all 
aneurysms  which  are  twice  the  nor- 
mal diameter  of  the  affected  vessel. 
In  view  of  the  documented  risk  of 
rupture  and  current  operative  risk, 
this  would  seem  a much  better 
treatment  than  observing  these 
aneurysms  until  they  produce 
symptoms  or  significantly  enlarge. 

Preoperative  evaluation  was  pri- 
marily based  on  clinical  evaluation. 
Routine  coronary  arteriograms  were 
not  performed.  Coronary  arterio- 
grams were  utilized  when  indicated 
clinically  by  history  and  occasional 
EKG  findings.  With  careful  anesthe- 
sia management,  this  has  been 
demonstrated  as  a safe  method  of 
preoperative  evaluation. 

Utilization  of  a cell  saver  has 
proven  to  be  both  economically  and 
medically  beneficial  to  the  patient 


TABLE  4 — Abdominal  aortic  aneurysm  repair,  100  patients, 
Albany,  1986 


Elective 
80  patients 

Emergent 
20  patients 

C amplications 

70  (86%) 

7 (35%) 

No  Complications 

0 

3 

Urine,  Bun  & Cr 

4 

9 

prolong  vent 

1 

2 

Microemboli 

2 

2 

Acute  occlusion  femoral 

2 

2 

pneumonia 

0 

3 

coagulopathy 

0 

6 

death 

1 

0 

jaundice* 

* patient  received  banked  blood 
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population.  With  the  present  spec- 
tra of  AIDS  so  much  in  the  public 
eye,  and  the  old  and  known  risk  of 
hepatitis,  we  are  now  more  than 
ever,  obligated  to  avoid  unneces- 
saiy  transfusions.  This  series  dem- 
onstrates that  this  can  be  accom- 
plished in  over  50%  of  the  aneurysm 
resections.  The  overall  mortality 
rate,  while  very  acceptable,  could 
have  been  improved  by  reducing  the 
number  of  emergency  procedures 
by  earlier  detection  and  elective  re- 
placement of  all  significant  aneu- 
rysms. 

Summary 

This  group  of  patients  confirms 
the  conclusions,  recorded  by  many 
other  groups  with  abdominal  aortic 
aneurysm,  that  this  should  be 
treated  surgically  except  in  rare  in- 
cidences. It  also  demonstrates  that 
satisfactory  results  can  be  achieved 
in  community  hospitals  with  ade- 
quate facilities.  The  size  of  the  rup- 
tured aneurysms  varied  from  4 cm. 
to  10  cm.  The  small  size  of  some 
of  the  ruptured  aneurysms  confirms 
the  trend  to  extend  the  surgical 
treatment  to  all  significant  aneu- 
rysms. 

The  cell  saver  is  a valuable  ad- 
junct in  the  care  of  these  patients, 
and  in  addition  to  avoiding  bank 
blood  transfusions,  seems  to  re- 
duce overall  morbidity. 
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(Kfytfis 

OTPacts? 


Even  moderate  social  drinkers 
may  risk  liver  damage. 


• Women  are  more  likely  to  suffer 
liver  damage  from  alcohol 
than  men. 


• Most  victims  of  liver  disease  are 
no/alcoholics. 


All  three  statements  are  true. 
How  many  did  you  get  right? 


Many  people  are  confused  about 
the  effects  of  alcohol  on  the  liver— 

and  what  you  don ’t  know  con  hurt 
you. 

A pamphlet  on  myths  and  foots 
tells  what  you  can  do  to  protect 
yourself  and  your  loved  ones,  For 
your  free  copy,  send  a stamped 
self-addressed  business 
envelope  to: 


American  Liver 
Foundation 

Box  AL 

Cedar  Grove,  N.J.  07009 
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Clayton,  Georgia  30525 


Woodridge,  a free  standing  center  for  the  treatment  of  addic- 
tive diseases,  is  located  in  the  beautiful  Blue  Ridge  Mountains  of 
northeast  Georgia.  The  Woodridge  approach  to  treatment  is  unique, 
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and  a total  care  program  that  offers  hope,  help,  and  the  tools  for  ad- 
diction free  living.  At  Woodridge  recovery  is  a way  of  life  that  is  prac- 
ticed as  well  as  taught  by  the  staff.  We  invite  you  to  call  our  toll  free 
number  for  more  information  regarding  our  inpatient  and  aftercare 
treatment  programs  for  alcoholism,  drug  addiction,  and  eating 
disorders. 


CALL  NOW 
TOLL  FREE 


IN  GEORGIA 

1-800-342-8863 


OTHER  STATES 

1-800-235-7759 
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“HERPECIN-L  is  my  treatment  of  choice  for 

■y  / perioral  herpes.”.  ' GP,  NY 
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“HEBP>^CM^^appear^tiO  actually  pri^eittlhe 
blisters  . . . used  soon  enough.”  DDS,  MN 

0f,_ 

' / - / .r  “HERPECIN-L^ f . . a conservative  approach 
//  with  iow  risk/high  benefits.”  MD,  FL 

. “Used  at  prodromal  symptoms  . . . blisters 
never  formed,. . . remark^able.”  DH,  MA 


“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L . .proven  far  superior.”  DDS,  PA 


“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 


averted  the  attacks.’ 


MD,  AK 


HeRPecin- 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write;  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Georgia  HERPECIN-L  is  available  at  all  Bee  Thrifty,  Drugs  Mutual,  Eckerd, 
Reed,  Revco,  RiteAid,  SupeRx  and  Treasury  and  other  select  pharmacies. 


No  Need  to  Feel 
Helpless*** 


Few  things  elicit 

feelings  of  depression, 
rage,  helplessness  and 

exasperation  as  thor- 
oughly as  receiving  suit 
papers  for  a malpractice 
claim.  This  physician 
suffered  just  such  an 
unpleasant  experience... 
but  his  odds  of  winning 
were  better  than  most. 
Why?  Because  his  profes- 
sional liability  insurance 
carrier  is  Insurance 
Corporation  of  America. 

The  circumstances  of 
this  claim  could  occur  and 
have  occurred  in  operating 
rooms  and  doctors’  offices 
everywhere.  A routine 
surgical  procedure  went 
sour  when,  for  no 
apparent  reason,  the 
patient  suffered  a cardiac 
arrest.  Prompt  and  proper 
attempts  at  resuscitation 
failed.  Our  physician  was 
sued  along  with  other 


During  discovery,  information 
was  released  indicating  the  pa- 
tient had  previously  undergone 
similar  surgery  under  anesthesia 
without  incident.  Because  of 
ICA’s  diligence  and  our  willing- 
ness to  exhaust  all  legal  remedies, 
the  jury  was  allowed  to  hear  the 
autopsy  report  as  well  as  the 
patient’s  past  medical  history. 
Those  defendants  who  settled 
quickly  never  had  an  oppor- 
tunity to  present  that  evidence. 
And  ultimately  our  insured  was 
exonerated. 


surgeons  in  the  operating  room,  the 
primary  care  physician,  the  anesthe- 
siologist and  the  hospital. 

Subsequent  to  surgery,  it  was 
determined  the  patient  had  arrested  as  a 
result  of  an  allergic  reaction  to  the 
anesthesia.  Unlike  other  carriers 
involved,  who  settled  quickly  to  avoid 
costly  "death  incident”  litigation,  ICA 
recognized  our  physician  was  not  at  fault. 
Fortunately  for  him,  ICA  is  dedicated  to 
the  strongest  claims  defense  possible. 
And  because  ICA  also  understands  that  a 
-doctor’s  most  valuable  asset  is  his 
reputation,  protecting  it  becomes  our 
bottom  line. 

So  ICA  and  the  doctor  fought  alone  — 
and  at  ICA’s  expense.  ICA  in-house 
attorneys  screened  and  selected  local 
defense  attorneys  skilled  in  malpractice 
cases  and  familiar  with  the  judicial 
climate  of  the  region.  Then,  they  planned 
strategy,  investigated  the  facts,  and 
monitored  the  defense. 


What  does  this  mean  to  the  doctor? 
He  leaves  the  courtroom  with  his 
reputation,  his  policy  limits  and  his 
checkbook  intact,  all  because  of  his 
partnership  with  ICA,  where  we  put 
reputation,  principles  and  dignity  ahead 
of  the  quick  fix.  The  reason  why? 
Because  ICA  is  people  who  care.  Period. 


INSURANCE  CORPORATION  OF  AMERICA 
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Add  300  Specialists  to  Your  Practice 
With  One  Phone  Call 


1-800-633-2122 


Florida's  First  Physician  Resource  • A Service  of  the  University  of  FlorMa  Clinic  and  Shands  Hospital 


The  University  of  Florida's  Fast,  New  Link  to  a Consultation  and 

a Free  Directory  of  Consultants. 


A single  phone  call  gives  you  fast  access  to 
more  than  300  University  of  Florida  faculty  physi- 
cians. We'll  connect  you  with  the  right  consultant 
to  get  you  the  assistance  you  need . . . physician  to 
physician. 

You  can: 

• Obtain  clinical  consultations 

• Arrange  patient  referrals  efficiently 

• Access  special  services  and  technology 

• Obtain  information  about  your  patients 

• Discuss  the  latest  research 

• Obtain  updates  on  new  developments 

We  Put  Our  Resources  on  the  Line  — FAST 

We  know  you  have  tremendous  demands  on 
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tion Center. 

Center  staff  are  specially  trained  to  connect  you 
with  the  consultant  of  your  choice  in  more  than 
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representative,  staying  on  the  line  until  your  call 
is  successfully  completed. 

Directory  of  Consultants 
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to  request  your  copy  of  the  directory  of  UF 
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programs  and  specialized  clinical  services. 

We're  at  the  forefront 
— bringing  health 
science  to  health  care. 

Now  all  of  our  resources 
are  conveniently 
available  to  you. 

To  obtain  a prompt  con- 
sultation or  your  free 
copy  of  the  directory, 
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Toward  9 by  ’90:  Reducing 
Infent  Mortality 

Charlotte  M.  Druschel,  M.D.,  Brian  J.  McCarthy,  M.D.,  Louise  Floyd,  R.N., 
Michael  R.  Lavoie,  R.  Keith  Sikes,  D.V.M. 


Abstract 

WE  EXAMINED  GEORGIA’S  PROGRESS  toward  the  1990 
objectives  for  reducing  infant  mortality  rates  in 
the  United  States  and  determined  where  the  greatest 
potential  lay  for  further  reducing  infant  mortality.  We 
compared  infant  mortality  rates  for  three  time  periods 
and  three  birthweight  groups  using  linked  birth-death 
vital  records.  We  compared  low  birthweight  and  mor- 
tality rates  among  six  sociodemographic  groups  to  es- 
timate the  potential  for  reduction  in  the  mortality  rates. 

The  majority  of  reduction  (96%)  in  these  rates  was 
due  to  improvements  in  birthweight  specific  mortality 
rates;  only  the  white  low  birthweight  rate  decreased. 
Blacks  and  whites  have  similar  birthweight  specific 
infant  mortality  rates  for  low  birthweight  infants.  Large 
gaps  still  exist  in  race-specific  low  birthweight  rates 
and  the  mortality  rates  for  normal  birthweight  infants. 

Reductions  in  black  infant  mortality  rates  accounted 
for  58%  of  the  reduction  in  the  total  rates.  Reduction 
in  the  mortality  rates  in  infants  who  weighed  >2500 
grams  at  birth  accounted  for  48%  of  the  reduction, 
while  infants  weighing  <1500  grams  and  1501-2500 
grams  accounted  for  26%  each.  Although  the  gap  in 
mortality  rates  between  white  amd  black  infants  in- 
creased during  this  time  period,  we  believe  there  is 
great  potential  for  further  reduction  in  the  I MR. 


Introduction 

The  1990  na- 
tional objec- 
tive for  infant  mor- 
tality is  9 deaths  per 
1000  live  births,  with 
no  race  or  ethnic 
group  having  a rate 
in  excess  of  12  per 
1000.’  The  Georgia 
Department  of  Hu- 
man Resources 
(DHR)  recently  be- 
gan an  effort  to 
achieve  this  na- 
tional objective, 
calling  it  “Toward  9 
by  90.”  We  felt  that 
insight  into  what  in- 
terventions should 
he  emphasized 
could  be  gained  by 
determining  where 
the  reduction  in  in- 
fant mortality  rates 
had  taken  place 
over  the  past  2 dec- 
ades. We  hypothesized  that  sub- 
populations may  presently  experi- 
ence infant  mortality  rates  compa- 
rable to  the  1960s  and  have  yet  to 
achieve  the  reductions  experienced 
by  others.  By  concentrating  on  these 
subpopulations  with  interventions 
known  to  be  effective,  we  might  fur- 
ther reduce  these  mortality  rates. 

Methods 

We  calculated  mortality  rates  for 
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1960,  1974-1976, 

and  1980-1982  from 
linked  birth-death 
files  for  live  births 
to  Georgia  resi- 
dents. Three-year 
time  periods  were 
chosen  for  more 
stable  rates.  For 
1960,  we  calculated 
Georgia  rates  from 
the  national  birth- 
death  linkage  done 
for  that  year. 2 A 
computer  tape  of 
live  births  is  not 
available,  thus  lim- 
iting denominators 
to  those  published 
in  the  National  Cen- 
ter for  Health  Statis- 
tics data  books. ^ In 
this  time  period,  the 
category  of  black 
infants  includes 
other  non-white  in- 
fants, but  it  is  still 
over  98%  black. 

We  calculated  rates  for  1974-76 
and  1980-82  using  Georgia’s  linked 
birth-death  file.  For  these  time  pe- 
riods, the  total  includes  all  races, 
and  black  refers  to  black  infants 
only.  Additional  data  linked  to  the 
birth-death  file  include  neonatal  in- 
tensive care  unit  admissions.  The 
DHR  manually  links  admission  logs 
from  the  units  annually  to  the  birth- 
death  files. 

The  definition  of  low  birthweight 
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in  1960,  <2500  grams,  differs 
slightly  from  the  current  World 
Health  Organization  definition  of 
<2500  grams.  Due  to  limitations  of 
the  1960  denominator  data,  in  this 
paper  we  define  low  birthweight  as 
^2500  grams.  We  chose  to  use  in- 
fant mortality  for  low  birthweight  in- 
fants instead  of  neonatal  mortality 
which  is  traditionally  used.  Using 
infant  mortality  avoids  the  problem 
of  the  postponement  of  deaths  from 
the  neonatal  to  the  postneonatal 
period  brought  about  by  exposure 
to  neonatal  intensive  care  units.'* 
Where  the  data  are  available,  we 
have  divided  low  birthweight  in- 
fants into  two  groups;  those  <1500 
grams  are  very  low  birthweight,  and 
those  1501-2500  grams  are  inter- 
mediate low  birthweight.  For  the 
relative  risks,  white  infant  rates  are 
the  referent  group. 


Almost  all  of  the 
reduction  in  infant 
mortality  rates  resulted 
from  improvement  in 
birthweight-specific 
mortality  rates. 


Strategies  for  the  reduction  of  in- 
fant mortality  were  grouped  into 
seven  categories.  The  categories  are 
interventions  directed  at:  modifying 
the  pregnancy  rates  within  high  risk 
groups  and  thereby  changing  the 
sociodemographic  profile  of  the 
birthing  population,  reducing  the 
rate  of  very  low  birthweight  infants, 
reducing  the  rate  of  intermediate 
low  birthweight  infants,  increasing 
the  survival  of  very  low  birthweight 
infants,  increasing  the  survival  of 
intermediate  low  birthweight  in- 
fants, increasing  the  neonatal  sur- 
vival of  the  normal  birthweight 
infant,  and  increasing  the  post- 
neonatal survival  of  normal  weight 
infants. 

We  divided  the  live  births  into 
three  subpopulations  according  to 
two  maternal  sociodemographic 
variables:  age  and  education.  Group 
I are  infants  of  mothers  >20  years 
of  age  with  >13  years  of  education; 


Group  11  are  infants  of  mothers  >20 
years  of  age  with  <13  years  of  ed- 
ucation; and  Group  111  are  infants 
of  mothers  <20  years  of  age. 

The  potential  for  reduction  in  the 
infant  mortality  rates  was  calcu- 
lated using  white  Group  1 infants  as 
the  reference.  We  applied  the  white 
Group  1 very  low  and  intermediate 
low  birthweight  rates  to  each  of  five 
remaining  groups.  We  multiplied 
the  number  of  infants  in  each  group 
by  the  group’s  birthweight-specific 
infant  mortality  rate  for  simplicity 
and  because  the  rates  were  very 
similar.  This  gave  us  the  number  of 
deaths  that  would  have  occurred  if 
the  Group  1 rates  were  achieved.  We 
then  subtracted  the  number  of 
deaths  in  each  category  from  the 
number  of  deaths  that  actually  oc- 
curred. This  is  the  potential  reduc- 
tion in  deaths  or  the  excess  number 
of  deaths  due  to  the  difference  in 
the  birthweight  distribution  be- 
tween Group  I and  the  remaining 
groups.  We  applied  a similar 
method  to  the  normal  birthweight 
infants,  except  we  applied  Group  I 
birthweight-specific  mortality  rates. 

Results 

The  total  low  birthweight  rate  has 
increased  slightly,  but  white  infants 
have  experienced  a change  differ- 
ent than  black  infants.  While  white 
infants  have  had  a slight  decrease 
in  low  birthweight,  black  infants 
have  had  an  increase  for  both 
groups  of  low  birthweight  infants 
(Table  1).  For  white  infants,  the  im- 
proved low  birthweight  rate  ac- 
counts for  about  6%  of  the  reduc- 
tion in  mortality.  No  improvement 
in  black  infant  mortality  rates  can 
be  attributed  to  an  improved  change 
in  the  low  birthweight. 

From  1960  to  1980-82,  the  total 
infant  mortality  rate  decreased  57%. 
Mortality  rates  declined  for  both 
races,  but  more  for  white  infants 
than  black  infants,  59%  versus  55%, 
respectively  (Table  2).  Thus,  the  gap 
increased  as  shown  by  the  increase 
in  the  relative  risk  of  a black  mother 
experiencing  an  infant  death  com- 
pared to  a white  mother  (1.94  in 
1960  to  2.13  in  1980-82). 

Almost  all  of  the  reduction  in  in- 
fant mortality  rates  resulted  from 
improvement  in  birthweight-spe- 
cific mortality  rates.  The  largest  at- 
tributable percent  reduction,  52%, 


occurred  in  the  normal  birthweight 
infants  and  represented  a 66%  re- 
duction in  the  infant  mortality  rates 
for  this  weight  group.  Intermediate 
low  birthweight  infants  accounted 
for  29%  of  the  reduction,  and  this 
represented  a 71%  reduction  in  their 
infant  m^ortality  rate.  Very  low  birth- 
weight infants  accounted  for  21% 
of  the  reduction  (Table  2). 

The  relative  contribution  of  dif- 
ferent weight  groups  to  improve- 
ments in  infant  mortality  rates  dif- 
fered by  race  (Table  3).  For  white 
infants,  the  majority  of  the  reduc- 
tion results  from  improved  survival 
of  infants  <2500  grams;  both  very 
low  and  intermediate  birthweight 
infants  accounted  for  31%  of  the 
reduction.  For  blacks,  very  low  and 
intermediate  birthweight  infants  ac- 
counted for  7 and  29%  of  the  re- 
duction, respectively. 


The  black-white  gap 
(in  infant  mortality 
rates)  exists  because  of 
two  major  factors,  the 
higher  low  birthweight 
rate  and  higher 
mortality  for  normal 
birthweight  infants.  To 
achieve  parity,  both 
areas  must  be 
addressed. 


For  normal  birthweight  infants, 
the  attributable  percent  reduction 
in  infant  mortality  rates  was  higher 
in  black  than  in  white  infants.  The 
majority  of  the  reduction,  about 
64%,  occurred  in  the  postneonatal 
period.  Neonatal  mortaliU^  declined 
76%,  and  postneonatal  mortalih' 
declined  70%  for  black  normal 
birthweight  infants.  For  white  nor- 
mal birthweight  infants,  the  decline 
was  67%  and  50%,  respectively. 
While  the  relative  risk  of  death 
would  appear  to  be  decreasing,  in 
1980-82,  a normal  birthweight  black 
infant  still  had  over  twice  the  risk 
of  dying  in  the  postneonatal  period 
than  a white  infant  (Table  3). 

For  those  infants  w’eighing  <1500 
grams,  black  and  white  infants  have 
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TABLE  1 — Race-Specific  Low  Birthweight  Rates,  Percent  Change  in 
Low  Birthweight  Rates  For  Three  Time  Periods,  Georgia  Resident  Births 


I960 

1974-76 

1980-82 

% Change 

Race/Birthweight' 

Total 

Very  Low 

1.3 

1.3 

1.5 

+ 15 

Intermediate 

7.1 

7.3 

7.1 

0 

Low 

8.4 

8.6 

8.6 

+ 2 

White 

Very  Low 

1.1 

0.9 

1.0 

-9 

Intermediate 

5.8 

5.7 

5.1 

-12 

Low 

6.8 

6.5 

6.1 

-10 

Black 

Very  Low 

1.7 

2.3 

2.5 

+ 47 

Intermediate 

9.0 

10.9 

10.5 

+ 17 

Low 

11.5 

13.2 

13.0 

+ 15 

1.  Birthweight  groups:  Very  Low  (sl500  gm) 

Intermediate  (1501-2500  gm) 
Low  (S2500  gm). 


TABLE  2 — Race  Specific  Infant  Mortality  Rates,'  Percent  Reduction 
euid  Attributable  Percent  Reduction^  in  Infant  Mortality  Rates  for  Three 
Time  Periods,  Georgia  Resident  Births 


1960 

1974-76 

1980-82 

% 

Reduction 

Attributable 
% Reduction 

Race-Specific  Infant 
Mortality  Rates 

Total 

31.6 

18.3 

13.6 

57 

100 

White 

23.7 

13.8 

9.7 

59 

42 

Black 

46.0 

26.7 

20.7 

55 

58 

Birthweight^  Rates 

Very  Low 

779.2 

574.3 

434.3 

44 

26 

Intermediate 

105.1 

46.8 

30.4 

71 

26 

Normal 

15.8 

7.2 

5.3 

66 

48 

1.  Rates  per  1000  live  births 

2.  Attributable  Percent  Reduction  is  the  reduction  in  the  total  infant  mortality  rate  that  resulted 
from  the  reduction  in  the  race  specific  or  birthweight  specific  infant  mortality  rate. 

3.  Birthweight  groups:  Very  Low  (sl500  gm) 

Intermediate  (1501-2500  gm) 

Normal  (>2500  gm). 


similar  survival  and  overall  reduc- 
tion, 41%  and  47%,  respectively,  in 
each  of  the  three  time  periods  (Ta- 
ble 3).  Mortality  for  intermediate  low 
birthweight  infants  decreased  70% 
for  both  black  and  white  infants. 
There  were  no  neonatal  intensive 
care  units  (ICUs)  in  1960;  the  first 
opened  in  the  70s.  For  infants 
weighing  1501-2500  grams,  both 
races  had  similar  survival  in  the  first 
and  last  time  periods.  However,  in 
1974-76,  black  infants  had  a sur- 
vival advantage.  During  this  period, 
black  infants  also  had  higher  neo- 
natal ICU  admission  rates  than  white 
infants,  11%  versus  18%. 

In  summary,  we  expected  a high- 
er attributable  percent  reduction  for 
the  very  low  birthweight  infants  than 
the  23%  we  found.  We  were  sur- 
prised to  find  that  normal  and  in- 
termediate low  birthweight  infants 
accounted  for  52%  and  29%  of  the 
attributable  percent  reduction,  re- 
spectively. The  reduction  that  oc- 
curred in  the  low  birthweight  and 
neonatal  period  we  attributed  to  the 
increasing  and  extensive  use  of 
neonatal  intensive  care.  The  high 
relative  risk  in  black  normal  birth- 
weight infants  during  the  postneo- 
natal  period  led  us  to  believe  that 
we  may  be  missing  a significant  po- 
tential for  reduction  in  these  infants 
during  this  time  period. 

Potential  for  Reduction 

We  found  significant  differences 
in  the  infant  mortality  rates  among 
the  three  sociodemographic  groups. 
These  differences  were  even  more 
exaggerated  when  examined  by  race 
(Table  4).  White  Group  1 infants  had 
an  infant  mortality  rate  of  6 per  1 000 
as  compared  to  21 .7  for  black  Group 
111  infants.  Black  infants  were  more 
likely  to  be  born  to  teenage  mothers 
(29%)  and  mothers  with  less  higher 
education  (17%).  Only  0.6%  of 
white  Group  1 infants,  compared  to 
2.4%  of  black  Group  111  infants,  are 
:sl500  grams  at  birth.  Similar  dif- 
ferences are  seen  in  the  interme- 
diate birthweight  infants.  Differ- 
ences in  the  birthweight-specific 
infant  mortality  rates  for  both  the 
very  low  and  intermediate  low 
birthweight  infants  among  the 
groups  are  small.  However,  more 
meaningful  differences  occur 
among  the  groups  in  the  normal 


birthweight  infants  in  the  neonatal 
and  postneonatal  period. 

We  believe  that  the  greatest  po- 
tential for  reduction  in  infant  mor- 
tality rates  lays  where  them  is  the 
greatest  difference  among  the 
groups  for  the  categories  of  infant 
mortality  strategies.  This  is  best  il- 
lustrated in  Tables  5 and  6.  The 
highest  relative  risk  is  for  normal 
birthweight  infants  in  the  postneo- 
natal period  (column  labeled 
“Post”).  Black  Group  111  infants  are 
almost  8 times  more  likely  to  ex- 
perience death  than  white  Group  1. 
The  relative  risks  for  very  low  and 
intermediate  low  birthweight  in- 


fants are  the  next  highest  differ- 
ence. Although  some  potential  for 
reduction  exists  in  strategies  that 
reduce  neonatal  mortality  in  nor- 
mal birthweight  infants,  there  is  lit- 
tle meaningful  difference  in  the 
strategies  stressing  increased  sur- 
vival of  the  low  birthweight  infants 
(Table  5). 

We  estimate  the  potential  for  re- 
duction in  the  infant  mortality  rates 
to  be  7.0  per  1000  live  births.  Al- 
though 2.8  per  1000  of  this  potential 
for  reduction  is  associated  with  in- 
terventions to  prevent  very  low 
birthweight  infants,  a significant  re- 
duction, 2.2  per  1000,  can  be 
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TABLE  3 — Race  and  Birthweight-Specific  Infant  Mortality  Rates,' 
Relative  Risk,  Percent  Reduction,  and  Attributable  Percent  Reduction,^  in 
Infant  Mortality  Rates  for  Three  Time  Periods,  Georgia  Resident  Births 


Attributable 

% 

% Reduction 

1960 

1974-76 

1980-82 

Reduction 

Race  (Total) 

Race/Birthweight^ 

White 

Very  Low 

810.0 

561.0 

426.0 

47 

28  (12) 

Intermediate 

Normal 

102.0 

56.0 

30.0 

70 

29  (12) 

Neonatal 

5.5 

2.6 

1.8 

67 

19  ( 8) 

Postneonatal 

4.6 

3.0 

2.3 

50 

24  (10) 

Black 

Very  Low 

744.0 

583.0 

440.0 

41 

23  (13) 

Intermediate 

Normal 

108.0 

38.0 

30.0 

71 

25  (15) 

Neonatal 

9.2 

3.6 

2.2 

76 

16  ( 9) 

Postneonatal 

17.6 

6.7 

5.1 

70 

36  (21) 

Relative  Risk* 

Very  Low 

0.9* 

1.0 

1.0 

NA 

Intermediate 

Normal 

1.1 

0.7* 

1.0 

NA 

Neonatal 

1.7* 

1.4* 

1.2* 

Postneonatal 

3.8* 

2.3* 

2.2* 

1.  Rates  per  1000  live  births 

2.  Attributable  Percent  Reduction  is  the  reduction  in  the  total  infant  mortality  rate  that  resulted 
from  the  reduction  in  the  race  specific  or  birthweight  specific  infemt  mortality  rate. 

3.  Birthweight  groups:  Very  Low  (<1500  gm) 

Intermediate  (1501-2500  gm) 

Normal  (>2500  gm). 

4.  The  Relative  Risk  (RR)  for  each  indicator  is  calculated  using  white  women  and  infants  as  the 
reference  population. 

Rate  in  Black  Infemts 

RR  = ^ ^ 

Rate  in  White  Infants 

* 95%  Cl  does  not  include  1 


achieved  in  the  postneonatal  pe- 
riod for  normal  birthweight  infants 
(Table  6).  Smaller  but  appreciable 
reductions  can  be  achieved  in  the 
neonatal  period  which  are  equally 
divided  between  the  very  low  and 
the  normal  birthweight  infants. 
Black  Group  11  infants  could  con- 
tribute the  greatest  reduction  as  a 
group.  It  is  not  surprising  that  a 1.7 
per  1000  drop  in  the  total  infant 
mortality  rate  could  be  achieved  by 
concentrating  on  the  black  Group 
111  rate. 

Discussion 

Although  Georgia’s  mortality  rates 
have  declined  for  all  birthweight  and 
race  groups,  gaps  still  exist.  Over- 
all, the  black-white  gap  increased 
due  to  an  increase  in  very  low  birth- 
weight infants  among  blacks.  Since 
1965,  the  national  trend  for  the  rate 
of  low  birthweight  has  been  slightly 
downward,  and  the  majority  of  the 


decline  is  for  intermediate  low 
birthweight  infants.  Whites  have  had 
a slight  decline  in  very  low  birth- 
weight, while  blacks  have  had  a 
slight  increase  in  this  group.®  This 
is  similar  to  the  trends  in  Georgia. 
If  the  birthweight  distribution  for 
blacks  had  remained  at  the  1960 
rates,  the  total  infant  mortality  for 
blacks  would  have  been  17  per  1000 
instead  of  20.7  with  a relative  risk 
of  1.8.  It  is  difficult  to  say  whether 
blacks  have  experienced  a true  in- 
crease in  low  birthweight.  Much  of 
the  increase  is  likely  due  to  more 
complete  reporting  of  births. 

The  use  of  the  1960  definition  of 
low  birthweight  (<2500  rather  than 
<2500)  may  actually  have  avoided 
a possible  bias.  In  an  analysis  of 
vital  records  data  for  quality  and 
completeness,  Davis  noted  digit 
preference  in  the  recording  of  birth- 
weight.® Using  a definition  of  <2500, 
some  low  birthweight  infants  might 


be  categorized  as  normal  bir- 
thweight. The  extent  of  the  bias 
probably  varies  among  the  time  pe- 
riods, diminishing  in  later  time  pe- 
riods as  awareness  of  low  birth- 
weight increased. 

Much  has  been  written  about  the 
improved  survival  of  low  birth- 
weight infants.  This  has  generally 
been  attributed  to  improvements  in 
obstetric  care,  the  effectiveness  of 
neonatal  ICUs,  and  the  develop- 
ment of  regionalization.'^  Normal 
birthweight  infants  also  seem  to 
have  benefited.  The  reduction  in 
neonatal  mortality  of  these  infants 
is  a major  factor  in  the  decline  in 
overall  infant  mortality.  A study  of 
obstetric  services  and  perinatal 
mortality  in  Norway  found  that  nor- 
mal birthweight  infants  had  a greater 
improvement  in  mortality  with  im- 
proved obstetric  care  than  low 
birthweight  infants.® 

Despite  these  improvements,  a 
gap  still  exists  between  blacks  and 
whites.  It  has  been  noted  previously 
in  Georgia  and  other  areas  that  nor- 
mal birthweight  black  infants  have 
higher  mortality  than  white  in- 
fants.^” Both  black  and  white  in- 
fants in  this  group  had  greater  per- 
cent reductions  in  the  neonatal 
period  than  the  postneonatal,  a pe- 
riod when  mortality  is  thought  to 
be  more  responsive  to  medical 
technology. 

A large  black-white  differential 
exists  in  the  postneonatal  pe- 
riod. Gaps  in  the  postneonatal  pe- 
riod may  reflect  several  perform- 
ance problems  of  access  to  the 
health  care  delivery  system.  As  most 
neonatal  deaths  are  early,  it  is  likely 
that  these  infants  are  already  in  the 
formal  health  care  delivery'  system. 
In  the  postneonatal  period,  the  in- 
fants must  be  brought  back  into  the 
system  to  be  treated.  Parents  must 
be  encouraged  to  bring  infants  early 
for  care  and  must  not  be  penalized 
for  doing  so.  Areas  with  higher  than 
expected  rates  of  postneonatal 
mortality  or  where  rates  have  not 
been  declining  should  consider  re- 
viewing what  health  care  is  avail- 
able for  infants  in  addition  to  well 
child  care.  Particular  care  should 
be  taken  to  avoid  situations  where 
parents  are  punished  for  seeking 
care  sooner  than  needed.  If  an  in- 
fant is  found  not  to  be  ill,  a negative 
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TABLE  4 — Infant  Mortality  Strategy  Indicators:  Infant  Mortality  Rate,*  Very  Low  Birthweight  Rate,^ 

Low  Birthweight  Rate,^  Birthweight  Specific  Mortality  Rate,^  by  Race  and  Sociodemographic  Group"* 

Georgia,  1979-81 


Sociodemographic 

Group 


Infant 

Mortality 

Rate 


Intermediate 

Infant 

Mortality  Strategy 

Neonatal 

Neonatal 

ICU 

Neo 

Post 

ICU 

Birthweight- 

Birthweight- 

Birthweight- 

Birthweight 

Birthweight 

Specific 

Specific 

Specific 

Birthweight 

Distribution 

Specific 

Infant 

Normal 

Postneonatal 

Profile 

Distribution 

For 

Infant 

Mortality 

Mortality 

Mortality 

Percent 

For  Very  Low 

Intermediate 

Mortality 

Rate 

Rate 

Rate 

Total  (Race) 

Birthweight 

Birthweight 

Rate  ^ISOO 

IS01-2S00 

^2500  + 

>2500^ 

White  Group  1 

6.0 

20  (32) 

0.6 

3.9 

390 

33 

1.5 

0.9 

White  Group  2 

9.6 

33  (52) 

0.8 

5.7 

459 

33 

1.9 

2.6 

White  Group  3 

13.9 

10(16) 

1.2 

7.8 

458 

40 

2.2 

4.1 

Black  Group  1 

15.4 

6(17) 

2.0 

9.2 

444 

26 

1.9 

2.8 

Black  Group  2 

18.6 

20 (55) 

2.0 

11.4 

402 

36 

2.5 

5.2 

Black  Group  3 

21.7 

11 (29) 

2.4 

13.6 

421 

32 

2.2 

6.9 

TOTAL 

12.7 

100  (NA) 

1.3 

7.7 

425 

34 

2.0 

3.3 

1.  Rate  is  per  1000  live  births. 

2.  Rate  is  per  100  live  births  expressed  as  percent. 

3.  Rate  is  per  1000  live  births  in  a given  weight  group. 

4.  Previously  defined  groups: 

Group  1:  Women  S20  years  of  age 

>13  years  of  education 
Group  2:  Women  £:20  years  of  age 

si 2 years  of  education 
Group  3:  Women  Sl9  years  of  age 


TABLE  5 — Infant  Mortality  Strategy  Indicators:  The  Relative  Risk*  of  Infant  Mortality,  Very  Low 
Birthweight,  Low  Birthweight,  Birthweight  Specific  Mortality,  by  Race  and  Sociodemographic  Groups 

Georgia,  1979-81 


Intermediate 

Infant  Mortality  Strategy  Neonatal 


Sociodemographic 

Group 

Infant 

Mortality 

Rate 

Profile 
Percent 
Total  (Race) 

Birthweight 
Distribution 
For  Very  Low 
Birthweight 

Birthweight 

Distribution 

For 

Intermediate 

Birthweight 

Neonatal 

Birthweight- 

Specific 

Mortality 

Rate 

<1500 

ICU 

Birthweight 

Specific 

Infant 

Mortality 

Rate 

1501-2500 

Neo 

Birthweight- 
Specific 
Normal 
Mortality 
Rate 
>2500  + 

Post 

Birthweight- 
SpeciHc 
Postneonatal 
Mortality 
Rate 
>2500  + 

White  Group  1 

1.0 

20  (32) 

1.0 

1.0 

1.0 

1.0 

1.0 

1.0 

WTiite  Group  2 

1.6 

33 (52) 

1.3 

1.5 

1.2 

1.0 

1.3 

2.9 

IVhite  Group  3 

2.3 

10(16) 

2.0 

2.0 

1.2 

1.2 

1.5 

4.5 

Black  Group  1 

2.6 

6(17) 

3.3 

2.3 

1.1 

0.8 

1.3 

3.1 

Black  Group  2 

3.1 

20  (55) 

3.3 

2.9 

1.0 

1.1 

1.7 

5.7 

Black  Group  3 

3.6 

11 (29) 

4.0 

3.5 

1.1 

1.0 

1.5 

7.7 

TOTAL 

100  (NA) 

2.2 

2.0 

1.1 

1.0 

1.3 

3.7 

1.  The  Relative  Risk  for  each  indicator  is  calculated  using  White  Group  I women  and  infeuits  as  the  reference  population. 

Rate  in  specific  sociodemographic  group 

RR  — ~ ~ I 

Rate  in  White  Group  I 

2.  Previously  defined  groups: 

Group  1:  Women  &20  years  of  age 

^13  years  of  education 
Group  2:  Women  £20  years  of  age 

si 2 years  of  education 
Group  3:  Women  Sl9  years  of  age 


response  from  health  care  person- 
nel may  cause  the  parents  to  delay 
the  next  time  with  unfortunate  re- 
sults. 


Numerous  studies  have  found 
that  low  birthweight  black  infants 
have  better  neonatal  survival  than 
white  infants  of  the  same  birth- 


weight;^' less  has  been  written 
about  infant  survival.  The  infant 
mortality  rates  presented  here  have 
generally  been  very  similar  for  both 
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TABLE  6 — The  Potential  for  Reduction,'  in  the  Infant  Mortality  Rate  for  Each  Infant  MortaJity  Strategy,  by 

Race  and  Sociodemographic  Group,^  Georgia,  1979-81 


Infant  Mortality  Strategy 
Birthweight 
Birthweight  Distribution 

Infant  Distribution  For  Intermediate 

Mortality  For  Very  Low  Intermediate  Neonatal  Neonatal 


Group 

Rate 

Profile 

Birthweight 

Birthweight 

ICU 

ICU 

Neo 

Post 

Total 

White  Group  1 

6.0 

23  (31) 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

White  Group  2 

9.6 

38  (53) 

0.2 

0.2 

0.2 

0.0 

0.1 

0.5 

1.2 

White  Group  3 

13.9 

11 (16) 

0.4 

0.1 

0.1 

0.0 

0.1 

0.3 

0.9 

Black  Group  1 

15.4 

5(18) 

0.4 

0.1 

0.1 

0.0 

0.0 

0.1 

0.6 

Black  Group  2 

18.6 

15 (54) 

1.1 

0.4 

0.1 

0.1 

0.2 

0.7 

2.6 

Black  Group  3 

21.7 

8(28) 

0.8 

0.3 

0.1 

0.0 

0.1 

0.5 

1.7 

TOTAL 

12.7 

100  (NA) 

2.8 

1.1 

0.5 

0.1 

0.4 

2.2 

7.0 

1.  The  Potential  for  Reduction  is  calculated  using  White  Group  1 women  and  infants  as  the  reference  population  and  is  expressed  per  1000  total 
live  births.  For  example,  if  black  group  3 infants  experienced  rates  comparable  to  white  group  I rates,  the  total  infant  mortality  rate  would 
decrease  by  1.7  per  1000,  0.5  per  1000  of  which  would  be  in  the  postneonatal  period  to  infants  who  weighed  £2500  g^s  at  birth. 

2.  Previously  defined  groups: 

Group  1:  Women  £20  years  of  age 

£13  years  of  education 
Group  2:  Women  £20  years  of  age 

Si 2 years  of  education 
Group  3:  Women  sl9  years  of  age 


races,  except  for  the  marked  differ- 
ence in  the  1974-76  period  for  larger 
low  birthweight  infants. 

Better  access  to  neonatal  ICUs 
may  explain  the  survival  advantage 
of  intermediate  low  birthweight 
black  infants  in  1974-76.  Neonatal 
ICUs  tend  to  be  in  large  metropol- 
itan hospitals  where  blacks  are 
likely  to  deliver,  allowing  better  ac- 
cess to  the  units  for  these  infants 
at  a time  when  the  concept  of  re- 
gionalization and  transfer  was  em- 
bryonic. In  1974-76,  over  a quarter 
of  black  births  were  at  tertiary  cen- 
ters, compared  to  5%  of  white  births. 
Very  low  birthweight  black  infants 
also  had  higher  admission  rates,  but 
no  survival  advantage.  Neonatal 
ICUs  at  that  time  were  probably 
more  effective  for  intermediate  low 
birthweight  infants. 

In  the  1980-82  period,  neonatal 
ICU  admission  rates  are  similar  for 
both  races.  Blacks  are  still  twice  as 
likely  to  deliver  at  tertiary  centers, 
31  versus  15%  for  whites.  Over  31% 
of  white  very  low  birthweight  in- 
fants, however,  were  born  at  tertiary 
centers  (41%  of  very  low  birth- 
weight black  infants  were).  In  1980- 
82,  level  II  hospitals  were  providing 
care  routinely  for  intermediate  low 
birthweight  infants.  Forty-two  per- 
cent and  45%,  respectively,  of  white 
and  black  intermediate  low  bir- 
thweight infants  were  born  at  level 
II  or  III  hospitals. 


In  1980-82,  the  infant  mortality  rate 
for  Georgia  was  13.6.  The  rate 
for  white  infants  was  9.7,  very  close 
to  the  1990  objective;  the  rate  for 
black  infants  of  20.7  would  need  to 
be  reduced  42%  to  achieve  a rate 
of  12.  (If  whites  achieve  a rate  of  9 
per  1000  and  blacks  a rate  of  12, 
the  rate  for  the  state  as  a whole 
would  be  over  10  per  1000  because 
of  the  high  percent  of  black  births.) 
The  black-white  gap  exists  because 
of  two  major  factors,  the  higher  low 
birthweight  rate  and  higher  mortal- 
ity for  normal  birthweight  infants.'® 
To  achieve  parity,  both  areas  must 
be  addressed. 

Our  comparison  of  group  spe- 
cific mortality  rates  provide  consid- 
erable data  for  thought,  particularly 
for  postneonatal  mortality.  The  very 
low  and  intermediate  birthweight 
rates  have  been  very  resistant  to 
change  in  the  past  25  years.  There- 
fore, when  we  consider  the  true  po- 
tential for  reduction,  we  must  take 
into  account  where  we  have  already 
been  very  successful  at  reducing 
birthweight-specific  mortality  rates. 
We  have  the  medical  expertise  to 
lower  the  mortality  of  all  normal 
birthweight  infants.  This  would 
seem  an  obvious  strategy,  to  apply 
what  we  know  and  assure  that  we 
are  doing  these  things  correctly. 

For  strategies  directed  at  chang- 
ing the  birthweight  distribution,  it 
is  less  clear  that  we  are  doing  the 


right  things.  Basic  research  may 
provide  some  answers.  New  strat- 
egies should  be  proposed  but 
should  be  properly  evaluated  be- 
fore being  implemented  on  a broad 
scale.  The  disparity  in  race-specific 
group  low  birthweight  rates  also 
suggests  that  interventions  may  not 
be  carried  out  correctly.  Before  em- 
barking on  expensive  research 
schemes  or  large  scale  clinical 
trials,  we  should  be  certain  that  the 
strategies  we  know  to  be  effective 
in  altering  birthweight  distribution 
are  being  done  correctly. 

Conclusion 

Considerable  reduction  in  infant 
mortality  rates  can  be  achieved 
through  focusing  on  interventions 


We  have  the  medical 
expertise  to  lower  the 
mortality  of  all  normal 
birthweight  infants. 
This  would  seem  an 
obvious  strategy,  to 
apply  what  we  know 
and  assure  that  we  are 
doing  these  things 
correctly. 
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For  strategies  directed 
at  changing  the 
birthweight 
distribution,  it  is  less 
clear  that  we  are  doing 
the  right  things. 


directed  at  the  normal  birthweight 
infant  in  the  postneonatal  period. 
To  prevent  an  increase  in  infant 
mortality  and  a widening  of  the  gap 
between  groups,  survival  for  spe- 
cific birthweight  groups  must  be 
maintained.  Access  to  higher  level 
care  and  neonatal  ICUs  must  con- 
tinue; both  low  and  normal  birth- 
weight infants  benefit.  Black  and 
white  infants  have  similar  birth- 
weight specific  survival  for  low  bir- 
thweight infants.  For  infants  in  the 
postneonatal  period,  there  must  be 
ready  access  to  medical  care.  Fur- 
ther study  of  cause-specific  mor- 
tality in  the  postneonatal  period  will 
highlight  the  strategies  which  need 
to  be  emphasized. 
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ilONSOFAMERICANS 
ESUFFERINGFROMA 


SERIOUS  HEALTH  PROBLEM. 


Time  to  face  the  fact  that  being  overweight  increases  your  risk  of 
heart  attack  and  to  begin  a program  of  healthy  diet  and  exercise.  After 
all,  it’s  easier  to  treat  a case  of  denial  now  than  a heart  attack  later. 

^American  Heart  Association 

WE'RE  FIGHTING  FOR  YOUR  LIFE 

This  space  provided  as  a public  service. 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


BUILDING  922,  NORTH  END 
FORT  GILLEM 

FOREST  PARK,  GA  30050-5000 
(404)  362-3374 

* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDKINE.  BE  AUYOU  CAN  BE. 
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A Medic  Computer  System  Located 
Hundreds  Of  Unpaid  Medicai  Biiis. 


And  Not  By  Accident. 


It’s  true.  When  a Medic  Computer  System  replaced 
anotherinone  large  practice,  itfound  thousands  of  dollars 
in  bills  never  sent  and  insurance  claims  never  filed. 

Medic  can  help  solve  your  cash  flow  problems  just 
as  easily.  Since  each  transaction  has  a unique  number, 
payments  are  easy  to  track.  Our  Aged  Accounts  Receiv- 
able Report  will  list  overdue  accounts  by  any  amount  or 
time  frame  you  choose.  And  our  Aged  Insurance  Claims 
Report  even  calculates  the  number  of  days  since  a 
claim  was  filed.  So  you  can  act  before  a bill  gets  too  large 
or  a claim  gets  too  old. 

Medic’s  already  at  work  in  more  than  2,000  prac- 
tices from  coast  to  coast.  And  more  than  6,000  physicians 
enjoy  the  security  of  a system  backed  by  a $2.5  billion 
organization.  PlusTexas  Instruments  hardware,  a leader 
in  expandability,  compatibility  and  reliability.  That  makes 
Medic  the  system  you  can  start  with  and  stay  with. 

So  choose  a system  that  will  turn  your  bottom  line 


around.  Call  Medic.  The  specialists  in  computer 
systems  for  America’s  medical  community. 


Texas 

Instruments 


cowuiN&poooucrs 

aiTHOflizeo 

SflL€S 


j^lease  tell  me  how  Medic  Computer  Systems  can  help  my  practic^ 
Name  • 

I Address  I 

City 

State  Zip 

I Phone ( 

I Specialty _ 

) Numherof  physicians  in  practice 

Medic  Computer  Systems 

8601  Six  Forks  Rd.,  Suite  300,  Raleigh  NC  27615 

1/89GA  1 

medK 

computer  systems 


8601  S/x  Forks  Rd.,  Suite  300  Raleigh,  NC  27615, 919,847-8102.  In  NC  Cali:  1-800-877-5673.  Outside  NO  Call:  1-800-334-8534. 

Other  Offices:  Ann  Arbor,  Atlanta,  Austin,  Chicago,  Cincinnati,  Dallas,  Denver,  Ft.  Lauderdale,  Hartford,  Houston,  Jackson,  Kansas  City,  Los  Angeles, 
Minneapolis,  Nashville,  Oklahoma  City,  Orlando,  Philadelphia,  Phoenix,  Pittsburgh,  Richmond,  San  Antonio,  San  Diego,  San  Francisco,  Tampa. 
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and  older  adults 


in  smokers 


infection 


More 


THE  LOWER  RESPIRATORY  TRACT- 


# 

Experience  counts 


tefodor 


Pulvules'' 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae,  Haemophilus  influemae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci]. 
Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  CECtOR  should  be  administered  cautiously  to  penicillin- 
sensitive  PATIENTS  penicillins  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
allergenicity  possible  reactions  include  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms. 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins. 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Although  dosage  ad|ustments  in 


moderate  to  severe  renal  impairment  are  usually  not  reguired,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old,  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients. 
Adverse  Reactions:  (percentage  of  patients] 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include: 

a Gastrointestinal  (mostly  diarrhea);  2.5%. 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever],  1 5%: 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor.  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported. 

• Other:  eosinophilia,  2%:  genital  pruritus  or  vaginitis,  less  than  1%. 
and.  rarely,  thrombocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children) 

• Abnormal  urinalysis:  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  stnp.  Lilly).  opoesi: 

Additional  information  available  from  fv  235i  amp 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina.  Puerto  Rico  00630 
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Pediatric  Oncology  Update 

Deborah  L Carter,  M.D.,  Elizabeth  M.  Kurczynski,  M.D. 


There  has  been  an  explosion  of 
knowledge  in  the  field  of 
pediatric  oncology  in  the  past  20 
years,  and  some  of  the  most 
impressive  strides  have  been 
made  in  the  treatment  of  Acute 
Lymphoblastic  Leukemia  (ALL).  In 
1965,  fewer  than  1%  of  patients 
with  ALL  were  reported  to  be 
long-term  survivors.  Today,  95% 
of  children  with  ALL  will  achieve 
remission  and  80  to  85%  will  be 
cured.  The  overall  cure  rate  for  all 
acute  leukemias  (lymphoblastic 
and  non-lymphoblastic)  has 
improved  to  50%. 

Cancer  is  the  leading  cause  of 
death  from  disease  in  children 
less  than  15  years  of  age,  and 
leukemia  is  the  most  common 
malignancy  in  this  age  group. 
Leukemia  occurs  at  an  incidence 
of  4/100,000/year,  and  80%  of 
these  chldren  will  have  ALL,  while 
the  remaining  20%  will  have 
Acute  Non-Lymphoblastic 
Leukemia  (ANLL).  On  the  basis  of 
these  data  alone,  it  is  apparent 
that  leukemia,  although  rare,  is  a 
I significant  disease  of  childhood, 
t and,  accordingly,  there  is  much 
I encouragement  over  the  improved 
j survival  rates.’ 

Wilms’  Tumor  is  another 
I pediatric  tumor  which,  over  the 
past  20  years,  has  seen  long-term 
survival  increase  dramatically 
1 from  about  15%  in  1950  to  almost 
! 90%  in  the  1980s.  The  first 
National  Wilms’  Tumor  Study  was 
started  in  1969^  and  was  the  first 
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e importance  of 
the  protocol  concept 
cannot  be 

overemphasized;  it  is 
the  model  for  providing 
quality  care  to  the 
pediatric  oncology 
population.  ^ 

protocol  developed  as  a 
cooperative  effort  between  the 
three  pediatric  oncology  groups. 
Currently,  almost  every  major 
pediatric  oncology  center  in  the 
U.S.  and  Canada  treats  patients 
according  to  the  fourth  Wilms’ 
Tumor  Study.  As  a result  of  the 
group  studies,  tumor 
histopathology  has  been 
modified.^  Children  who  have  the 
anaplastic  or  clear  cell  sarcoma 
variants  are  now  known  to  have 
poorer  survival  rates  and  are, 
therefore,  treated  with  more 
radiotherapy  and  more  intensive 
chemotherapy,  including 
Adriarnycin  and  Cis-Platinum.  In 
addition,  staging  has  been 
refined,  surgical  guidelines 
improved,  and  therapy  has  been 


Dr.  Carter  is  Chief,  Section  Hematology/ 
Oncology,  and  Medical  Director,  Oncology  Unit, 
Scottish  Rite  Children’s  Hospital,  lOOl  Johnson 
Ferry  Rd.,  Atlanta,  GA  30363;  and  Dr.  Kurczynski 
is  Director,  Comprehensive  Hemophilia  Clinic, 
Scottish  Rite  Children’s  Hospital,  Atlanta.  Send 
reprint  requests  to  Dr.  Carter. 


decreased  for  children  with 
favorable  histology  and  Stage  I or 
II  tumors.'’ 

A similar  multidisciplinary 
approach  to  Rhabdomyosarcoma 
has  produced  a significant 
increase  in  cure  rate  since  the 
first  Intergroup 

Rhabdomyosarcoma  Study  was 
begun  in  1972.^  This  tumor  most 
commonly  presents  as  a painless, 
rapidly  growing  subcutaneous 
mass  but  also  occurs  in  the  orbit, 
nasopharynx,  parameningeal 
areas,  genitourinary  tract 
(including  the  botryoid  histologic 
variant),  and  retroperitoneu.m.  The 
improvement  in  survival  rate  from 
55%  in  IRS-I  to  65%  in  IRS-II  was 
due  to  multimodal  therapy.  Early, 
aggressive  surgery  for  both  tumor 
removal  and  lymph  node 
sampling  for  accurate  staging  is 
combined  with  intensive  pulses  of 
chemotherapy  and  radiotherapy  to 
residual  tumor.  As  with  Wilms’ 
Tumor,  children  with  Stage  I and 
II  disease  are  now  given  less 
intense  and  shorter  duration 
chemotherapy  and  experience 
cure  rates  of  80-95%.® 

While  the  above  two  tumors 
continue  to  show  improving 
survival  rates,  the  prognosis  for 
children  with  neuroblastoma  has 
not  changed  much  in  the  past  20 
years.  Children  under  1 year  of 
age  at  diagnosis  have  an  82% 
survival  rate,  but  children  who  are 
over  2 have  a survival  rate  of  only 
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10%/  Current  research  is  studying 
the  effect  of  the  n-myc  oncogene 
which  is  present  in  multiple 
copies  in  children  with  rapidly 
progressive  neuroblastoma/  and 
the  use  of  neuron-specific  enolase 
levels  as  a prognostic  factor. 

Some  of  the  approaches  currently 
being  used  for  Stage  IV  patients 
are  high  dose  melphalan  therapy 
followed  by  bone  marrow 
transplant  from  a sibling  or  the 
patient’s  own  stored  (autologous) 
marrow,  high  dose  chemotherapy 
with  total  body  radiation,  and 
“second  look”  and  occasionally 
“third  look”  surgery  for  more 
complete  tumor  removal. 

The  past  20  years  have  seen 
great  strides  in  the  diagnosis  and 
treatment  of  non-Hodgkin’s 
lymphomas.  Improvements  in 
immunologic  typing  have  shown 
that  most  lymphoblastic 
lymphomas  are  of  T cell  origin 
and  respond  to  intensive 
chemotherapy  similar  to  that  used 
for  poor-prognosis  ALL.  The 
undifferentiated,  Burkitt’s,  and 
histiocytic  lymphomas  are  all  B 
cell  phenotypes  and  express 
surface  immunoglobulins.  The 
intensive  multidrug 
chemotherapeutic  protocols  that 
are  now  being  used  for  these 
children  produce  long-term 
survival  rates  of  over  90%  for 
localized  disease,  and  50-75%  for 
extensive  disease. 

Other  areas  of  childhood 
cancer  have  shown  more  modest 
improvements  in  survival.  Brain 
tumors,  osteogenic  sarcoma,  and 
Ewing’s  tumor  have  responded  to 
earlier  diagnosis  and  improved 
staging,  but  results  are  still 
disappointing.  These  tumors  are 
frequently  metastatic  at  diagnosis 
and  far  less  responsive  to 
chemotherapy  than  lymphomas 
and  leukemias.  We  hope  that 
these  tumors,  too,  will  yield  to 
new  and  more  effective 
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approaches  that  can  best  be 
tested  in  a multidisciplinary, 
cooperative  group  setting. 

^The  past  20  years 
have  seen  great  strides 
in  the  diagnosis  and 
treatment  of  acute 
lymphoblastic 
leukemia,  Wilms’ 
Tumor,  and  non- 
Hodgkin’s  lymphoma 
in  children.  The 
prognosis  for  those 
with  neuroblastoma, 
however,  has  not 
changed  much  in  this 
time  period,  f 

Why  has  the  outlook  for  these 
patients  changed  so 
dramatically  over  the  past  20 
years?  The  answer  is 
multifactorial,  but  the  most 
pivotal  reason  is  the  pediatric 
cooperative  cancer  group  effort. 
Through  these  cooperative 
groups,  pediatric  oncology 
centers  can  pool  their  data  and 
work  toward  providing  these 
patients  with  the  most  efficacious, 
least  toxic  chemotherapeutic 
protocols.  Other  factors  include: 
more  accurate  diagnostic 
methods,  more  sophisticated 
radiation  therapy,  more  specific 
and  aggressive  chemotherapy, 
improved  bone  marrow 
transplantation  technique,  and  the 
multidisciplinary  approach  to  the 
pediatric  cancer  patient. 

The  importance  of  the  protocol 
concept  cannot  be 
overemphasized;  it  is  the  model 
for  providing  quality  care  to  the 


pediatric  oncology  population.^  In 
one  study,  data  show  that  patients 
treated  with  an  organized  protocol 
had  a 60%  5-year  disease-free 
survival  rate  compared  with  a 
19%  5-year  disease-free  survival 
for  those  not  treated  according  to 
an  organized  protocol. 

These  numbers  speak  for 
themselves  and  underscore  this 
key  element  in  the  improvement 
of  outcome  in  the  pediatric 
oncology  population.  Through  the 
efforts  of  the  cooperative  study 
groups,  children  with  cancer  are 
being  cured  and  are  growing  into 
healthy  adults.  By  the  year  1990, 
one  in  every  1 ,000  young  adults 
age  20  will  be  a childhood  cancer 
survivor. 

The  future  looks  bright  for 
pediatric  oncology,  and  the  hope 
is  that  the  research  efforts  of  the 
next  several  years  will  prove  as 
productive  as  the  last  20  years 
have  been. 
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A Primer  on  the  Medicare/Medicaid  Anti-Kickback  Provisions 

Robert  N.  Berg 


IN  RECENT  YEARS,  there  has  been 
a marked  increase  in  the 
quantity  and  scope  of  multi- 
physician and  physician-hospital 
joint  ventures  — to  build  and  own 
medical  office  buildings;  to 
develop  and  own  diagnostic 
centers  and  outpatient  facilities; 
to  own  and  operate  reference 
laboratories;  etc.  Since,  in  many 
cases,  the  physician-owners 
participating  in  these  joint 
ventures  are  also  referral  sources 
(referring  patients  or  specimens 
to  the  facilities  in  which  they  have 
an  ownership  interest),  physicians 
have  had  to  assess  the  risk  that 
their  participation  might  violate 
the  Medicare/Medicaid  Fraud  and 
Abuse  statutes  (the  “anti-kickback 
provisions”).  This  Legal  Page 
article  takes  a closer  look  at  the 
relevant  statutes  and  case  law  in 
this  area. 

General  Statutory  Framework 

Both  the  Medicare’  and 
Medicaid^  statutes  contain  broad 
prohibitions  against  the 
solicitation  or  receipt  of 
1 kickbacks,  bribes,  rebates,  or 
other  remuneration  in  return  for 
I the  referral  of  Medicare  or 
Medicaid  patients  or  services. 

^ Specifically,  it  is  unlawful  for  any 
I person  knowingly  and  willfully  to 
solicit  or  receive  any 
j remuneration  (including  any 
kickback,  bribe  or  rebate)  directly 
or  indirectly,  overtly  or  covertly,  in 
cash  or  in  kind,  in  return  for 
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This  article  discusses 
issues  relevant  to 
physician  involvement 
in  multi-physician  or 
hospital-physician  joint 
ventures  and  the 
questions  concerning 
anti-kickback  statutes 
that  often  arise,  ^ 

referring  an  individual  to  a person 
for  the  furnishing  or  arranging  for 
the  furnishing  of  any  item  or 
service  for  which  payment  may  be 
made  in  whole  or  in  part  under 
the  Medicare  or  Medicaid 
programs,  or  in  return  for 
purchasing,  leasing,  ordering,  or 
arranging  for  or  recommending 
purchasing,  leasing,  or  ordering 
any  good,  facility,  service,  or  item 
for  which  payment  may  be  made 
in  whole  or  part  under  the 
Medicare  or  Medicaid  program.  It 
is  also  unlawful  for  any  person 
knowingly  or  willfully  to  offer  to 
pay  or  pay  any  remuneration  in 
order  to  induce  a person  to  make 
such  a referral,  purchase,  lease, 
order,  or  arrangement. 


This  article  was  prepared  at  the  request  of  the 
Journal.  Mr.  Berg  is  a partner  in  the  law  firm  of 
Vincent,  Chorey,  Taylor  & Fell,  Suite  1 700,  The 
Lenox  Building,  3399  Peachtree  Road,  NE, 
Atlanta,  Georgia  30326.  Send  reprint  requests  to 
Mr.  Berg. 


There  are  two  statutory 
exceptions  to  this  general 
prohibition:  First,  the  general 
prohibition  against  kickbacks  is 
not  applicable  to  a “discount  or 
reduction  in  price  obtained  by  a 
provider  of  services  or  other  entity 
under  [the  Medicare  or  Medicaid 
statutes]  if  the  reduction  in  price 
is  properly  disclosed  and 
appropriately  reflected  in  the 
costs  claimed  or  charges  made  by 
the  provider  or  entity  under  the 
[Medicare  or  Medicaid  statutes].”^ 
In  addition,  the  anti-kickback 
provisions  are  not  applicable  to 
“any  amount  paid  by  an  employer 
to  an  employee  (who  has  a bona 
fide  employment  relationship  with 
such  employer)  for  employment 
in  the  provision  of  covered  items 
or  services”  under  Medicare  or 
Medicaid.'' 

Moreover,  under  the  Medicare 
and  Medicaid  Patient  and 
Program  Protection  Act  of  1987,^ 
the  Secretary  of  the  Department  of 
Health  and  Human  Services  is 
required  to  issue  final  regulations 
specifying  various  types  of 
commercial  arrangements  and 
payment  practices  which  will  not 
be  subject  to  prosecution  under 
the  anti-kickback  statutes.  These 
regulations  must  be  published  in 
final  form  within  2 years  of  the 
enactment  of  the  statute. 

Presently,  draft  regulations, 
prepared  by  the  Office  of 
Inspector  General,  are  being 
considered  by  the  United  States 
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Department  of  Justice  (the  federal 
agency  charged  with 
responsibility  for  enforcing  the 
Medicare/Medicaid  penalty 
provisions),  but  it  is  not  expected 
that  these  regulations  will  be 
finalized  much  before  the  August, 
1989,  deadline. 

Application  of  the  Anti-Kickback 
Provisions  by  the  Courts  and 
Regulatory  Agencies 

Historically,  the  original  anti- 
kickback provisions  were  enacted 
in  1972,  to  “provide  penalties  for 
certain  practices  which  have  long 
been  regarded  by  professional 
organizations  as  unethical,  as 
well  as  unlawful  in  some 
jurisdictions.  . . .”®  Since  their 
enactment,  the  anti-kickback 
prohibitions  typically  have  been 
applied  in  cases  involving  blatant 
kickback  arrangements.  For 
example,  successful  challenges 
have  been  brought  against 
arrangements  involving  (i)  the 
proposed  payment  of  a 15% 
rebate  by  a clinical  laboratory  in 
exchange  for  the  referral  of 
Medicare  and  Medi-Cal  business, 

(ii)  the  extraction  of  cash 
payments  and  alcohol  by  nursing 
home  administrators  from 
pharmacies  and  physical 
therapists  in  exchange  for  the 
referral  of  Medicaid  business,  and 

(iii)  the  solicitation  and  receipt  of 
cash  payments  from  a clinical 
laboratory  in  exchange  for  the 
referral  of  Medicare  and  Medicaid 
blood  and  tissue  specimens.^ 

Additionally,  the  anti-kickback 
prohibitions  have  been  applied  to 
more  complicated  or  disguised 
referral  arrangements.  For 
example,  successful  challenges 
have  been  brought  against 
arrangements  involving  (i) 
payments  by  medical  laboratories 
to  administrators  of  medical 
clinics  for  specimen  referrals, 
through  the  creation  of  separate 
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laboratories  owned  by  bogus 
corporations,  (ii)  the  payment  of 
consulting  fees  by  pharmacies  to 
dummy  management 
corporations,  which  funnelled  the 
payments  to  nursing  home 
owners,  and  (iii)  the  payment  of 
“consulting  fees”  to  physicians  in 
return  for  laboratory  referrals,  with 
the  fees  held  in  escrow 
administered  by  a physician- 
owned  corporation  and, 
ultimately,  used  to  purchase 
ownership  of  the  laboratory.® 

In  each  of  these  cases,  the 
arrangement  involved  was 
structured  primarily  for  no 
legitimate  reason,  but  rather  to 
provide  payments  (kickbacks)  to 
physicians  or  providers  in  return 
for  the  referral  of  patients  or 
specimens,  and  thus  supported  a 
narrow  interpretation  of  the  anti- 
kickback prohibitions.  This 
changed,  however,  in  1985,  when 
the  United  States  Court  of  Appeals 
for  the  Third  Circuit  decided  the 
case  of  United  States  u.  Greber.^ 

In  Greber,  the  Third  Circuit  held 
that  payments  intended  to  induce 
a physician  to  utilize  the  services 
of  a particular  diagnostic  facility 
violated  the  provisions  of  the 
Medicare  anti-kickback  statute, 
regardless  of  whether  those 
payments  were  intended  also  to 
compensate  the  physician  for 
actual,  valuable  professional 
services  rendered.  In  particular, 
the  Court  upheld  the  trial  court’s 
charge  to  the  jury  that  “even  if  the 
physician  interpreting  the  test  did 
so  as  a consultant  to  [the 
diagnostic  facility],  that  fact  was 
immaterial  if  a purpose  of  the  fee 
[paid  by  the  diagnostic  facility]  to 
the  physician  was  to  induce  the 
ordering  of  services  [by  the 
physician]  from  [the  diagnostic 
facility].”'®  From  this,  the  Greber 
case  came  to  be  read  as  perhaps 
standing  for  the  proposition  that 


any  payment  by  a health  care 
facility  to  a physician  which  is 
motivated,  even  in  part,  by  a 
desire  to  induce  the  physician  to 
refer  patients  to  the  facility,  may 
constitute  an  unlawful  activity 
under  the  anti-kickback  statutes. 

^ In  spite  of  the 
current  draft  of  the 
*^safe  harbor** 
regulations,  there  may 
still  remain  a 
significant  number  of 
legitimate  joint  venture 
activities  between 
hospitals  and 
physicians,  or  among 
physicians,  which  might 
be  construed  as  or  at 
least  raise  the 
possibility  of  being 
violative  of  the  anti- 
kickback 
prohibitions,  y 

At  about  the  same  time  as  the 
Greber  opinion,  the  Health  Care 
Financing  Administration  (HCFA) 
(the  federal  agency  charged  with 
responsibility  for  administrating 
the  Medicare  and  Medicaid 
programs),  in  an  intermediary 
letter,"  indicated  that  payments 
made  by  durable  medical 
equipment  suppliers  to  respiratory 
therapists  designed  to  induce 
those  therapists  to  refer  Medicare 
or  Medicaid  patients  to  the 
suppliers  would  violate  the  anti- 
kickback statutes,  whether  or  not 
the  payments  were  made  for 
services  actually  rendered.  In 
HCFA’s  view,  an  “opportunity  to 
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generate  a fee”  was  itself  a form 
of  remuneration,  the  payment  of 
which,  in  return  for  the  referral  of 
Medicare  or  Medicaid  patients, 
would  violate  the  anti-kickback 
statutes.  (Subsequently,  through 
the  issuance  of  a Program  Memo, 
HCFA  superseded  this 
Intermediary  Letter,  specifically 
deleting  the  reference  to  “fee- 
generating opportunities.”)’^ 

As  a result  of  the  Greber  case 
and  the  HCFA  opinion,  a 
tremendous  amount  of  uncertainty 
has  developed  in  the  health  care 
field;  questions  have  arisen  as  to 
the  applicability  of  the  anti- 
kickback statutes  to  a wide  variety 
of  activities,  ranging  from 
percentage  leases  between 
facilities  and  physicians  and 
physician  incentive  payments  by 
hospitals,  to  waivers  of  Medicare 
co-payments  and  deductibles  and 
hospital-physician  joint  ventures. 

In  fact,  based  upon  these 
concerns,  many  physicians  and 
other  health  care  providers  have 
been  hesitant  to  become  involved 
in  any  arrangement  which 
contains  both  (i)  payments  to  the 
physicians,  and  (ii)  referrals  of 
patients  by  the  physicians  to  the 


payment  source.  Similarly,  many 
physicians  have  elected  to 
participate  only  in  those  joint 
ventures  where  the  return  to  the 
investing  physician  is  based 
solely  on  that  physician’s 
investment,  rather  than  in  any  way 
on  the  volume  or  value  of  the 
physician’s  patient  or  specimen 
referrals. 

Conclusion 

Until  such  time  as  the  new 
“safe  harbor”  regulations  are 
promulgated  under  the  Medicare 
and  Medicaid  Patient  and 
Program  Protection  Act  of  1987, 
and/or  until  new  judicial  opinions 
further  interpret  the  anti-kickback 
statutes,  there  will  remain  a great 
deal  of  uncertainty  as  to  the  exact 
boundaries  of  the  Medicare/ 
Medicaid  anti-kickback 
provisions.  Indeed,  based  upon 
the  current  draft  of  the  “safe 
harbor”  regulations,  promulgation 
of  these  regulations  may  not 
remove  a great  deal  of  the 
uncertainty  — there  may  still 
remain  a significant  number  of 
legitimate  joint  venture  activities 
between  hospitals  and  physicians, 
or  among  physicians,  which 


might  be  construed  as  or  at  least 
raise  the  possibility  of  being 
violative  of  the  anti-kickback 
prohibitions.  At  this  point  in  time, 
however,  physicians  desiring  to 
become  involved  in  joint  ventures 
must  continue  to  assess  the  risk 
in  each  case  that  their 
involvement  may  also  create 
potential  exposure  to  liability 
under  the  anti-kickback  statutes. 


Notes 

1.  42  U.S.C.  §1395nn(b). 

2.  42  U.S.C.  §1396h(b). 

3.  42  U.S.C.  §§1395nn(b)(3)(A), 
1396h(b)(3)(A). 

4.  42  U.S.C.  §§1395nn(b)(3)(B), 
1396h(b)(3)(B). 

5.  Pub.L.  100-93,  effective  August  18,  1987. 

6.  H.  Rep.  No.  92-231,  92d  Cong.,  2d  Sess. 
(May  26,  1971),  reprinted  in  1972-1974  U.S.  Code 
Cong.  & Ad.  News  at  4989,  5093. 
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Laboratory,  Inc.,  650  F.2d  223  (9th  Cir.  1981); 

U.S.  u.  Perlstein,  632  F.2d  661  (6th  Cir.  1980); 

U.S.  V.  Hancock,  604  F.2d  999  (7th  Cir.  1979). 

8.  See,  e.g.,  U.S.  v.  Universal  Trade  and 
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Guide,  Para.  34,544  (January,  1985). 
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Comprehensive  Care  For  Your  Patient 
Is  Within  Reach  at  CPC  Parkwood 

With  over  40  years  of  service  to  the  When  a patient  requires  both  psychiatric 

Atlanta  community,  CPC  . and  chemical  dependency  care,  our  staff 

Hospital  has  a proud  tradition  of 
excellence  in  comprehensive  patient 
care.  Our  progressive  treatment 
programs  are  designed  to  meet  the 
diverse  needs  of  patients  with 
difficult  problems. 

We  offer  adult,  adolescent,  and 
children’s  programs  for  psychiatric 
and  chemical  dependency  treat- 
ment— and  more.  We  specialize  in 
programs  for  treating  co-depen- 
dency, eating  disorders,  anxiety 
disorders,  and  the  impaired 
professional. 


1999  Cliff  Valley  Way,  N.E.  Atlanta,  Georgia  30329  (404)  633-8431  Proud  Traditions,  Progressive  Treatment 


An  affdiate  of  Emory  University, 
Parkwood  is  a 152-bed  psychiatric 
and  chemical  dependency  hospital. 


works  cooperatively  to  form  an 
individualized  treatment  plan. 
Our  intense  aftercare  programs 
foster  ongoing  recovery 
after  discharge. 

At  Parkwood,  our  dedication  to 
clinical  excellence  makes  the 
difference.  We  don’t  just  treat 
problems,  we  help  people  lead 
healthier  lives. 


parkwood 

HOSPITAL 


What  will  you  tell 
her  about  screening 
mammography? 

Many  of  your  patients  will  hear  about 
screening  mammography  through  a pro- 
gram launched  by  the  American  Cancer 
Society  and  the  American  College  of  Radi- 
ology, and  they  may  come  to  you  with 
questions.  What  will  you  tell  them?’ 

We  hope  you'll  encourage  them  to 
have  a screening  mammogram,  because 
that,  along  with  your  regular  breast  exam- 
inations and  their  monthly  self  examina- 
tions, offers  the  best  chance  of  early  detec- 
tion of  breast  cancer,  a disease  which  will 
strike  one  woman  in  10. 

If  you  have  questions  about  breast 
cancer  detection  for  asymptomatic 
women,  please  contact  us. 


AAAERICAN 
VC^^NCER 
^SCKUETY® 


Professional  Education  Dept. 
National  Headquarters 
90  Park  Avenue 
New  York,  New  York  100 16 
or  your  local  society 


American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703)  648-8900 
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PHYSICIAN  WANTED 

MD  Needed  For  South  Atlanta 
Clinic  — Combination  walk-in 
and  industrial  medicine  clinic 
seeking  MD  for  full-time  position. 
Experience  and  training  in  soft- 
tissue  injuries  is  a plus.  Send  CV 
and  salary  requirements  to  Don 
Dixson,  6386  Bankers  Walk,  Suite 
A,  Riverdale,  GA  30271. 

Wanted:  Family  practice  doctor. 
Clinic  is  a walk-in  facility  with 
some  industrial  medicine. 

Possible  buy-in  available.  Send 
CV  to  Dr.  Bernie  Short,  6724  Hwy. 
85,  Riverdale,  GA  30274. 

Georgia:  Emergency  Department 

director  and  staff  positions 
available.  Annual  ED  patient  visits 
ranging  from  3,000-65,000  at  rural 
community  hospitals  to  teaching 
hospital.  Compensation  ranging 
from  $65,000-$130,000.  Attractive 
benefits  package  for  directors. 
Professional  liability  insurance 
procurement  program.  Please  call 
or  submit  curriculum  vitae  to: 

Beth  Barlowe,  Coastal  Emergency 
Services,  Inc.,  2828  Croasdaile 
Dr.,  Dept.  SJA,  Durham,  NC 
27705;  (800)  334-1630  (US);  (800) 
672-7225  (NC). 

Georgia:  Emergency  Department 

Medical  Directorship  and  staff 
opportunities  available  in 
LaGrange,  which  is  1 hour 
southwest  of  Atlanta.  New 
Emergency  Department  planned 
to  begin  construction  in  1989 
which  will  triple  the  size  of  the 
current  ED.  Excellent 
compensation  package  which 
includes  medical  and  dental 
benefits.  ED  volume  is  25,000 
with  approximately  20%  trauma. 
Excellent  opportunity  for  EM 
career  oriented  physician  to  get  in 
on  the  ground  floor  of  a very 
exciting  expansion  plan!  Call  or 


send  CV  to  Ginny  Henderson, 
Coastal  Emergency  Services  of 
Atlanta,  Inc.,  1900  Century  Place, 
Dept.  SJA,  Suite  340,  Atlanta,  GA 
30345;  (404)  325-1645  (GA);  (800) 
333-3637. 

FOR  SALE 

MERLIN  phone  system,  1 year 
old,  model  410,  4 lines  plus 
intercom,  4 phones,  expandable. 
Best  offer.  MAG  malpractice 
CERTIFICATE,  originally  $1500.00, 
best  offer.  404-253-8230. 

SERVICES 

Office  Manager  Testing  — Hiring 
an  office  manager  or  other 
administrative  staff  person? 
Everybody  makes  mistakes.  Bad 
hires  are  among  the  most  costly. 
We  can  help  narrow  your  margin 
of  error.  We  are  licensed 
psychologists  who  specialize  in 
the  selection  of  people  for 
organizations.  We  are  not 
recruiters.  We  help  organizations 
screen  applicants  for 
employment.  Our  test  battery  for 
medical  and  dental  staff  people  is 
an  effective  and  cost  efficient  way 
to  gather  some  of  the  crucial  data 
you  need  to  make  sound  hiring 
decisions.  Results  are  presented 
in  the  form  of  a personality 
description  and  an  interview 
guide.  $100.  Call  for  details.  (404) 
237-6808.  Management 
Psychology  Group,  P.C.,  3340 
Peachtree  Road,  N.E.  (Suite  2590). 
Atlanta,  GA  30326. 

Practice  Sales  & Appraisals  — 
Aftco  Associates,  established  in 
1968,  is  the  largest  national  firm 
specializing  in  appraising  and 
selling  health-care  practices.  On- 
site appraisals  optional.  Appraisal 
fee  applied  toward  seller 
commission,  if  sale  desired.  35 
offices  nationwide.  For 


information,  contact  AFTCO 
ASSOCIATES,  600  Houze  Way, 
Suite  12-D,  Roswell,  GA  30076. 
404-992-0924. 


OTHER 

1989  CME  Cruise/Conferences 
on  Medicolegal  Issues  & Risk 
Management  — Caribbean, 
Mexico,  Alaska/Canada,  China/ 
Orient,  Scandinavia/Russia, 
Mediterranean,  Black  Sea,  Trans 
Panama  Canal.  Approved  for  24- 
28  CME  Category  1 Credits  (AMA/ 
PRA)  and  AAFP  prescribed 
credits.  Excellent  group  rates  on 
finest  ships.  Pre-scheduled  in 
compliance  with  IRS 
requirements.  Information: 
International  Conferences,  189 
Lodge  Ave.,  Huntington  Station, 
NY  11746.  (800)  512-0076  or  (516) 
549-0869. 
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SUCCESS” 


National  Rural  Health  Association 
12th  Annual  National  Conference 
April  30-May  3, 1989 
Reno,  Nevada 
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In  moderate  depression  and  anxie^ 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first /z.5.  dose^ 


^ First-week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Umbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrocWoride  salt)  vX- 


limbitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vX 


References:  1.  Data  on  file,  Hoffinann-La  Roche  Inc.,  Nutley,  N],  2.  Feighner  VP, 
et ah  Psychopharmacology  61 :2yi-22'b,  Mar  22, 1979. 


Limbitrol®® 

llanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiting  complete  mental  alertness  {e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Dnig  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  dntg.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  dmgs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent;  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor;  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abnipt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tdblets,  white,  film-coated,  each  containing  10  m.g 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Idblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tbl-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701  „ 
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In  the  depressed  and  anxious  patient 


See  Improvement  In  The  First  Week!.. 

And  The  Weeks  That  Follow 


^74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose^ 

^First-week  reduction  in  somatic  symptoms^ 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effeaive  amount  in  elderly  patients. 


limbitror 


Percentage  of  Reduction  in  Individual  Somatic  Sy  ■ 
During  First  Week  of  Limbitrol  Therapy*  , 
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Each  tabled  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CON; 
♦Patients  often  presented  with  more  than  one  somatic : 


limbitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 

25  mg  amitriptyline  (as  the  hydrochloride  salt) 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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Surgical  Management  of  Morbid  Obesity 


An  insurance  company 
that  takes  your  interests 

to  heart: 


MAG  Mutual 

makes  the  difference. 


As  a physician, 
you’re  used  to  listening,  getting  to  the  heart 
of  the  matter,  then  putting  the  interests  of 
your  patients  first. 

So,  it  is  appropriate  that  a group  of 
physicians  would  put  together  a liability 
insurance  company  that  takes  the  interests 
of  Georgia  physicians  to  heart. 

That’s  just  how  MAG  Mutual  works. 
We’re  physician  owned  and  that  means  our 
insurance  and  services  are  directed  by  physi- 
cians like  yourself  concerned  with  curbing 
rising  rates  and  committed  to  changing 
Georgia’s  professional  liability  climate 
through  legislative  reform. 

We’re  also  flexible.  We  listen  and  respond 
by  providing  the  finest  service  and  best 
coverage  available  in  a wide  range  of  pro- 
grams so  you  can  choose  the  one  most  appro- 
priate to  your  insurance  needs.  From  tailor- 
made  insurance,  to  prior  acts  coverage,  to 
reporting  endorsement  options,  we  contin- 
ually refine  and  develop  programs  in 
response  to  your  input. 


And  we’re  competi- 
tive. We  offer  a wide  variety  of 
premium  discounts  such  as  our  Loss 
Excellence  Appreciation  Discount  (LEAD) 
and  our  Loss  Prevention  program  to  help  you 
keep  your  cost  of  insurance  down. 

Most  importantly  of  all,  we’re  specialists. 
We’re  attuned  to  the  Georgia  medical  profes- 
sion and  all  the  considerations  that  commit- 
ment entails.  From  our  service-oriented  staff 
to  our  flexible  insurance  programs,  we  re 
always  here  for  you. 

Let’s  face  it.  You  put  your  heart  into 
your  profession  because  you  know 
you  can  make  a differ- 
ence. At  MAG 
Mutual,  we  take 
your  interests 
to  heart 
because  we 
want  to  make 

the  difference  for  you.  For  more  informa- 
tion or  an  application,  call 
(404)  842-5600  or  1-800-282-4882. 


fflUTum 

MAG  MUTUAL  INSURANCE  COMPANY 

Eight  Piedmont  Center,  Suite  600  3525  Piedmont  Road  Atlanta,  Georgia  30305-1533  (404)  842-5600 
Mailing  Address:  Post  Office  Box  52979  Atlanta,  Georgia  30355-0979  1-800-282-4882 


The  Future  Effect  Of  AIDS 
On  IJxir  Insurance  Plans 

Answer  This  Question: 

If  in  the  1970^s  and  early  1980^s  you  had  known  what  you 
know  now  about  medical  malpractice  premiums,  would  you 
have  been  willing  to  purchase  your  coverage  on  a fixed, 
guaranteed  cost  basis? 


That  type  of  opportunity  exists  today  in  an  area 
that  is  likely  to  be  as  volatile  as  the  malpractice 
area  has  been.  I am  referring  to  nonguaranteed 
life  and  disability  plans. 

The  spectre  of  AIDS  is  casting  a long  shadow  in 
the  insurance  community.  Because  of  actual 
claims  and  expected  claims,  most  nonguaranteed 
plans,  and  plans  offered  by  companies  that  are 
not  rock  solid,  will  be  severely  affected.  Unless 
you  are  positioned  properly,  you  will  see  a 
doubling  and  tripling  of  your  insurance  rates. 

Compare: 

Sample  rates  for  one  of  our  medical  plans  are  listed  below.  It  is 
with  an  rated^^  carrier  and  is  priced  very  competitively. 

Typical  Association  Rate  *A+  Rated’’  Carrier 

as  of  10'01'87  as  of  05-0 1-88 


AGE 

$300  Deductible 
EMPLOYEE 

FAMILY 

AGE 

$250  Deductible 
EMPLOYEE 

FAMILY 

Under  35 

$ 50.00 

$157.00 

Under  29 

$ 34.00 

$ 91.00 

35-39 

$ 63.00 

$189.00 

30-39 

$ 38.00 

$113.00 

40-49 

$ 93.00 

$260.00 

40-44 

$ 49.00 

$127.00 

45-49 

$ 59.00 

$142.00 

50-59 

$148.00 

$370.00 

50-54 

$ 70.00 

$155.00 

55-59 

$ 84.00 

$169.00 

60-64 

$211.00 

$498.00 

60-64 

$101.00 

$186.00 

*The  “A  + Rated”  carrier’s  premiums  would  be  slightly  higher  in  the  Atlanta  area.  Rates  and  contracts  are  subject  to  change.  A number  of  options 
are  available  including  Maternity,  Prescription,  Dental,  etc.  at  additional  premiums.  All  premiums  are  subject  to  underwriting  acceptance. 


Of  course  you  would. 

and  many  plans  will  be  cancelled  altogether. 

Professional  Resource  Group  works  only  with 
physicians.  We  are  committed  to  helping  them 
keep  their  plan  costs  as  low  as  possible  without 
sacrificing  quality. 

Though  costs  can  not  be  guaranteed  on  medical 
insurance,  thousands  of  dollars  can  be  saved  each 
year;  in  fact.  Professional  Resource  Group  was 
able  to  offer  an  annual  savings  in  excess  of 
$19,000  for  a medical  practice  in  Atlanta. 


Professional  Resource  Group 
P.O.  Box  7190 
2045  Peachtree  Rd.,  NE 
Atlanta,  GA  30357 
(404)  351-7257 

Robert  E.  Dudley 
President 


Name  

Address 

City /State 

Phone — 

Contact  Person  

□ Group  Health  □ Disability  Income  □ Pension  Design/Administration 

□ Life  □ Business  Overhead  Expense  □ Future  Tail  Coverage  Buyout 


Your 
Practice 

Made 

Perfect 


The  ideal  medical  practice 
would  allow  you  to  concentrate 
more  on  taking  care  of  patients, 
not  taking  care  of  business. 

Practice  Management  Services 
creates  more  time  for  you  by 
streamlining  your  billing  and 
managing  your  accounts 
receivables.  Whether  processing 
bills  and  claims  through  our 
system  or  yours,  we  keep  abreast 
of  all  the  insurance  and  legislative 
changes  and  apply  them  to  your 
best  advantage. 

Since  our  fees  are  based  on  net 
collections,  not  gross  billings,  there 
is  a built-in  incentive  to  maximize 
collection  and  eliminate  errors. 

Call  us  today  to  discuss  how  to 
perfect  your  billings,  collections 
and  human  resource  management. 


PRACTICE 

MANAGEMENT 

SERVICES 


340  West  Ponce  de  Leon 
Decatur,  Georgia  30030 
(404)  377-1883 
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The  larger  illustration  on  the  right  depicts  the  gastric  bypass.  The  smaller  illustration  shows 
the  vertical  banded  gastroplasty  which  is  currently  the  most  popular  surgical  technique  for 
treating  morbid  obesity. 

Illustration  by  David  Mascaro,  Department  of  Medical  Illustration,  Medical  College  of  Georgia. 
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MRI  UPDATE 


Figure  1 


Figure  2 


Figure  3 


IS 


HISTORY:  This  patient  i 

a 45  year  old  male  who,  on 
minor  trauma,  felt  a popping 
sensation  in  his  left  sterno- 
clavicular region.  Diffuse  swell- 
ing developed  and  progressed 
down  the  left  anterior  chest  wall 
over  the  next  few  weeks.  A CT 
scan  demonstrated  a fracture  of 
the  midportion  of  the  clavicle 
with  minimal  asymmetry  of  the 
soft  tissues. 


MRI  FINDINGS:  cor 

onal  images  demonstrated  dis- 
ruption of  the  midportion  of  the 
left  clavicle  (Fig.  1,  long  arrow) 
with  intermediate  signal  inten- 
sity material  extending  into  the 
adjacent  muscles  (arrowheads). 
Transverse  T2  weighted  images 


(Fig.  2)  show  an  area  of  in- 
creased signal  intensity  in  the 
region  of  the  clavicular  fracture 
with  extensive  intermediate 
signal  intensity  material  exten- 
ding into  the  surrounding 
muscles.  The  high  signal  area 
most  likely  represents  a 
hematoma  surrounding  the  frac- 
ture (short  arrow).  The  more  dif- 
fuse intermediate  signal 
represents  diffused  blood  and/or 
edema  in  the  surrounding 
muscles.  T 1 weighted  images 
(Fig.  3)  demonstrated  low  signal 
in  the  region  of  the  clavicle  near 
the  sternoclavicular  joint  (small 
arrow,  compare  to  high  signal  of 
right  clavicle,  arrowhead).  The 
low  signal  indicates  a bone  mar- 
row replacing  process.  Given  the 


history  of  fracture  following 
minor  trauma,  low  signal  inten- 
sity within  the  left  clavicle  in- 
creases suspicion  of  underlying 
malignancy  rather  than  post 
traumatic  edema.  Biopsy 
showed  undifferentiated 


carcinoma. 


MRI  HIGHLIGHTS: 

While  the  fracture  and  minimal 
asymmetry  of  the  soft  tissues 
can  be  identified  on  the  CT  scan, 
this  case  illustrates  the  superior 
soft  tissue  contrast  differentia- 
tion of  MRI.  Changes  that  are 
difficult  to  appreciate  on  the  CT 
scan  become  obvious  on  MRI. 
which  is  rapidly  becoming  the 
method  of  choice  for  evaluating 
occult  soft  tissue  abnormalities. 


Atlanta 

Magnetic 

Imaging 


Atlanta 

Magnetic 

Imaging-South 


800  Douglas  Road  / Atlanta,  GA  30342 
(404)  256-9296 


276  Medical  Way  / Riverdale.  GA  30274 
(404)  997-9313 


Athens 
Magnetic 
Imaging,  Ltd. 

2090-B  Prince  Ave.  / Athens,  GA  30606 
(404)  353-3873 


Health  Images  facilities  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  thin  slices,  high  resolu- 
tion head  and  body  coils,  state  of  the  art  surface  coils,  and  cardiac  gating. 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 


— 


^nc. 


Copyright  © 1988  Health  Images,  Inc.  All  Rights  Reserved. 
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PRESIDENT'S  PAGE 


OUR  PROFESSION  is  One  that  deservedly  enjoys  positive 

recognition  for  its  contributions  to  mankind’s  well  being. 
The  risks  involved  in  the  practice  of  medicine  are  real,  as  is  the 
long  and  arduous  road  to  the  attainment  of  membership  in  its 
ranks.  Today,  the  controls  and  concerns  about  the  cost  of 
medical  care  have  generated  tremendous  turmoil  for  everyone. 
In  great  part  this  has  been  generated  by  governmental 
intervention  attempting  to  pay  for  the  indigent  and  aging 
American’s  care. 

Amidst  this  furor  has  been  the  tendency  to  express  negative 
opinions  about  our  decision  in  choosing  medicine  as  a career, 
and  yet  we  all  revere  both  its  practice  and  our  colleagues  who 
place  service  above  self.  The  voiced  negatives,  however,  have  a 
great  influence  on  all  that  we  hear. 

There  has  been  a definite  decrease  in  applicants  to  medical 
schools  throughout  our  nation.  These  schools  constitute  the 
potential  for  our  future  and  must  have  young  men  and  women 
of  the  very  highest  calibre  in  order  to  maintain  the  rich  heritage 
of  our  profession. 

Recognizing  the  reality  of  the  previous  comments,  let  us  join 
in  imparting  to  all  that  we  meet,  the  satisfaction  and  positive 
attributes  of  being  a Doctor  of  Medicine,  but  particularly 
encourage  the  qualified  young  person  who  is  interested  in 
Medicine.  Today’s  student  is  tomorrow’s  physician. 


Accentuate  the  Positive 


Joseph  P.  Bailey,  Jr.,  M.D. 
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— (Active  N2)  203  Donehoo 
Street,  P.O.  Box  2047, 
Statesboro  30458 
Jarrett,  Walter  A.,  Obstetrics/ 
Gynecology  — Crawford  W. 
Long  — 179  Lenox  Place, 
Athens  30606 

Right,  Fred  J.,  Dermatology  — 
Richmond  — (Resident)  944 
Milledge  Rd.,  Augusta  30904 
Kim,  Aksuk  Mary,  Psychiatry  — 
Richmond  — (Active)  VA 
Medical  Center  Uptown, 
Augusta  30904 
Kim,  S.  Peter,  Psychiatry  — 
Richmond  — (Active)  1515 
Pope  Ave.,  Augusta  30912-2326 
Kittle,  William  M.,  Ill,  Internal 
Med./Critical  Care  Med.  — 
Richmond  — (Active)  1314 
Murphy  St.,  Augusta  30904 
Kolb,  Susan  E.,  Plastic  Surgery  — 
Clayton-Fayette  — (Active  N2) 
6524  Professional  PL,  Riverdale 
30274 

Morehead,  Glen  P.,  Oncology  — 
Spalding  — (Active  N2)  1435 
North  Expressway,  Ste.  602, 
Griffin  30223 

Moreno,  Raymond  G.,  Internal 
Medicine  — Tift  — (Active  N2) 
712  East  18th  St.,  Tifton  31794 
Morgan,  Charles  W.,  Family 
Practice/  Addictionology  — 
Ogeechee  River  — (Active  Nl) 
419  Mount  Alto  Rd.,  Rome 
30161 

Nolan,  Thomas  E.,  Obstetrics/ 
Gynecology/Internal  Medicine 
— Richmond  — (Active) 
Medical  College  of  Georgia  CJ 
125,  Augusta  30912 
Pendergrast,  Robert  A.,  Jr., 
Pediatrics  — Richmond  — 
(Active)  Dept,  of  Pediatrics, 


Medical  College  of  Georgia,  I 
Augusta  30912  j 

Pettigrew,  Dee  W.,  Ill,  Emergency  ' 
Medicine  — Crawford  W.  Long  ! 

— (Active  Nl)  1199  Prince 
Ave.,  Athens  30613 

Phillips,  Melissa  J.,  Family 
Practice  — Walker-Catoosa- 
Dade  — (Active)  2007  Old 
Lafayette  Rd.,  Fort  Oglethorpe 
30741 

Pomposini,  Daniel  L.,  Internal 
Medicine  — Richmond  — 
(Resident)  2037  Wrightsboro 
Rd.,  Augusta  30904 
Ram,  Bernard  A.,  Urology  — 
Habersham  — (Active)  Hwy. 

441  North,  P.O.  Box  339, 
Demorest  30535 
Reddy,  Sudesh  S.,  Internal 
Medicine/Pediatrics  — Franklin 

— (Active  N2)  Main  St., 

Royston  30662 

Roberts,  William  H., 

Otolaryngology  — Richmond  — 
(Active)  Medical  College  of 
Georgia,  ENT  Clinic  CJ345, 
Augusta  30912 

Robinson,  Jeff  M.,  Diagnostic 
Radiology  — Floyd-Polk- 
Chattooga  — (Active  Nl)  1104 
Martha  Berry  Blvd.,  Rome  30161 
Sharpe,  Bruce  A.,  Family  Practice 
— Columbus  — (Resident)  77 
Eastside  Dr.,  Fortson  31808 
Simpson,  John  R.,  Otolaryngology/ 
Head  & Neck  Surgery  — 

Crawford  W.  Long  — (Active 
N2)  740  Prince  Ave.,  Athens 
30601 

Snowdy,  Harry  A.,  Jr., 

Orthopaedic  Surgery  — 

Richmond  — (Active)  3567 
Stevens  Way,  Martinez  30907 
Snyder,  William  A.,  Family 
Practice  — Muscogee  — 
(Resident)  2840  Warm  Springs 
Rd.,  Apt.  R-4,  Columbus  31904 
Stallings,  Roosevelt  J.,  General 
Surgery/Surgical  Oncology  — 
Richmond  — (Active)  3640 
Wheeler  Rd.,  Augusta  30909 
Thomas,  Luther  M.,  Ill,  Internal 
Medicine  — Richmond  — 

(Active)  1514  Anthony  Rd., 
Augusta  30904 
Twillie,  Twyla  M.,  Ill,  Family 
Practice  — Muscogee  — 
(Resident)  2840  Warm  Springs 
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Rd.,  Apt.  M-7,  Columbus  31904 
Williams,  David  M.,  General 
Surgery  — Hall  — (Active)  1075 
Spring  St.,  Gainesville,  30505 
Willis,  Howard  C.,  Internal 
Medicine  — Muscogee  — 
(Active)  1005  Talbotton  Rd., 
Columbus  31995 

f Woodfin,  Blane  A.,  Orthopaedic 
Surgery  — DeKalb  — (Active) 
2220  Northlake  Parkway,  Ste. 
350,  Tucker  30084 

PERSONALS 

Bibb  CMS 

Jesse  Ray  Grsint,  M.D.,  and 
Patton  Smith,  M.D.,  both  family 
practitioners  in  Forsyth,  received 
I an  American  Academy  of  Family 
j Physicians  (AAFP)  Family  Practice 
I Teachers  Award  during  the 
Georgia  Academy’s  40th  Annual 
Scientific  Assembly  in  Atlanta. 

I These  awards  are  resented 
I annually  by  the  AAFP  in 
recognition  of  family  physicians 
I who  have  volunteered  75  hours  or 
I more  of  their  time  teaching  in  any 
area  of  family  practice  medicine 
during  1987. 

DeKalb  CMS 

John  Heard,  M.D.,  of  Decatur, 
and  Omar  Najjar,  M.D.,  received 
an  American  Academy  of  Family 
Physicians  Family  Practice 
Teachers  Award. 

Dougherty  CMS 

Edwin  E.  Flournoy,  Jr.,  M.D., 

a family  practitioner  in  Albany, 
received  an  American  Academy  of 
Family  Physicians  Family  Practice 
Teachers  Award  during  the 
Georgia  Academy  of  Family 
Physicians’  40th  annual  Scientific 
Assembly  in  Altanta. 

Charles  E.  Finney,  M.D.,  of 
Albany,  has  been  granted 
diplomate  status  by  the  American 
Society  of  Bariatric  Physicians. 
Lumpkin  CMS 

Richard  A.  Wherry,  M.D.,  a 

family  practitioner  in  private 
practice  in  Dahlonega,  recently 
became  a President  of  the 
Georgia  Academy  of  Family 
Physicians.  He  has  served  the 
Georgia  Academy  in  various 
leadership  capacities  including: 


President-elect;  Vice  President; 
Committee  on  Maternal, 
Adolescent,  and  Child  Care, 
Chairman;  and  Board  of  Directors, 
member,  to  name  just  a few. 

Dr.  Wherry  was  appointed  by 
Governor  Harris  to  the  State 
Council  on  Maternal  and  Infant 
Care.  He  also  served  as  Alternate 
Delegate  to  the  national 
organization,  the  American 
Academy  of  Family  Physicians. 

At  this  year’s  awards  ceremony. 
Dr.  Wherry  was  also  presented 
with  an  American  Academy  of 
Family  Physicians  Family  Practice 
Teacher  Award. 

Richmond  CMS 

Paul  McDonough,  M.D.,  of 
Augusta,  was  recently  honored  as 
one  of  107  leading  U.S. 
obstetrician/gynecologists  in  the 
October,  1987,  issue  of  Good 
Housekeeping  magazine.  The 
doctors  cited  in  the  list  were 
compiled  by  a medical  researcher 
who  interviewed  250  department 
chairmen  and  section  chiefs 
across  the  country  and  asked 
them  to  name  the  most 
outstanding  obstetricians/ 
gynecologists  in  six  areas  of 
expertise.  The  areas  of  expertise 
included:  general  obstetrics  and 
gynecology,  gynecologic  cancer, 
maternal-fetal  medicine, 
reproductive  endocrinology, 
infections,  and  genetics.  Only 
doctors  who  actually  see  patients 
were  considered,  although  some 
of  them  have  a limited  patient 
load  or  act  primarily  as  a 
consultant. 

Dr.  McDonough  is  chief  of  the 
reproductive  endocrinology 
section  and  professor  at  the 
Medical  College  of  Georgia.  He  is 
a member  of  the  American  Board 
of  obstetrics  and  Gynecology, 
reproductive  endocrine  division. 


DEATHS 

Clyde  L.  Crawford,  M.D.,  of 

Atlanta,  died  last  November  of 
colon  cancer.  He  was  84. 

Dr.  Crawford  had  practiced 
general  medicine  and  surgery  at 
St.  Joseph’s,  Crawford  W.  Long, 


I O N NEWS 


and  Piedmont  Hospitals  during 
his  56-year  career.  He  was  a 
graduate  of  Emory  University  and 
the  Medical  College  of  Virginia. 

Robert  Mackay  Howard,  M.D., 
died  last  May.  He  was  56. 

A native  of  Savannah,  Dr. 
Howard  earned  a bachelor’s 
degree  from  Duke  University  in 
1952  and  graduated  from  Duke 
University  Medical  School.  He 
served  his  internship  in 
anatomical  pathology  at  Emory 
University  Hospital  and  was 
assistant  resident  in  anatomical 
pathology  at  Emory  University 
Hospital. 

In  1962,  Dr.  Howard  joined 
Howard  Clinical  Laboratory, 
where  he  worked  until  his 
retirement  in  1971.  He  was  a 
member  of  numerous  professional 
associations. 

Lonnie  Richard  Lanier  Jr., 
M.D.,  of  Savannah,  died  last 
August  at  the  age  of  61  after  a 
short  illness. 

The  McRae  native  was  a 
graduate  of  the  Medical  College  of 
Georgia  and  served  his  internship 
at  University  of  Texas  Medical 
Branch  in  Galveston,  and  his 
residency  in  Obstetrics  and 
Gynecology  at  MCG.  Dr.  Lanier 
began  practicing  in  Savannah  in 
1955  and  was  a staff  member  at 
both  Candler  General  Hospital 
and  Memorial  Medical  Center.  He 
was  a fellow  of  the  American 
College  of  Obstetricians  and 
Gynecologists.  He  has  also  served 
in  the  U.S.  Army  Medical  Corps 
during  the  Korean  War.  He  was  a 
former  member  of  Savannah 
Yacht  Club,  Savannah  Rose 
Society,  and  American  Orchid 
Society. 

PIP 

Physicians  participating  in 
MAG’s  Physician  Involvement 
Program  (PIP)  for  the  1989 
Legislative  Session  will  meet  at 
the  Ramada  Capitol  Plaza  in  Rm. 
1203  at  8:30  a.m.  on  Tuesdays, 
Wednesdays  & Thursdays  for  the 
rest  of  the  Session.  If  you  would 
like  to  participate,  call  Donna 
Glass  at  MAG,  404-876-7535  or 
800-282-0224. 
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Surgical  Management  of  the 
Some  Personal  Comments 

Seymour  J.  Rosenbloom,  M.D.,  F.A.C.P. 


Morbidly  Obese: 


Morbid  obesity,  or  malignant 
obesity,  is  conventionally 
defined  as  an  absolute  (100  lb.  or 
relative)  100%  excess  in  weight 
above  an  ideal  weight.  This  ideal 
weight  is  statistically  associated 
with  a maximum  life  expectancy. 
There  is  a convincing  amount  of 
clinical  and  epidemiologic  data 
that  document  the  association  of 
higher  morbidity  and  mortality 
rates  in  morbidly  obese  patients. 
These  patients  have  higher  rates 
of  hypertension,  diabetes  mellitus, 
ventilatory  dysfunction,  immune 
system  disorders,  and  other  organ 
system  failures  that  contribute  to 
their  suffering  and  premature 
death. 

Medical  management  of  this 
disorder  has  been  unsuccessful. 
The  mainstays  of  these  treatment 
programs  have  been  low  calorie 
diets  combined  with 
pharmacotherapy,  behavior 
modification,  and  the  use  of 
anorectics.  Analysis  of  long-term 
follow  up  of  patients  on  these 
programs  reveals  little  change  in 
weight  from  initiation  of  therapy, 
no  reduction  in  predicted  morbid 
or  fatal  events,  and  no 
improvement  in  medical,  social, 
and  functional  disabilities.  The 


Dr.  Rosenbioorn  specializes  in  endocrinology 
and  internal  medicine.  Send  reprint  requests  to 
him  at  833  Campbell  Hiil  St.,  Ste.  410,  Marietta, 
GA  30090. 


• I salute  Dr.  and  Mrs. 
Headley  not  only  for 
their  career-long 
commitment  to  the 
care  and  follow  up  of 
these  patients  but  also 
for  their  objectivity 
in  recording  and 
interpreting  their 
results  and  their  ability 
to  adapt  to  and  develop 
safer  and  more 
effective  surgery.^  J 

medical  treatment  programs  are 
not  without  risks,  as  there  have 
been  fatalities  associated  with  the 
low  protein  diets  and  the 
pharmacotherapy  with  thyroid 
hormones,  diuretics,  and 
anorectics. 

The  malignant  nature  of  this 
disease  and  its  intractability 
to  medical  management  have  led 
to  the  development  of  surgical 
management.  In  this  issue  of  the 
Journal,  William  Headley,  M.D., 
and  Mrs.  Joyce  Headley,  R.N., 
describe  their  22-year  experience 
with  the  surgical  management  of 


morbid  obesity.  They  provide  a 
critical  review  of  the  development 
and  results  of  surgical 
procedures,  describing  the 
evolution  from  intestinal  bypass 
procedures  to  the  present  state  of 
the  art  of  gastroplasty.  Their  long- 
term data  on  weight  loss, 
improvement  in  hypertension, 
diabetes,  gonadal  dysfunction, 
and  functional  capabilities 
document  the  success  of  their 
treatment  program.  They  stress 
that  this  success  relies  on  the 
proper  selection  of  patients,  the 
right  operation,  a trained  bariatric 
surgeon,  and  the  postoperative 
and  long-term  follow  up  by  an 
interested  and  knowledgeable 
team  of  physicians,  nutritionists, 
and  nurses.  One  of  the  reasons 
surgical  treatment  has  been 
looked  upon  unfavorably  in  the 
past  is  that  it  was  done  without 
proper  attention  to  all  of  these 
very  important  factors. 

1 salute  Dr.  and  Mrs.  Headley 
not  only  for  their  career-long 
commitment  to  the  care  and 
follow  up  of  these  patients  but 
also  for  their  objectivity  in 
recording  and  interpreting  their 
results  and  their  ability  to  adapt 
to  and  develop  safer  and  more 
effective  surgery.  Their  recorded 
experience  and  recommendations 
will  help  us  all  in  the 
management  of  patients  with  this 
difficult  disease.  ■ 
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Midnight  in  Chicago  — The  King’s  Physician 


The  world  is  now  too 
dangerous  for  anything  but 
truth,  too  small  for  anything 
but  brotherhood. 

A.  Powell  Davies 

IT  HAD  BEEN  a pleasant  evening, 
that  which  followed  the 
annual  gathering  of  a major  third 
party  payor.  This  gathering  was 
designed  to  take  stock  of  its  state 
of  health,  to  reassess  its  goals. 

The  customary  reception  was 
followed  by  dinner.  And  then  the 
quiet  of  late  evening  conversation 
with  friends.  We  talked  of  many 
things  — of  children  and 
grandchildren,  of  successes  and 
failures. 

But  then  our  talk  turned  more 
serious.  We  had  been  all  day  in 
the  meeting  of  this  Goliath  of  the 
pre-payment  world  of  health  care 
and  had  talked  of  many  concerns 
of  the  day:  of  government 
-restraints  upon  expenditures;  of 
the  plateauing  of  “days  per  one 
thousand”  of  hospital  stay  and  the 
impact  of  that  on  the  “fiscal 
agent”;  of  the  escalation,  now  out 
of  control  and  not  capable  of 
analysis,  of  the  physician 
component  of  the  health  care 
dollar;  of  the  cycles  so 
inexplicably  a part  of  the 
financing  of  health  care. 

My  friend  said  to  me,  “Is  it  fair 
or  proper  or  reasonable  that  an 
anesthesiologist  makes  $400,000  a 
year  or  an  ophthalmologist 
$800,000?  Is  it  right  that  a cardiac 
surgeon  generates  an  annual 
income  of  $2  million?  Is  it 


reasonable  or  right?” 

1 thought  of  the  mortgage  on 
my  father’s  home,  there  at  his 
death,  which  provided  the 
medical  school  education.  1 
thought  of  the  years  of  college,  of 
medical  school,  of  training,  and 
of  slow  ascendancy  to 
professional  success  when  at  long 
last  the  father’s  mortgage,  the 
borrowed  money,  could  be 
repaid.  1 thought  of  the  children, 
now  grown  to  adulthood,  with  but 
few  memories  of  a father  save 
one  constantly  away.  1 thought  of 
a wife  too  often  left  alone.  1 
thought  of  the  lives  of 
professional  friends  too  often 
shortened  by  the  demands  of  the 
“great  profession.”  1 thought  of 
the  unconscionable  extraction  of 
monies  from  awards  to  the 
plaintiff  by  lawyers.  1 thought  of 
professional  athletes  and 
entertainers. 

And  1 said,  “No.  But  let’s  be  a 
part  of  the  solution.  Let’s  help  you 
find  the  answer.  If  there  are  ‘bad 
doctors,’  let’s  help  you  ferret  them 
out.  If  there  are  inequities,  let’s 
help  you  find  them.  We  are  your 
friends.” 

1 felt  well.  A flash  of  pride,  of 
magnanimity,  mshed  over  me.  1 was 
convinced  that  we  of  organized 
medicine  could  help,  could  guide. 
Surely  we  of  the  House  of  Medicine 
could  lead  the  way.  Had  we  not  for 
so  many  years?  Had  not  the  hospital 
administrators,  the  Boards  of  Trust- 
ees, the  third  party  payors,  even  the 
governmental  agencies  come  to  our 
House  for  advice,  to  seek  solu- 


tions? Had  we  not  been  King  of  the 
Mountain? 

“No,”  he  said.  “It’s  a new  ball 
game,  in  a new  and  different  play- 
ing field.  You  stand  alone  now, 
alone  and  with  no  allies,  save  us 
and  those  who  yet  trust  you:  we  and 
your  patients.  One  does  not  play  the 
game  today,”  he  went  on  to  say,  “as 
dictator  or  controller.  One  plays  as 
an  equal  partner  with  his  or  her  fel- 
low players.  We  are  beyond  that  day 
when  physicians  can,  with  only  self 
interest  or  self-generated  concern, 
set  the  price  of  health  care;  beyond 
the  day  when  hospital  stays  are  de- 
termined in  a decision-making 
process  involving  only  patient  and 
physician;  beyond  the  day  when  the 
outcome  of  treatment,  the  quality, 
is  an  issue  of  low  priority  and  then 
as  judged  only  by  the  unregulated 
and  poorly  monitored  physician 
community.  We  are  now  living  in  a 
world  in  which  your  charges,  your 
quality,  and  your  professional  com- 
petence are  a matter  of  concern  and 
judged  not  only  by  your  peers  but 
also  by  those  who  purchase  and 
receive  your  services  — the  con- 
sumers of  health  care. 

We  have  wandered  down  a long 
and  arduous  road,  we  who 
were  called  to  the  practice  of  med- 
icine — from  Hippocrates  under  the 
olive  tree,  from  leeches,  incanta- 
tions, herbs,  and  unctions  through 
Alexis  Carrell,  who  taught  us  the 
means  whereby  blood  vessels  might 
be  joined  together  in  those  days  be- 
fore the  million  dollar  cardiovas- 
cular surgeon  to  the  plateau  we  have 
reached  today.  We  were  once  the 
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“King’s  Physician,”  awaiting  his 
beck  and  call,  suffering  our  future 
as  he  saw  fit  to  design  it.  We  risked 
losing  our  reputations,  if  not  our 
heads,  over  the  unpredictability  of 
our  therapeutic  prowess.  We  have 
come  to  this  high  plateau  from 
which  we  can  see  more  clearly  our 
rightful  place  in  the  scheme  of  the 
profession  to  which  we  were  called. 

We  are  yet  the  “King’s  Physi- 
cian.” None  can  displace  us  save 
we  ourselves.  No  more,  if  ever  we 
were,  the  “King,”  That  fact  we  must 


come  to  grips  with.  Much  more  are 
we  than  this  part;  we  are  part  of  a 
greater  whole.  The  controls,  the  re- 
views, the  sanctions,  the  financial 
constraints  — they  cannot  dimish 
us.  Only  recalcitrant  obstinancy  can. 
We  are,  indeed,  the  “King’s  Physi- 
cian” but  not  islands  unto  our- 
selves. John  Donne  understood  this 
when  he  wrote: 

No  man  is  an  island,  entire  of 
itself;  every  man  is  a piece  of 
the  continent,  a part  of  the 


main;  if  a clod  be  washed 
away  by  the  sea,  Europe  is  the 
less,  as  well  as  if  a promontory 
were,  as  well  as  if  a manor  of 
thy  friends  or  if  thine  own  were; 
any  man's  death  diminishes 
me,  because  I am  involved  in 
mankind;  and  therefore,  never 
send  to  know  for  whom  the 
bell  tolls;  it  tolls  for  thee. 

John  Donne,  Devotions  XVII, 
1623-24 

CRU 


OFFERED  TO  THE  MEDICAL  ASSOCIATION  OF  GEORGIA 
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SAVE 

MONEY, 

TIME, 

& 

ASSLE! 


A BETTER  WAY  TO  BUY 
OR  LEASE  YOUR  NEXT  VEHICLE 

Buy  or  lease  at  fleet  prices  and  save  between  $2000  to 
$4000  off  of  dealers  selling  price— Pay  our  fee  only  if  you 
accept  the  savings  we  provide— NO  FEE  PAID  IN 
ADVANCE. 

Let  us  locate  and  arrange  delivery  of  your  next  vehicle  at  a 
dealership  near  your  home  or  office.  This  service  is 
available  nationwide. 

NO  NEED  TO  DEAL  WITH  HIGH  PRESSURE  CAR  DEALERS. 

Extended  vehicle  service  contracts  offered  at  prices  close  to 
dealer  cost. 

Join  the  forces  of  the  other  medical  association  members 
who  are  currently  using  this  program  for  purchasing  their 
vehicles. 

WE  REPRESENT  YOU,  NOT  THE  DEALER 


SOUTHERN  FLEET  ASSOCIATES 

1866  Independence  Sq.— Atlanta,  Ga.  (404)  698-9511 
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Medicaid  Expansion 
Appears  Likely 

Despite  hospitals’  efforts  to 
promote  improvements  in 
Medicaid  coverage  in  Georgia, 
sources  at  the  governor’s  office 
have  indicated  that  the  governor 
will  not  recommend  to  the 
Georgia  General  Assembly  any  of 
the  fiscal  year  1990  budget 
requests  of  the  Department  of 
Medical  Assistance  (DMA)  for 
Medicaid  improvement. 

Thus,  there  will  likely  be  no 
recommendation  for  any  of  the 
following: 

• No  recommendation  to 
expand  Medicaid  eligibility; 

• No  recommendation  for  a 
swing  bed  program  for  small  rural 
hospitals; 

• No  recommendation  for 
preadmission  review,  which 
would  end  the  cap  on  hospitals’ 
Medicaid  admissions; 

• No  recommendation  for 
revisions  in  the  outlier  payment 
methodology; 

• No  recommendation  to 
restore  the  full  intensity  factor  for 
disproportionate  share  hospitals; 

• No  recommendation  for  a rate 
increase  in  hospitals’  Medicaid 
reimbursement.  If  the  legislature 
accepts  this  provision,  hospitals’ 
Medicaid  rates  will  continue  to  be 
based  on  the  1987  cost  report, 
and  the  Georgia  Hospital 
Association  estimates  that  the 
result  will  be  a 10  to  15%  cut  in 
hospitals’  Medicaid 
reimbursement  for  1990. 

The  denial  of  the  DMA’s 
requests  is  part  of  an  effort  to  put 
the  state  budget  within  the 
revenues  expected  from  current 
taxes.  Estimates  are  that  the 
continuation  of  the  present 
Medicaid  program  and 
expansions  in  the  state  employee 
health  plans  will  cost  $148 
million  and  $75  million, 
respectively,  and  those  items 
together  will  make  up  slightly 


more  than  half  of  the  $438  million 
available  for  improvements  in  FY 
1990. 

On  the  agenda  of 
recommendations,  however,  is  a 
$.06  motor  fuel  tax  to  fund 
highway  development.  Revenues 
from  that  tax  would  take  highway 
projects  out  of  the  general  fund 
and  release  $100  million  for  other 
programs.  The  governor  will 
recommend  that  the  entire  $100 
million  be  committed  to 
improvements  in  quality  basic 
education. 

Hospitals  Continue  their 

Fight  to  Save  Medicare 

In  a continuation  of  1988’s 
efforts  to  protect  Medicare 
reimbursement,  hospitals 
throughout  the  country  have 
begun  a new  American  Hospital 
Association-sponsored  campaign, 
“Resolve  to  Protect  Medicare.” 

The  goal  of  the  new  program  is 
to  generate  signatures  from 
hospital  personnel  as  well  as 
from  the  general  public  on 
petitions  asking  Congress  to  put 
an  end  to  Medicare 
reimbursement  cuts. 

The  petitions,  which  AHA  has 
sent  to  its  member  hospitals, 
were  presented  to  Congress 
during  the  national  association’s 
annual  meeting  in  Washington, 
DC,  January  31.  Hospitals  planned 
to  present  to  each  member  of 
Congress  a petition  from  his  or 
her  district. 

OBRA  Restricts  Nursing 
Home  Admissions 

Hospitals  are  seeing  some  far- 
reaching  effects  of  the  Omnibus 
Budget  Reconciliation  Act  (OBRA) 
of  1987  in  severe  restrictions  on 
nursing  home  admissions. 

Under  the  provisions  of  OBRA, 
effective  January  1,  a mentally  ill 
or  retarded  patient  cannot  be 
admitted  to  a nursing  home 
unless  that  patient  requires  the 
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24-hour  physical  care  that  a 
nursing  home  provides. 

Though  that  portion  of  the  law 
was  brought  about  by  advocates 
for  the  rights  of  mental  patients, 
the  outcome  has  backfired  on  the 
advocacy  groups.  According  to 
the  Georgia  Hospital  Association, 
the  result  will  be  that  many 
mental  patients  won’t  be  able  to 
find  any  type  of  care  at  all.  In 
Georgia,  an  estimated  3,600 
patients  will  be  denied  nursing 
home  admission. 

Under  the  provisions  of  the  law, 
every  patient  bound  for  a nursng 
home  must  now  be  reviewed  to 
determine  whether  that  patient  is 
mentally  ill  or  retarded.  Original 
plans  were  that  the  review  could 
only  be  carried  out  by  state 
officials;  however,  as  a result  of 
the  hospital  association’s 
intervention,  hospital  personnel 
will  now  be  able  to  assist  in  the 
review  and  hopefully  eliminate 
the  potential  admission  delays  the 
total  state  review  could  create. 

Taking  a Second  Look  at 
Hospital  Costs 

Refuting  allegations  that 
hospitals  are  at  fault  for  the 
continued  rise  in  health  care 
costs,  the  American  Hospital 
Association  (AHA)  has  released 
data  showing  that  hospital 
expenses  have  remained  flat  since 
1982  — 4.3%  of  the  gross 
national  product. 

In  addition,  the  AHA  points  out 
that  hospitals’  Medicare  payments 
have  been  on  the  decline  for  the 
past  9 years.  In  1980,  a total  of 
73%  of  all  Medicare  payments 
went  to  hospitals;  yet  in  1988, 
only  65%  of  Medicare  payments 
were  hospital  payments. 

The  public,  says  the  AHA, 
needs  to  reexamine  its 
preoccupation  with  regulating 
hospitals,  because  hospitals  are 
not  consuming  an  ever-increasing 
share  of  national  resources. 
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FEBRUARY  1989 

10- 11  — Augusta:  Flexible 
Fiberoptic  Sigmoidoscopy. 
AMA  Category  1 credit.  Contact 
Div.  of  Cont.  Ed.,  MCG,  Augusta 
30912.  PH:  404/721-3967. 

11- 18  — Copper  Mountain,  CO: 
New  Horizons  in 
Anesthesiology.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

1 8-22  — St.  Thomas,  Virgin 
isiands:  Clinical  Problems  In 
Gynecologic  Surgery.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

20-24  — Atianta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

20-24  — Atianta:  Modern 
Methods  of  Diagnosing  & 
Treating  Diabetes  Mellitus  & 

Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


MARCH  1989 

2- 9  — Keystone,  CO:  Snow  Job 
in  Gynecology  & Obstetrics. 
Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

3- 4  — Atianta:  26th  Annual 
Emory/Grady  Post-Graduate 
Ophthalmology  Conference. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

3-4  — Atianta:  Pediatric 
Orthopaedic  Seminar.  Category 
1 credit.  Contact  Darlene 
Baugus,  CME  Ed.  Coor.,  Ed. 
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Dept.,  Scottish  Rite  Children’s 
Hosp.,  1001  Johnson  Ferry  Rd., 
Atlanta  30363.  PH:  404/257- 
2148. 

3-5  — Sea  isiand:  Georgia 
Chapter,  American  College  of 
Surgeons.  Category  1 credit. 
Contact  Ellis  Keener,  M.D.,  434 
Academy  St.,  Gainesville  30505. 
PH:  404/523-3401. 

6-10  — Atianta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

6-10  — Atianta:  Modern 
Methods  of  Diagnosing  & 
Treating  Diabetes  Mellitus  & 

Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

6-1 1 — Augusta:  24th  Annual 
Family  Practice  Symposium. 
Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912. 
PH:  404/721-3967. 

9- 1 1 — Sea  isiand:  Critical  Care 
at  the  Cloister.  Category  1 
credit.  Contact  Mercer  Univ.  Sch. 
of  Med.,  Office  of  CME,  Macon 
31208.  PH:  912/744-1634. 

10- 11  — Atianta:  Cancer  Care 
in  Community  Hospitals  IV; 
“Cancer  Care  — Who  Pays, 
How  Much?”  Category  1 credit. 
Contact  Linda  Scheiveland,  Dir. 
of  Education,  Ga.  Div.,  Am. 
Cancer  Society,  Atlanta  30322. 
PH:  404/892-0026. 

15-17  — Atianta:  The  Drug 
Abuse  Challenge  to  the  Black 
Communities  Health 

(Sponsored  by  the  Cork  Institute 
on  Black  Alcohol  and  other  Drug 
Abuse).  Category  1 credit. 
Contact  Andriette  Ward,  Office  of 
CME,  Morehouse  Sch.  of  Med., 
720  Westview  Dr.,  Atlanta 
30310.  PH:  404/752-1770. 


29-Apr  1 — Pine  Mountain: 
Eighth  Annual  Geriatrics 
Conference.  AMA  Category  1 
credit  and  AAFP  Prescribed 
Credits.  Contact  Helen  Peterson, 
710  Center  St.,  Columbus.  PH: 
404/571-1145. 

29- Apr  2 — Tucson,  AZ: 
Eleventh  Annual  Pediatric 
Postgraduate  Course, 
Pediatrics  in  Review,  “Birth  to 
Adolescence.”  Category  1 
credit,  PREP  credits,  & 
prescribed  AAFP.  Contact  Janice 
Cavanaugh  or  Darlene  Baugus, 
Education  Dept.,  Scottish  Rite 
Children’s  Hospital,  1001 
Johnson  Ferry  Rd.,  Atlanta 
30363.  PH:  404/257-2148. 

30- Apr  1 — Atianta:  Technical 
Innovations  in  Neoplastic 
Surgery.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  3322.  PH:  404/727- 
5695. 

APRIL  1989 

3-7  — Atianta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

3-7  — Atianta:  Modern  Methods 
of  Diagnosing  & Treating 
Diabetes  Mellitus  & Its 
Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

1 4 — Atianta:  Hepatic  Surgery. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

1 6-20  — Atianta:  Advanced 
Demonstrations  in 
Percutaneous  Transluminal 
Angioplasty  XXI.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 
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Evolution  and  Current  Status  of  | 
Surgery  for  IVforbid  Obesity: 

Part  I 

Results  of  Over  1400  Surgical  Procedures  Spanning  22  'tears 


William  M.  Headley,  M.D.,  F.A.C.S,  Joyce  C.  Headley,  R.N.,  P.A. 


Editorial  Comment:  This  issue 
of  the  Journal  brings  to  you  the 
first  of  a two  part  presentation  of 
a paper  dealing  with  the  problem 
of  Morbid  Obesity.  It  is  a 
condition  afflicting  the  human 
body  thought  by  some  to 
represent  a metabolic  variance 
from  the  norm  and  by  others  a 
derangement  of  one’s  emotional 
milieu.  By  still  others,  it  appears 
to  be  more  clearly  a social  matter 
arising  from  the  environment  of 
the  fiscally  impoverished. 
Regardless  of  cause,  the  morbidly 
obese  reside  among  us  as  a 
problem  with  both  medical  and 
social  mandates. 

The  principal  author.  Dr. 

William  Headley,  carries  on  a 
private  practice  of  surgery  in 
Milledgeville,  Georgia.  He  has  for 
many  years  been  interested  in  the 
problem  of  the  morbidly  obese 
and  his  experience  with  that 
problem  is  broad.  His  paper  is  a 
major  contribution  to  this  area  of 
medicine  and  surgery.  It  is 
because  of  the  elusive  nature  of 
the  subject  matter  and  the 


various  solutions  proposed  for  it, 
as  well  as  the  basic  scientific 
worthiness  of  the  effort  and  the 
reporting  of  that  effort,  that  your 
Editor  asked  that  the  paper  be 
reviewed  by  two  surgeons 
interested  in  and  conversant  with 
the  problem.  Also,  that  another  of 
similar  interest  write  a critique.  It 
is  our  opinion  that  this  paper 
warrants  your  careful  attention 
and  considered  judgment  as  to 
how  the  private  practitioner, 
without  firm  university 
connections,  can  conceive,  carry 
out,  and  report  their  efforts  with  a 
particular  medical  or  surgical 
problem.  Part  II  will  appear  in  the 
March  issue  of  the  Journal. 

Charles  R.  Underwood,  M.D. 


Dr.  Headley  specializes  in  general  and  bariatric 
surgery;  Ms.  Headley  specializes  in  bariatric  sur- 
gery. Both  are  affiliated  with  the  Baldwin  County 
Hospital  in  Milledgeville.  Send  reprint  requests  to 
Dr.  Headley  at  P.O.  Box  656,  Milledgeville,  GA  31061. 


Introduction 

More  than  20,000  surgical  pro- 
cedures for  morbid  obesity 
are  done  in  the  United  States  each 
year.  Yet  many  physicians  are  not 
well  informed  about  the  important 
place  of  surgery  in  the  management 
of  morbid  obesity  or  about  the  ev- 
olution of  surgical  procedures  for 
weight  reduction  over  the  past  3 
decades.  Since  the  introduction  of 
the  intestinal  bypass  in  the  early 
1950s,’  more  rational  and  sophis- 
ticated procedures  of  proven  effi- 
cacy and  safety  for  the  relief  of  per- 
sons who  are  100  pounds  or  more 
over  ideal  weight  have  been  devel- 
oped. 

Most  physicians,  whether  intern- 
ists or  surgeons,  will  encounter 
morbidly  obese  patients  in  their 
practice.  A 1974  survey  found  2.8 
million  American  men  (5%)  and  4.5 
million  women  (7%)  to  be  “se- 
verely obese.  It  is  commonly  be- 
lieved that  these  are  gross  under- 
estimates of  extreme  obesity,  and 
that  as  many  as  15  million  people 
in  the  U.S.  may  be  severely  obese. 


=EBRUARY  1989,  Vol.  78 


75 


Obese  persons  have  a dispropor- 
tionately high  incidence  of  illness. 
It  would  be  of  benefit  to  both  phy- 
sicians and  their  patients  for  phy- 
sicians to  have  a greater  familiarity 
with  the  medical  problem  of  mor- 
bid obesity  and  the  various  medical 
and  surgical  approaches  to  treating 
it. 

This  article  reviews  our  current 
knowledge  of  the  incidence  and 


This  article  reviews 
our  current  knowledge 
of  the  incidence  and 
causes  of  extreme 
obesity,  its  medical 
consequences,  and  the 
great  difficulty  of 
treating  obesity  with 
diet  and  behavior 
modification. 


causes  of  extreme  obesity,  its  med- 
ical consequences,  and  the  great 
difficulty  of  treating  obesity  with  diet 
and  behavior  modification.  The 
major  surgical  procedures  that  have 
been  used  to  produce  weight  loss 
in  this  population  are  described, 
their  complications  compared,  and 
long-term  results  evaluated.  A few 
guidelines  are  provided  for  the  pri- 
mary care  physician  who  takes  care 
of  patients  who  have  had  bariatric 
surgery.  Throughout  this  review,  we 
will  draw  on  our  experience  at  the 
Baldwin  County  Hospital  in  Mil- 
ledgeville,  Georgia.  Since  1966, 
more  than  1400  bariatric  surgical 
procedures  have  been  done.  Our 
results  with  the  various  weight  re- 
duction operations  will  be  sum- 
marized. 

The  major  points  that  will  be 
made  are  these: 

1 . Morbid  obesity  is  a serious  health 
problem. 

2.  Nonsurgical  means  of  weight  re- 
duction rarely  produce  signifi- 
cant long-term  weight  loss  in  se- 
verely obese  persons. 

3.  Surgical  procedures  with  a min- 
imum of  complications  can  pro- 


duce loss  of  more  than  60  per- 
cent of  excess  weight  in  a large 
majority  of  morbidly  obese  per- 
sons. 

4.  This  weight  loss  persists  in  fol- 
low ups  of  5 to  10  years  and 
longer. 

5.  Weight  loss  following  bariatric 
surgery  results  in  improvement 
in  associated  medical  condi- 
tions, in  addition  to  improve- 
ment in  quality  of  life  and  psy- 
chologic status. 

6.  The  bariatric  surgical  procedure 
which  is  currently  considered  to 
provide  the  optimum  combina- 
tion of  safety  and  weight  loss  is 
the  vertical  banded  gastroplasty. 

More  extensive  treatments  of  bar- 
iatric surgery  are  available.^' 


Morbid  Obesity 

Morbid  obesity  is  defined  as  being 
at  least  100  pounds  over  ideal 
weight.^'  ® Generally  accepted  ta- 
bles listing  weight  standards  by 
gender  and  height  were  published 
in  1959^  and  revised  in  1983.®  The 
1983  standards  are  more  liberal  in 
listing  approximately  12  percent 
higher  average  standard  weight  for 
shorter  males  and  all  females.  In 
1986,  the  American  Society  of  Bar- 
iatric Surgery  adopted  the  1983  ta- 
bles for  the  purpose  of  patient  eli- 
gibility for  bariatric  procedures. 

Bariatric  surgery  is  generally  con- 
fined to  persons  who  are  morbidly 
obese,  as  defined  above.  This  ar- 
bitrary cutline  leads  to  a dilemma 
of  obesity  surgery:  Some  patients 
who  do  not  meet  this  criterion  de- 
liberately gain  weight  to  become  el- 
igible. Many  patients  reach  the  point 
where  they  realize  that  surgery  is 
their  only  hope  of  weight  loss  well 
before  they  meet  the  strict  defini- 
tion of  morbid  obesity. 

Studies  of  the  health  status  of 
obese  persons  show  that  excess 
weight  predisposes  to  increased  ill- 
ness and  early  death.  Excess  mor- 
tality occurs  at  weights  as  low  as 
20  percent  over  average.  Persons 
who  carry  50  percent  excess  weight 
have  excess  mortality  ranging  be- 
tween 75  percent  and  115  percent. 
Excess  mortality  increases  steeply 
with  further  increases  in  excess 
weight.  Drenick  and  colleagues® 
found  a 12-fold  excess  mortality 


among  morbidly  obese  men  be- 
tween the  age  of  25-34  years  com- 
pared to  men  of  the  same  age  group 
in  the  general  population.  Among 
obese  men  35-44  years  or  age,  there 
was  a 6-fold  excess  mortality. 

These  authors  suggested  that 
previous  studies  had  underesti- 
mated excess  mortality  from  mor- 
bid obesity.  An  extensive  analysis 
by  Manson,  et  al.’°  supports  this 
contention. 

In  addition  to  having  a high  prob- 
ability of  early  death,  severely  obese 
persons  have  an  increased  inci- 
dence of  numerous  diseases.  These 
include  coronary  heart  disease  and 
sudden  death,  hypertension,  dia- 
betes mellitus,  gallbladder  disease, 
endocrine  disorders,  thromboem- 
bolic disease,  osteoarthritis,  car- 
diorespiratory dysfunction,  sleep 
apnea,  and  skin  conditions."  '®  An 
increased  risk  of  cancer  has  also 
been  found  in  morbidly  obese  per- 
sons, with  women  having  57  per- 
cent excess  rate  of  cancer  and  men 
a 35  percent  increase. '"'• Most  no- 
tably, markedly  obese  women  had 
a 5.4  times  higher  risk  for  endo- 
metrial cancer  than  nonobese 
women. 

It  has  long  been  assumed  by  most 
people  that  extreme  obesity  is 
a reflection  of  underlying  psycho- 
pathology. Rigorous  psychologic 
studies  have  demonstrated  that  this 
is  not  the  case.'®"’  According  to 
Halmi,  et  al."’  strictly  defined  major 
psychopathology  appeared  to  be  no 
higher  among  candidates  for  bar- 
iatric surgery  than  among  a stand- 
ard control  population.  Several 
similar  studies  have  been  reviewed 
by  Stunkard.'®  These  studies  have 
found  that  the  psychologic  abnor- 
malities that  occur  among  ex- 
tremely obese  persons,  such  as  dis- 
turbance of  body  image,  are  often 
realistic  for  their  condition. 

At  the  present  time,  no  single, 
cogent  explanation  for  severe  obes- 
ity is  available.  However,  the  pre- 
vailing view  is  shifting  from  the  per- 
ception that  obesity  represents  a 
weakness  of  will  to  that  of  obesity 
as  a derangement  of  physiology. 
Clinical  research  supports  the  ex- 
istence of  genetic  and  physiologic 
components  to  obesity.'®  ®"  Recent 
data  indicate  that  many  people  be- 
come obese  more  because  of  a low 
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metabolic  rate  than  because  they 
eat  too  much.2*'22 
One  example  of  the  physiologi- 
cally based  hypothesis  for  morbid 
obesity  is  the  setpoint  theory,  which 
postulates  that  each  person’s  body 
adjusts  its  metabolic  rate  to  main- 
tain a certain  weight,  possibly 
through  hypothalamic  regula- 
tion.23,24  Obesity  can  be  explained 
by  a setpoint  that  results  in  a high 
body  mass.  It  is  possible  that  the 
setpoint  is  adjusted  upward  as  one 
gains  weight,  whether  it  can  be 
readjusted  downward  is  not  clear. 


Explaining  obesity  as 
the  result  of  disordered 
physiologic  regulation 
makes  it  easier  to 
understand  why  dieting 
and  other  nonsurgical 
techniques  have  little 
or  no  success  in 
producing  long-term 
weight  loss  among 
obese  persons. 


Circulating  factors,  including 
beta-endorphin,  have  been  found 
to  be  altered  in  experimentally 
obese  animals.^^  Some  researchers 
hypothesize  that  a deficiency  of  the 
brain  neurotransmitter  serotonin 
produces  an  insatiable  craving  for 
carbohydrates. 

Based  on  our  clinical  observa- 
tions, we  agree  that  there  is  a strong 
biologic  component  to  obesity.  We 
have  noted  a tremendous  similarity 
between  alcoholics,  drug  addicts, 
and  patients  with  morbid  obesity, 
suggesting  a form  of  addiction  to 
food  among  the  severely  obese. 

Explaining  obesity  as  the  result 
of  disordered  physiologic  regula- 
tion makes  it  easier  to  understand 
why  dieting  and  other  nonsurgical 
techniques  have  little  or  no  success 
in  producing  long-term  weight  loss 
among  obese  persons.  Our  expe- 
rience is  the  same  as  that  of  other 
bariatric  surgeons:  Patients  who 
come  to  us  for  weight-reduction 
surgery  have  already  tried,  without 


lasting  success,  countless  diets,  diet 
pills,  behavior  modification,  jaw 
wiring,  injections  of  various  types, 
hypnosis,  ear  stapling,  acupunc- 
ture, and  more  recently,  the  gastric 
bubble.  All  these  approaches  have 
the  same  problem:  Early  weight  loss 
is  regained  within  a year  or  2. 

In  a few  rigorously  conducted  and 
medically  supervised  programs,  di- 
etary weight-loss  regimens  have 
been  temporarily  successsful. 
Drenick  and  Johnson^®  followed 
1212  morbidly  obese  men  for  7 years 
after  inhospital  fasting  and  subse- 
quent semistarvation.  On  average, 
the  men  lost  41  kg  (90  lb.).  By  two 
years,  they  had  begun  gradually  to 
regain  the  lost  weight,  and  at  7 years, 
only  seven  (6%)  men  had  main- 
tained weight  lost. 

Protein-sparing  supplemented 
fasting,  plus  behavior  modification 
and  exercise,  was  tried  by 
Blackburn^^  and  Bristrian.^®  Sev- 
enty-five percent  of  their  subjects 
lost  at  least  18  kg  (40  lb.);  but  by  2 
years,  70  percent  of  those  losing 
weight  had  gained  it  back.  Similar 
results  were  reported  by  Genuth.^® 
Further  data  are  not  yet  available. 

In  addition  to  the  fact  that  weight 
loss  on  restrictive  diets  is  tempo- 
rary, very-low-calorie  diets  are  po- 
tentially lethal  unless  supervised  by 
an  experienced  physician.  At  least 
58  persons  died  during  a fad  of  liq- 
uid-protein dieting  in  1977-1978 
from  ventricular  arrhythmias  pos- 
sibly brought  on  by  protein-calorie 
malnutrition.®®'®' 

Jaw  wiring  has  not  been  as  ex- 
tensively studied,  but  one  scientific 
report  on  14  subjects  is  available.®® 
Fixation  was  maintained  for  be- 
tween 4 and  20  months,  for  an  av- 
erage weight  loss  of  30  kg  (68  lb.). 
Only  one  person  maintained  the 
weight  loss  for  2 years.  In  a review 
of  surgical  methods  for  weight  re- 
duction,®® the  judgment  on  jaw  wir- 
ing, based  on  published  studies, 
was  that  it  produced  weight  loss, 
but  that  all  subjects  regain  lost 
weight  in  a relatively  short  time. 

Similar  considerations  apply  to 
the  gastric  bubble  or  stomach  bal- 
loon. The  most  optimstic  results 
were  obtained  by  Garren  and 
Garren®"*  who  designed  the  bubble. 
Their  data  covers  6 and  10-month 
periods.  During  6 months  of  im- 
plantation in  100  morbidly  obese 


persons,  the  bubble,  combined  with 
behavioral  modification  and  dietaiy 
counseling,  produced  a mean 
weight  loss  of  18  kg  (40  lb.).  O/er 
10  months,  the  mean  weight  loss 
was  35  kg  (77  lb.). 

There  are  four  major  caveats  to 
these  findings.  First,  the  Food  and 
Drug  Administration  approved  im- 
plantation of  the  bubble  for  4 
months,  but  later  this  was  reduced 
to  3 months,  because  some  pa- 
tients experienced  gastritis  or  de- 
flation of  the  balloon  followed  by 
obstruction.®® 

Second,  there  are  as  yet  no  con- 
clusive data  to  show  that  the  bubble 
contributes  significantly  to  weight 
loss.  One  study  published  in  No- 
vember, 1987,  found  no  significant 
weight  loss  among  patients  receiv- 
ing the  balloon  compared  to  those 
receiving  sham  procedures.®® 

Third,  the  Garren  study  is  the  most 
favorable  outcome  reported  to  date. 
Other  trials  have  found  much 
smaller  weight  losses  and  greater 
complication  rates. 

Fourth,  and  most  important,  there 
are  no  follow-up  data  showing  that 
weight  loss  can  be  maintained  once 
the  bubble  is  removed.  Again,  as  in 
almost  all  of  the  non-surgical  meth- 
ods, the  problem  is  not  losing 
weight  as  many  of  the  techniques 
result  in  weight  loss,  but  the  main- 
tenance of  weight  loss. 

In  sum,  the  value  of  the  gastric 
bubble  for  long-term  weight  loss 
appears  extremely  limited. 

Altitudinal  Considerations 

Affecting  Bariatric  Surgery 

Because  of  the  eventual  regain  of 
weight  lost  through  dieting,  jaw  wir- 
ing, and  other  measures,  surgery 
represents  an  attractive  alternative 
for  the  treatment  of  morbid  obesity. 
Indeed,  for  the  morbidly  obese,  sur- 
gery offers  the  only  high-probability 
hope  of  substantial  long-term  weight 
loss.  Yet  several  psychologic  fac- 
tors can  limit  the  optimal  benefit 
from  weight  reduction  surgery. 

One  inhibiting  factor  has  been  a 
slow  acceptance  of  surgical  pro- 
cedures for  weight  loss  within  the 
medical  community.  Although  dif- 
ficult to  document  scientifically,  it 
has  been  the  impression  of  those 
of  us  who  perform  surgery  for  mor- 
bid obesity  that  other  physicians 
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have  regarded  bariatric  surgery  with 
disapproval.  This  attitude  seems  to 
stem  from  the  prevailing  view  that 
obese  persons  simply  lack  will- 
power and  could  lose  weight  “if  they 
really  wanted  to.” 

Other  factors  possibly  contrib- 
uting to  the  negative  attitude  toward 
bariatric  surgery  are  that  weight  loss 
is  uncommon  and  unpredictable 
and  that  regain  of  lost  weight  is  the 
typical  outcome.  We  shall  present 
data  refuting  these  notions  in  a later 
section. 


Factors  possibly 
contributing  to  the 
negative  attitude 
toward  bariatric 
surgery  are  that  weight 
loss  is  uncommon  and 
unpredictable  and  that 
regain  of  lost  weight  is 
the  typical  outcome. 
We  shall  present  data 
refuting  these 
notions.  . . . 


Equally  difficult  to  document  is 
the  impression  that  such  prejudical 
views  are  now  decreasing  among 
physicians.  One  bariatric  surgeon 
estimated  recently  that  4 years  ago 
only  10  percent  of  his  practice  came 
from  referrals  from  other  physi- 
cians, whereas  more  than  50  per- 
cent of  his  referrals  now  come  from 
medical  colleagues.^^  In  our  prac- 
tice, a similar  change  has  become 
evident  over  the  last  5 years. 

One  likely  factor  in  this  shift  was 
the  National  Institutes  of  Health’s 
Consensus  Conference  on  obesity 
held  in  March,  1985,  at  which  the 
adverse  effects  of  obesity  on  health 
and  longevity  were  highlighted.  An- 
other influence  may  be  an  increas- 
ing favorable  experience  with  obes- 
ity surgery  as  newer  procedures 
supplant  the  intestinal  bypass. 

An  equally  damaging  misappre- 
hension is  the  view  that  bar- 
iatric surgery  can  be  performed  by 
any  skilled  surgeon  without  special 


training.  The  reality  is  that  surgery 
for  morbid  obesity  is  specialty  sur- 
gery and  requires  special  training 
and  instruments.  Morbidly  obese 
patients  need  special  handling.  For 
instance,  a patient  greater  than  300 
pounds  may  not  fit  into  a CAT  scan- 
ner. Morbidly  obese  patients  may 
have  a more  difficult  postoperative 
course  and  are  more  difficult  to  mo- 
bilize. They  have  a greater  risk  of 
pulmonary  embolus  or  deep  vein 
thrombosis,  so  special  attention  is 
required  to  decrease  the  incidence 
of  these  problems.  Postoperative 
complications  in  morbidly  obese 
patients  can  be  more  disastrous,  so 
early  recognition  and  surgical  in- 
tervention are  more  important  than 
in  other  patients. 

The  liability  problems  have  cer- 
tainly brought  on  increasing  diffi- 
culties in  dealing  with  patients  over 
the  last  few  years.  Having  reviewed 
a number  of  liability  cases,  it  is  my 
impression  that  the  most  frequent 
cause  of  a liability  suit  has  been  the 
inexperience  of  the  surgeon.  Some 
inexperience  is  the  result  of  inad- 
equate training,  but  in  other  cases 
a surgeon  with  some  training  in 
bariatric  procedures  may  only  per- 
form such  an  operation  occasion- 
ally. As  with  other  specialty  surgery, 
a practitioner  needs  to  do  a mini- 
mum number  of  cases  per  month 
to  maintain  his  or  her  skills. 

A third  psychologic  factor  nec- 
essary to  achieve  the  optimal 
benefit  from  bariatric  surgery  is  to 
select  appropriate  candidates.  In 
our  practice,  we  find  choosing  the 
right  patients  to  be  one  of  the  most 
difficult  tasks.  An  important  crite- 
rion is  the  patient’s  reaction  to  the 
discussion  of  surgical  risk.  Those 
persons  who  are  surprised  or  upset 
by  the  prospect  of  surgical  risks 
should  be  encouraged  to  return 
home  and  reevaluate  their  desire  to 
have  the  surgery. 

One  of  the  best  patient-related 
predictors  of  weight  loss  following 
surgery  is  the  patient’s  response  to 
the  question,  “Do  you  think  there 
is  any  other  treatment  available  that 
will  help  you  lose  weight  aside  from 
surgery?”  Persons  who  answer 
“Yes,”  “Possibly,”  or  “I’m  not  sure” 
should  be  encouraged  to  go  home 
and  try  other  methods  of  weight  loss 
until  they  are  certain  in  their  own 


minds  that  there  is  no  effective  al- 
ternative to  surgery  for  them.  Pa- 
tients who  have  not  tried  an 
adequate  number  of  weight-loss 
options  might  be  tempted  after  a 
surgical  procedure  to  believe  that 
they  have  learned  so  much  about 
eating  that  they  can  maintain  their 
weight  loss  without  the  operation 
and  ask  to  have  it  reversed.  This  has 
happened  with  several  of  our  pa- 
tients, with  almost  immediate 
weight  gain  to  the  presurgical  level. 

The  best  patients  to  manage  are 
those  who  have  thought  out  the  de- 
tails, are  prepared,  and  seem  to 
know  what  they  want.  We  believe 
that  it  is  a good  sign  if  the  patient 
arrives  for  the  interview  with  a list 
of  questions. 

We  have  occasional  failures  in 
patient  selection.  One  man  told  us 
postoperatively  that  he  had  figured 
out  how  to  beat  the  gastroplasty  op- 
eration by  frequent  eating  of  candy. 
A few  patients  have  asked  that  their 
operation  be  taken  down  because 
they  wanted  to  go  back  to  their  prior 
eating  pattern.  But  with  careful  pa- 
tient evaluation,  patient  selection 
can  be  more  than  95  percent  suc- 
cessful. 

Psychologic  preparation  for  sur- 
gery is  begun  prior  to  the  initial 
office  interview.  When  a patient 
calls  to  schedule  an  office  evalua- 
tion, an  information  package  is  sent 
to  the  patient.  This,  in  detail,  in- 
forms the  patient  and  his  or  her 
family  about  the  surgery  and  indi- 
cations for  it.  The  educational  and 
psychologic  preparation  is  contin- 
ued at  the  office  where  a videotape 
again  details  the  indications,  types 
of  operations,  possible  morbidity 
and  mortality,  and  what  the  ex- 
pected outcome  of  the  surgery  might 
be,  based  on  information  from  our 
patient  database. 

The  videotape  warns  patients  that 
they  must  cooperate  with  the  op- 
eration for  successful  weight  loss. 
It  is  estimated  that  the  operation 
does  about  80  percent  of  the  work, 
but  the  patient  must  contribute 
about  20  percent  of  the  effort  by  not 
eating  sweets,  refraining  from  fre- 
quent snacking,  and  refraining  from 
drinking  with  their  meals,  as  this 
has  a tendency  to  wash  out  the 
pouch  and  reduce  the  sense  of  full- 
ness. 
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Figure  1:  Results  of  weight  loss  from  198  Jejunoileal  Bypass  procedures, 
by  sex. 


Following  the  videotape,  we  meet 
with  the  patient  and  family.  This  in- 
terview is  sound  recorded  and  a 
copy  of  the  tape  is  given  to  the  fam- 
ily; one  is  kept  for  medicolegal  pur- 
poses. 

Additional  videotapes  are  shown 
several  times  each  day  in  the  hos- 
pital via  closed-circuit  television. 
These  tapes  present  further  infor- 
mation that  can  be  helpful  both  pre- 
operatively  and  postoperatively. 

Bariatric  Surgical  Operations 

Jejunoileal  Bypass  (JIB) 

Intestinal  bypass  procedures  were 
independently  attempted  by  several 
surgeons  in  the  early  1950s.  These 
procedures  were  suggested  by  the 
drastic  weight  loss  due  to  poor  ni- 
trogen absorption  that  occurred 
after  extensive  bowel  resection  for 
cancer  or  mesenteric  artery  throm- 
bosis.^® Due  to  the  experimental  na- 
ture of  the  operations,  these  inno- 
vators proceeded  cautiously,  and 
their  experience  accumulated 
slowly. 

One  of  the  earliest  versions  of  in- 
testinal bypass  was  the  jejunocolic 
procedure,  in  which  the  ileum  was 
anastomosed  directly  to  the  colon. 
Our  first  operation  for  morbid  obes- 
ity was  in  1 966  and  was  of  this  type. 
It  was  done  on  a 300-pound  man 
who  had  hypertension  and  elevated 
cholesterol  and  was  badly  disabled 
by  his  obesity.  The  resulting  drop 
in  weight  reduced  his  blood  pres- 
sure, but  he  had  such  severe  diar- 
rhea and  uncontrolled  weight  loss 
that  we  converted  his  operation  to 
an  end-to-side  jejunoileal  bypass. 
The  jejunocolic  operation  was  soon 
abandoned. 

The  end-to-side  jejunoileal  by- 
pass was  patterned  on  the  Payne 
procedure®^  in  which  the  proximal 
14  inches  of  jejunum  was  anasto- 
mosed to  the  side  of  the  ileum  4 
inches  from  the  ileocecal  junction. 
With  this  procedure,  some  patients 
had  reflux  of  food  back  up  the  in- 
testine and  regained  much  of  the 
lost  weight.  In  1971,  after  nine  pa- 
tients, we  stopped  doing  this  pro- 
cedure in  favor  of  the  end-to-end 
jejunoileal  bypass. 

End-to-end  jejunoileal  bypass  was 
reported  in  1971  by  both  Salmon'*'^ 
and  Scott.""  The  distal  end  of  the 
bypassed  segment  of  small  intes- 


tine was  anastomosed  to  the  colon, 
and  the  proximal  end  was  closed. 
This  technique  became  the  proce- 
dure of  choice  for  many  surgeons. 

Intestinal  bypass  is  an  intentional 
partial  malabsorptive  proce- 
dure. Patients  can  eat  as  much  as 
they  want,  but  much  of  the  food 
passes  through  the  intestinal  tract 
partially  digested. 

Weight  loss  with  jejunoileal  by- 
pass (JIB)  was  quite  satisfactory  in 
most  cases.  In  our  series  of  198  in- 
testinal bypass  patients,  there  was 
an  average  weight  loss  of  about  two- 
thirds  of  excess  weight  during  the 
first  year  (Figure  1).  Follow-up  stud- 
ies show  that  this  level  of  weight 
loss  has  been  fairly  well  maintained 
for  at  least  12  years  in  most  pa- 
tients. Operative  mortality  with  the 
JIB  has  been  low.  In  our  series,  there 
were  no  deaths. 

Unfortunately,  some  JIB  patients 
have  extensive  long-term  compli- 
cations."*®  These  include  migratory 
arthritis;  malabsorption  of  protein, 
calcium,  magnesium  and  vitamins; 
enteritis  and  liver  disorders  in  up 
to  20  percent  of  patients;  kidney 
stones;  stomal  ulcer;  and  rectal 
problems  from  the  acid  content  of 
the  stools.  As  a result,  after  12  years, 
about  one-third  of  our  JIB  patients 
have  had  medical  problems  severe 
enough  to  require  taking  down  their 


intestinal  bypass;  one-third  have 
some  medical  problems  and  re- 
quire close  attention,  some  of  whom 
may  need  to  have  conversion  to  a 
stomach  stapling  procedure  in  the 
future;  and  one-third  are  doing  well 
but  still  need  to  be  followed  closely. 

Migratory  arthritis  occurs  in  about 
20  percent  of  JIB  patients  and  ap- 
pears to  be  due  to  bacteria  growing 
in  the  bypassed  section  of  intestine 
because  of  the  absence  of  acid.  This 
arthritis  clears  immediately  when 
the  blind  loop  is  taken  down.  It  may 
be  an  immune  reaction."*® 

Because  of  the  anorectal  prob- 
lems such  as  proctitis,  hemor- 
rhoids, or  anal  strictures  brought 
on  by  the  acid  diarrhea,  some  pa- 
tients will  need  anal  dilatation  or 
partial  sphincterotomy  at  the  time 
of  conversion  of  their  JIB. 

Some  patients  with  the  JIB  had 
persistent  severe  diarrhea,  but  sur- 
prisingly that  was  seldom  a major 
medical  problem.  These  patients 
produce  foul-smelling  stools  and 
flatus.  The  offensive  odor  is  caused 
by  the  partially  broken-down  fatty 
acids,  the  same  compounds  found 
in  rancid  foods.  Many  have  trouble 
with  their  marriages  and  social  life 
because  of  this  odor. 

Currently,  very  few  surgeons  are 
performing  the  JIB.  As  Mason 
put  it,  “In  spite  of  the  fact  that  in- 
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testinal  bypass  is  a technically  easy 
operation  that  appeals  to  surgeons, 
there  seems  to  be  no  way  to  make 
it  safe  without  losing  its  effective- 
ness in  weight  control. 

Scopinaro  attempted  to  correct 
some  of  the  flaws  of  the  JIB  with 
the  biliopancreaticojejunal  bypass, 
including  partial  gastrectomy.'*®  But 
he  produced  an  extensive  opera- 
tion that  takes  3 hours  to  perform. 
It  avoids  some  metabolic  problems 
but  creates  others. 


As  with  intestinal 
bypass,  gastric  bypass 
was  patterned  after  an 
existing  procedure,  in 
this  case  gastric 
resection  for  peptic 
disease. 


The  phasing  out  of  JIB  has  also 
been  contrary  to  some  patients’ 
preference:  “Patients  favor  intes- 
tinal bypass  procedures  because  the 
preoperative  high-calorie,  high-vol- 
ume intake  can  be  contin- 
ued. . . . Gastric  restrictive  opera- 
tions are  far  safer,  but  they  require 
behavior  modification  by  the  pa- 
tient.”46 

Gastric  Bypass  (GBP) 

Due  to  increasing  dissatisfaction 
with  the  JIB,  gastric  partitioning 
procedures  arose  in  the  late  1960s.'*^ 
As  with  intestinal  bypass,  gastric 
bypass  was  patterned  after  an  ex- 
isting procedure,  in  this  case  gas- 
tric resection  for  peptic  disease. 
Many  patients  failed  to  regain  their 
preoperative  weight  after  a gastric 
resection.  Indeed,  many  patients 
lost  considerable  weight  after  this 
procedure,  which  was  considered 
a complication  of  the  operation. 
This  weight  loss  and  maintenance 
of  the  weight  loss,  however,  is  ex- 
actly what  the  bariatric  surgeon  was 
looking  for,  and  it  became  the  main 
advantage  of  the  gastric  bypass  pro- 
cedure. 

Unlike  intestinal  bypass,  gastric 
bypass  is  not  a malabsorption  pro- 
cedure; it  is  a calorie-restriction 
procedure.  Gastric  bypass  elimi- 
nates the  storage  function  of  the 
stomach.  Patients  can  only  eat  very 


small  amounts  of  food  at  a time. 
With  the  large  storage  portion  of  the 
stomach  unavailable  to  food,  affer- 
ent nerve  signals  to  the  satiety  cen- 
ter of  the  brain  that  are  triggered  by 
gastric  stretching  occur  with  very 
small  portions  of  food.  This  makes 
it  difficult  for  patients  to  eat  in  their 
former  manner,  although  very  ag- 
gressive consumers  can  find  ways 
to  defeat  or  circumvent  the  gastric 
pouch. 

Gastric  bypass  has  gone  through 
many  variations.  At  first,  the  stom- 
ach was  divided  and  a jejunal  loop 
was  anastomosed  to  the  gastric 
pouch  along  the  greater  curvature. 
However,  this  approach  was  often 
complicated  by  problems  of  reflux 
gastritis  and  esophagitis.  Later,  the 
operation  was  made  easier  by  using 
a continuous  horizontal  line  of  sta- 
ples to  create  the  fundic  pouch, 
rather  than  doing  a gastric  resec- 
tion.'*® 

Currently,  our  technique  for  the 
GBP  (Figure  2)  is  to  form  the  pouch 
with  a double  row  of  staples.  Bluett 
et  aP**  contributed  significantly  to 
our  understanding  of  the  healing 
strength  of  the  double  staple  line. 
The  jejunum  is  divided  60  cm.  from 
its  origin.  An  end-to-side  Roux-en- 
Y jejunojejunostomy  is  created  with 
the  proximal  limb  of  jejunum.  The 
distal  end  of  the  divided  jejunum  is 
anastomosed  to  the  gastric  pouch. 
This  technique  prevents  reflux  acid 
and  bile  gastritis  and  esophagitis. 

The  stomach  pouch  has  been  a 
problem  in  the  past  in  that  it  would 
frequently  dilate  years  after  the  sur- 
gery, allowing  the  patient  to  con- 
sume larger  meals  and  thereby  not 
maintain  adequate  weight  loss.  Over 
time,  the  pouch  has  been  made 
progressively  smaller,  until  now 
most  of  our  pouches  are  between 
10  and  30  cc’s.  The  pouch  itself  is 
reinforced  by  suturing  jejunum  over 
80  percent  of  the  pouch  surface, 
thereby  decreasing  the  risk  of  gas- 
tric dilatation  long  after  the  opera- 
tion. 

One  of  the  most  important  as- 
pects of  the  GBP  operation, 
learned  through  experience  with 
several  variants  during  the  first  10 
years  that  the  procedure  was  used, 
is  that  the  gastric  pouch  must  be 
made  small  for  the  operation  to 
succeed.  These  patients  need  to 


have  the  reservoir  function  of  the 
stomach  markedly  reduced.  Ini- 
tially, we  created  several-ounce 
pouches  with  a 12-15  mm.  stoma 
(gastrojejunostomy),  but  this  some- 
times produced  inadequate  weight 
loss.  We  now  make  a 10-15  cc.  gas- 
tric pouch  (measured  at  70  mm. 
water  pressure),  although  any  size 
up  to  30  cc.  appears  to  be  effective. 
The  side  of  the  stoma  is  also  im- 
portant, with  an  8-10  mm.  opening 
being  optimal  in  our  experience. 

Detailed  weight  loss  results  with 
the  GBP  will  be  presented  below. 
In  general  weight  loss  is  compa- 
rable to  the  intestinal  bypass  but 
with  a lower  short  and  long-term 
morbidity.  Reversal  of  gastric  by- 
pass has  been  required  in  less  than 
1 percent  of  patients. 

Metabolic  problems  common  in 
JIB,  such  as  migratory  arthritis,  are 
not  a problem  with  GBP,  because 
there  is  no  blind  segment  of  small 
intestine  to  allow  bacterial  over- 
growth. 

Stomal  ulcer  is  uncommon  after 
GBP.  With  the  small  gastric  pouch, 
very  little  gastrin  is  produced,  so 
very  little  acid  is  made  by  the  pa- 
rietal cells,  either  proximally  in  the 
gastric  pouch  or  distally  in  the 
stomach. 

The  major  complications  of  GBP 
surgery  are  those  that  occur  in  the 
immediate  postoperative  period, 
notably  anastomotic  leak  or  bleed- 
ing. When  there  is  leakage  or  per- 
foration, pain  is  often  prominent. 
Pain  occurring  suddenly  after  sur- 
gery is  often  posterior  or  to  the  left 
shoulder.  If  the  leakage  drains  to 
the  pelvis,  patients  may  complain 
of  marked  urinary  urgency.  Patients 
often  become  quite  anxious  and 
deep  breathing  can  be  very  painful. 
Tachycardia  greater  than  120  beats 
per  minute  is  another  indicator  of 
possible  leakage  or  perforation. 
These  symptoms  are  due  to  loss  of 
a large  amount  of  fluid  in  the  per- 
itoneal cavity  and  the  irritating  ef- 
fect of  the  gastric  juices  on  the 
peritoneum.  If  not  managed  expe- 
ditiously, the  loss  of  intravascular 
volume  will  lead  to  profound  shock. 
The  key  to  recovery  is  early  recog- 
nition and  immediate  reoperation. 

Leakage  in  obese  post-surgical 
patients  has  been  misdiagnosed  as 
pulmonary  embolism,  atelectasis, 
or  pneumonia.  Time  is  wasted  pur- 
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Figure  2 — The  Gastric  Bypass  eliminates  the  storage  function  of  the  stomach. 
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Figure  3 — The  Vertical  Banded  Gastroplasty  is  currently  the  most  popular 
technique  used  for  the  surgical  treatment  of  morbid  obesity. 


suing  these  diagnoses  while  the  leak 
is  producing  a generalized  perito- 
nitis and  its  consequences.  In  the 
morbidly  obese  patient,  it  is  safer 
in  the  postoperative  period  if  there 
is  suspicion  that  a leak  or  perfo- 
ration may  have  occurred  to  ex- 
plore the  abdomen  at  an  early  stage, 
in  the  slender  patient,  one  often  has 
time  to  wait,  further  evaluate,  and 
give  fluids  and  antibiotics.  In  the 
morbidly  obese  patient,  this  time 
lost  may  result  in  mortality. 

Vertical  Banded  Gastroplasty  (VBG). 

Vertical  banded  gastroplasty  is 
probably  the  first  surgical  proce- 
dure to  be  designed  specifically  for 
weight  loss,  as  opposed  to  being 
an  adaptation  of  an  existing  pro- 
cedure intended  for  another  pur- 
pose. The  VBG  incorporates  les- 
sons we  have  learned  from  3 
decades  of  obesity  surgery  and  is 
currently  the  culmination  of  the  ev- 
olution of  bariatric  surgery. "It  pro- 
vides an  optimal  combination  of 
operative  ease,  desired  weight  re- 
duction, and  minimal  side  effects. 

Experience  with  gastric  bypass 
showed  that  there  is  a rationale  for 
a surgical  obesity  procedure  that  al- 
lows food  to  pass  through  the  duo- 
denum. For  example,  iron,  vitamin 
B,2,  and  calcium  malabsorption 
syndromes  would  occur  less  fre- 
quently in  the  VBG  as  compared  to 
the  GBP  patient.  Nonoperative  di- 
agnosis and  treatment  of  problems 
of  the  distal  stomach  and  duo- 
denum are  more  difficult  to  treat  in 
the  GBP  patient. 

The  first  gastric  pouches  were 
formed  horizontally.  Unfortunately, 
a fundic  pouch  is  not  desirable  for 
caloric  restriction,  since  the  greater 
curvature  of  the  fundus  is  the  most 
distensible  part  of  the  stomach.  A 
procedure  called  the  horizontal 
gastroplasty  was  done  by  placing  a 
staple  line  across  the  upper  portion 
of  the  stomach  creating  an  upper 
small  pouch  and  a much  larger 
lower  or  distal  pouch.  Before  the 
staples  were  placed,  several  of  the 
staples  were  removed  from  the  car- 
tridge, thus  allowing  for  an  opening 
between  the  upper  and  lower 
pouch.  Unfortunately,  this  led  to  a 
weak  staple  line  with  subsequent 
dilatation  of  the  stoma  and  frank 
breakdown  of  the  staple  line.^°  This 
procedure  is  no  longer  done. 


The  concept  of  a gastroplasty 
without  a bypass  was  still  a viable 
one,  but  it  took  a series  of  concep- 
tual breakthroughs  to  arrive  at  the 
present  vertical  banded  gastro- 
plasty. Tretbar®'  was  one  of  the  first 
to  use  the  vertical  configuration.  He 
formed  an  unreinforced  18  cm.-long 
vertical  pouch  along  the  entire 
length  of  the  lesser  curvature  to  the 
pylorus.  Laws^2  added  a ring  of  Si- 
lastic tubing  held  in  place  around 
the  distal  pouch  opening  (vertical 
ring  gastroplasty). 

The  vertical  band  gastroplasty 
(Figure  3),  was  first  employed 
by  Mason  in  1980.^^  A major  inno- 
vation was  that  the  pouch  outlet  was 
reinforced  with  a 1 .5-cm.  wide  Mar- 
lex  collar  to  assure  a constant  sto- 
mal size.  The  collar  was  not  sewn 
to  the  stomach  wall  but  to  itself. 
This  is  distinct  from  previous  pro- 
cedures, in  which  the  outlet-rein- 
forcing material  was  anchored  to 
the  lower  end  of  the  stapled  parti- 
tion, creating  a risk  of  migration  of 
the  suture  into  the  lumen.  The  mesh 
collar  is  quickly  surrounded  by 
connective  tissue  and  forms  a new 
outerlayer  to  the  stomach  wall.  At 


this  time,  the  vertical  banded  gas- 
troplasty is  the  most  frequently  used 
gastroplasty.  ; 


The  first  surgical 
procedure  designed 
specifically  for  weight 
loss,  the  vertical 
banded  gastroplasty 
incorporates  lessons 
learned  from  3 decades 
of  obesity  surgery  and 
is  currently  the 
culmination  of  the 
evolution  of  bariatric 
surgery. 


In  practice,  we  construct  a meas- 
ured 10-15  ml.  gastric  pouch  with  | 
a vertical  staple  line.  As  in  the  GBP, ; 
a small  pouch  is  crucial.  Mason  has  ; 
stressed  the  need  to  measure  the 
pouch  volume,  so  that  various  pro- 
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cedures  can  be  compared  more 
accurately.  The  Marlex  mesh  is 
adjusted  to  produce  a 5 cm. -cir- 
cumference (10  mm.  internal  di- 
ameter) outlet.  Our  data  (presented 
below)  suggest  that  a 4.5  cm.  cir- 
cumference may  be  too  restrictive 
and  may  lead  to  excessive  snacking 
and  high  carbohydrate  consump- 
tion. Direct  visualization  by  endos- 
copy of  the  distal  stomach  and  duo- 
denum can  be  carried  out  with  ease 
in  the  VBG  patient. 

Although  experience  with  the 
VBG  is  less  than  with  the  JIB  or 
GBP,  it  appears  to  be  the  most  com- 
plication-free of  all  bariatric  pro- 
cedures so  far.  We  have  had  a 0.2 
percent  perioperative  mortality  rate 
(one  death)  in  over  525  consecutive 
cases.  This  compares  with  a 1 per- 
cent mortality  rate  in  the  GBP  series 
of  over  625  patients. 

An  alternative  form  of  vertical 
gastroplasty  is  the  vertical  ring  gas- 
troplasty, in  which  the  outlet  of  the 
pouch  is  reinforced  with  a Silastic 
ring.  In  one  direct  comparison 
study,^'^  the  two  procedures  were 
found  to  be  equivalent  except  for 
a twofold  greater  incidence  (19% 
vs.  9%)  of  stenotic  complications 
with  the  ring  gastroplasty.  But  in  a 
much  larger  series, no  erosion  of 
uncovered  silastic  rings  used  to 
support  the  outlet  of  the  gastric 
pouch  was  observed  during  a 5-year 
follow  up.  The  reason  for  the  dif- 
ference in  stenosis  rates  between 
these  two  studies  is  not  clear. 
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Late  last  summer,  a friend  from 
the  national  Blue  Cross  and 
Blue  Shield  Association  called  to 
ask  if  I would  prepare  a paper,  join 
the  American  Medical  Association 
delegation,  and  attend  a meeting  of 
the  World  Medical  Association 
(WMA)  in  Vienna.  1 would  be  the 
national  Blue  Cross  and  Blue  Shield 
representative,  and  he  would  share 
the  travel  costs. 

While  honored,  1 responded  cau- 
tiously. With  little  experience  in  in- 
ternational affairs,  could  1 effec- 
tively represent  Blue  Cross  and  Blue 
Shield  at  such  an  important  gath- 
ering? We  discussed  this  a bit,  and 
when  he  gave  a slight  suggestion 
that  my  self-deprecating  remarks 
might  be  accurate  rather  than  rep- 
resenting dignified  modesty,  1 
quickly  accepted  and  congratu- 
lated him  on  his  ability  to  recognize 
talent. 

The  40th  World  Medical 
Assembly 

In  September,  1988,  my  wife  and 
1 found  ourselves  in  Vienna  with  an 
extraordinary  group  of  physicians 


Thomas  Kinser 


The  WMA  is  an 
association  of  national 
medical  associations 
that  was  formed  in 
1947  to  discuss  issues 
and  problems  common 
to  physicians  around 
the  world. 


from  the  United  States,  Austria,  Ger- 
many, Japan,  Australia,  and  a host 
of  other  countries.  It  proved  to  be 
an  astonishing  personal  and 
professional  experience  for  this 
non-physician. 

The  WMA  is  an  association  of  na- 
tional medical  associations  that  was 
formed  in  1947  to  discuss  issues 
and  problems  common  to  physi- 
cians around  the  world.  It  is  a voice 
for  professional  excellence  and  high 
ethical  standards.  Many  issues  dis- 


Mr.  Kinser,  president  and  chief  executive  officer 
of  Blue  Cross  and  Blue  Shield  of  Georgia,  attended 
the  40th  World  Medical  Assembly  in  Vienna,  Aus- 
tria, Sept.  27-30,  1988.  This  article  represents  some 
of  his  impressions  of  that  international  conference. 

Send  reprint  requests  to  him  at  3348  Peachtree 
Rd.,  P.O.  Box  4445,  Atlanta,  GA  30302. 


cussed  and  debated  in  the  United 
States  are  dealt  with  around  the 
world  in  a variety  of  social,  politi- 
cal, geographic,  and  economic  set- 
tings. 

Business  Issues 

Several  interesting  issues  arose 
at  the  business  portion  of  this  in- 
ternational gathering.  Dr.  H.  Lind- 
say Thompson  of  Australia  was 
concluding  his  term  as  president. 
The  new  president  is  a most  inter- 
esting individual  — Dr.  Enrique 
Huertas  of  the  Cuban  Medical  As- 
sociation Overseas.  He  has  not  been 
in  Cuba  for  decades  but  resides  and 
practices  in  Miami. 

Dr.  Huertas  will  be  dealing  with 
one  issue  born  of  the  larger  world 
of  politics  during  his  term:  10  im- 
portant countries  dropped  out  of  the 
WMA  when  South  Africa  was  ac- 
cepted for  membership.  Negotia- 
tions are  in  progress  to  have  them 
return  to  the  fold. 

Other  issues:  A number  of  policy 
statements  were  dealt  with  and  dis- 
cussed, including  those  on  infant 
health,  the  use  of  tobacco  prod- 
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ucts,  professional  responsibility  for 
treating  AIDS  patients,  group  prac- 
tice, and  others.  The  statements  are 
designed  to  be  helpful  in  later  de- 
bates with  politicians  in  member 
countries. 

The  spirited  debate  over  busi- 
ness issues  involved  a wider  variety 
of  languages  but  nonetheless  re- 
sembled that  of  any  hospital  med- 
ical staff  or  the  Medical  Association 
of  Georgia  House  of  Delegates,  with 
similar  amounts  of  wisdom  and 
nonsense. 


Relationships 
between  physicians  and 
nurses  seem  to  be 
strained 

everywhere.  . . . 
Professional  turf  issues 
seem  endemic  on  all  of 
the  continents. 


American  Medical  Association 

The  American  Medical  Associa- 
tion was  represented  by  Dr.  James 
Sammons,  executive  vice  presi- 
dent, and  other  key  staff  and  board 
members.  Clearly,  the  American 
group  is  a major  power  and  re- 
spected in  the  organization.  They 
worked  hard,  presented  papers, 
asked  questions,  and  proudly  ad- 
vocated an  American  point  of  view, 
without  suggesting  ours  is  the  only 
way.  It  was  a pleasure  to  be  a guest 
of  the  delegation  and  to  know  this 
group  of  leaders. 

Educational  Meetings 

The  business  meeting  was  fol- 
lowed by  2 days  of  educational  pro- 
grams. The  first  was  devoted  to  “Ac- 
cess to  Health  Care  Under  Various 
Medical  Deliveiy  Systems.”  The  im- 
pact of  diverse  factors  on  access 
to  care  was  reviewed  by  an  as- 
semblage of  speakers.  Factors 
discussed  included  geography, 
physician  manpower,  nursing  man- 
power, cost,  and  payment  systems 
— all  from  an  extraordinary  variety 
of  points  of  view.  Some  points  of 
interest: 


• There  is  a consensus  that  there 
is  a growing  surplus  of  physi- 
cians in  developed  countries, 
while  underdeveloped  nations 
continue  to  experience  a short- 
age. France  has  some  8,000  phy- 
sicians who  cannot  find  work, 
and  the  Philippines  export  50% 
of  their  medical  graduates.  One 
panel  member  from  Israel  stated 
that  her  physician  works  as  a 
hairdresser  to  earn  extra  money! 

• Relationships  between  physi- 
cians and  nurses  seem  to  be 
strained  everywhere.  The  discus- 
sions over  the  definition  of  a team 
and  the  role  of  its  captain  were 
familiar,  albeit  in  other  lan- 
guages. Professional  turf  issues 
seem  endemic  on  all  of  the  con- 
tinents. 

• Concerning  geographic  limits  on 
access,  there  were  numerous  re- 
ports of  creative  and  successful 
responses.  Innovative  transpor- 
tation methods,  such  as  Austral- 
ian flying  doctors  and  outreach 
programs  involving  mobile  doc- 
tors and  nurses  in  remote  African 
areas,  were  presented. 

• Cost  is  a universal  problem.  Phy- 
sicians from  all  over  the  world 
feel  economics  limit  their  ability 
to  provide  quality  care. 

Financing  in  the  USA 

My  talk,  also  part  of  the  educa- 
tional program,  described  the 
American  financing  system  in  its 
most  basic  form.  It  is  difficult  for 
the  uninitiated  to  understand  how 
we  function  without  a universal  in- 
surance system.  I explained  our 
system  of  private  carriers  working 
primarily  with  employers  to  provide 
benefits  in  the  private  sector.  I de- 
scribed the  government  programs 
— Medicare  for  the  aged  and  Med- 
icaid for  the  poor.  And  1 acknowl- 
edged that  while  most  Americans 
have  good  financial  access,  a group 
of  uninsured  does  exist,  which  is  a 
problem  for  the  U.S. 

1 also  spent  some  time  discuss- 
ing one  of  many  major  changes 
going  on  in  our  country:  the  fact 
that  historic  freedom-of-choice  of 
physician  and  patient  is  under  sub- 
stantial pressure,  as  health  main- 
tenance organizations  (HMOs), 
preferred  provider  organizations 


(PPOs),  and  other  managed-care 
systems  try  to  cope  with  the  prob- 
lem of  extraordinary  cost  increases. 

My  co-panelist,  the  president  of 
the  German  Medical  Society,  and  1 
then  entertained  questions.  By  co- 
incidence, 1 was  the  first  American 
speaker  and  the  world’s  fascination 
with  the  United  States  became  clear. 
For  20  minutes,  every  question  was 
addressed  to  me.  I heard  from  the 
Japanese,  Turks,  Dutch,  Germans, 
Austrians,  and  others.  Most  were 
cordial  and  genuine.  A couple 
seemed  to  offer  critiques  of  Amer- 
ican values  rather  than  pose  real 
questions.  The  physician  leaders  of 
the  AMA  leaped  to  support  me  and 
the  national  honor. 

In  all  of  the  sessions  on  the  first  i 
day,  a couple  of  other  general  points  i 
became  clear.  Health  financing  and 
delivery  systems  vary  widely  around 
the  world  and  adapt  to  individual 
cultural,  geographic,  and  eco- 
nomic situations.  In  every  case, 
government  plays  a major  role,  and 
doctors  play  a major  role;  there  is 
a constant  strain  between  them, 
fueled  by  financial  and  control  is- 
sues. If  any  physician  praised  his 
or  her  government’s  health  policy 
on  funding  levels,  I missed  it. 


In  all  countries,  there 
is  a constant  strain 
between  the 
government  and  the 
doctors,  fueled  by 
financial  and  control 
issues.  If  any  physician 
praised  his  or  her 
government’s  health 
policy  on  funding 
levels,  1 missed  it. 


A review  of  comparative  data 
show  huge  and  largely  unexplained 
differences  in  efficiency,  costs,  and 
quality  of  care  in  the  various  coun- 
tries. There  seems  to  be  a tendency 
toward  individuals  paying  more,  as 
government,  business,  and  insur- 
ance fail  to  grow  as  fast  as  costs. 
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I How  to  take  care  of  the  poor  and 
the  elderly  was  a persistent  issue, 

I as  well  as  a lack  of  success  at  con- 
i trolling  the  growing  demand  for 
! more  and  more  care. 

! Group  Practice 

' The  second  day  of  the  educa- 
I tional  program  dealt  with  group 
practice.  Dr.  James  Davis  of  the 
United  States  led  a discussion  on 

S defining  group  practice  and  de- 
scribing trends  in  the  U.S.  Speakers 
from  Europe,  Asia,  South  America, 
I and  Australia  followed.  Advantages 
j and  disadvantages  of  group  prac- 
tice were  dispassionately  reviewed. 
I Group  practice  seems  most  prom- 
inent in  North  America,  less  so  in 
Europe,  and  just  emerging  in  other 
areas  of  the  world. 

By  the  end  of  the  session,  1 con- 
cluded that  group  practice  is  a 
growing  force  all  over  the  world  and 
appeals  to  more  and  more  physi- 
cians and  patients.  But  it  has  the 
potential  of  infringing  on  profes- 
sional autonomy  in  undesirable 
ways  and  should  be  watched  care- 


fully with  these  disadvantages  in 
mind. 

Some  Social  Items 

The  social  functions  associated 
with  the  WMA  were  a source  of 
much  pleasure.  Vienna  has  great 
charm  and  is  easy  to  enjoy.  Our 
Austrian  hosts  were  most  gracious. 
Meeting  physicians  and  their  wives 
from  all  over  the  world  was  a source 
of  continuing  interest  and  stimu- 
lation. One  pleasant  seatmate  on 
the  bus  turned  out  to  be  the  pres- 
ident of  the  Australian  Medical  So- 
ciety. And  talking  to  members  of  the 
large  Japanese  delegation  made  the 
emergence  of  the  Pacific  Basin 
countries  more  tangible  and  real 
than  do  the  Toyotas  and  stereos  we 
have  at  home. 

Conclusion 

The  conference  reminded  me 
again  of  how  complex  health  care 
is  and  how  difficult  it  is  to  change. 
It  involves  every  human  who  ever 
gets  sick  along  with  the  accompa- 
nying intense  emotions.  We  are 


dealing  with  thousands  of  hospi- 
tals, millions  of  doctors,  billions  of 
people,  and  trillions  of  dollars, 
pounds,  rubles,  yen,  francs,  marks, 
etc. 

Every  speaker  focused  on  prob- 
lems and  issues  in  his  or  her  coun- 
try, and  we  saw  once  again  that  no 
country  has  ever  solved  the  health- 
care equation.  There  is  no  one  best 
way  to  finance  and  deliver  medical 
care.  Everyone  talked  openly  about 
problems  and  things  that  do  not 
work.  The  tensions  we  feel  should 
be  seen  as  inevitable  and  part  of 
the  creative  drive  that  makes  us 
evolve  and  get  better. 

My  experience  proves  again  that 
you  need  to  travel  to  know  your 
home.  The  American  pluralistic 
system  seems  the  best  for  us,  and 
other  countries  with  strong  public 
and  private  sectors  seem  to  be  doing 
fairly  well.  The  countries  with  mon- 
olithic government  programs  seem 
least  effective  and  least  happy,  as 
well  as  underfunded  and  resistant 
to  change. 

1 am  glad  my  friend  called. 
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Sponsored  by  St.  Joseph  Center  for  Life  Inc. 
and  University  Health  Services  Inc. 
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No  bnger  a Gray  Area 

Twenty  years  ago,  a gray  area  of  uncertainty  clouded  the 
stroke  survivor’s  future.  But  today  the  path  to  stroke 
recovery  is  brighter  than  ever. 

For  many  stroke  victims,  early,  comprehensive  rehabilita- 
tion is  making  the  difference  between  self-sufficiency  and  a 
life  of  dependence.  In  fact,  the  National  Stroke  Associa- 
tion recommends  a physical  rehabilitation  hospital  as  the 
“preferred  next  step  for  most  stroke  survivors”  following 
the  general  hospital  stay. 

And  now,  with  the  opening  of  Walton  Rehabilitation 
Hospital  in  Augusta,  Georgia,  the  next  step  is  more  ac- 
cessible than  ever  before.  Our  multidisciplinary  team  will 
help  return  your  patient  to  an  independent  lifestyle. 

Whether  for  stroke,  head  injury,  chronic  pain  or  another 
disabling  illness  or  injury,  call  Walton  Rehabilitation 
Hospital  at  404/823-8519. 

1355  Independence  Drive  • Augusta,  Georgia  30901-1037  • 404/724-7746 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


BUILDING  922,  NORTH  END 
FORT  GILLEM 

FOREST  PARK,  GA  30050-5000 
(404)  362-3374 
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* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDKINE.  BE  AUYDU  CAN  BE. 
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Trends  in  Cause-specific  Infent 
Mortality  in  Georgia 

Charlotte  M.  Druschel,  M.D.,  Brian  J.  McCarthy,  M.D.,  Michael  R.  Lavoie, 

R.  Keith  Sikes,  D.V.M. 


Abstract 

We  previously  reported  that  almost  one  third  of  the  po- 
tential for  reduction  (PFR)  in  infant  mortality  in  Geor- 
gia would  result  from  reduction  in  mortality  of  normal  birth- 
weight  infants.  To  determine  where  reductions  were  made 
in  the  past  and  where  gaps  remain,  we  examined  trends  from 
1960  to  1980-82  in  cause-specific  mortality  for  normal  birth- 
weight  infants  by  race. 

In  the  neonatal  period,  mortality  was  reduced  by  66%  for 
white  infants,  76%  for  black  infants.  In  the  postneonatal 
period,  overall  reductions  were  smaller  than  in  the  neonatal 
period,  50%  for  white  and  71%  for  black  infants.  The  ma- 
jority of  the  remaining  gap  resulted  from  excess  mortality 
in  the  infection,  injury,  and  Sudden  Infant  Death  categories. 

The  widest  gaps  in  infant  mortality  exists  in  the  post- 
neonatal period.  There  is  a 12%  potential  for  reduction  in 
the  black  infant  mortality  rate  if  interventions  directed  at  the 
normal  birthweight  infant  in  the  postneonatal  period  are  em- 
phasized. 


Introduction 

i 

WE  PREVIOUSLY 
EXAMINED  in- 
I fant  mortality  rates 
! for  Georgia  in  three 
time  periods,  1960, 

1974-76,  and  1980- 
82,  to  study  the  po- 
tential for  future  re- 
duction (JMAG,  Jan- 
uary, 1989).  We 
estimated  the  po- 
tential for  reduction 
in  infant  mortality  to 
be  7 per  1000  live 
births.  Although  2.8 
per  1000  of  this  po- 
tential is  associated 
with  interventions  to 
prevent  very  low 
birthweight,  a sig- 
nificant portion,  2.6  per  1000,  could 
result  from  a reduction  in  the  mor- 
tality of  normal  birthweight  infants 
(>2500  gms).  In  this  article,  we  ex- 
amine trends  in  cause-specific 
mortality  in  normal  birthweight  in- 
fants to  determine  where  our  suc- 
cess has  been  achieved  and  where 
gaps  still  remain. 

Methods 

Neonatal  and  postneonatal  mor- 
tality rates  for  black  and  white  in- 
fants were  compared  for  three  time 
periods:  1960,  1974-76,  and  1982. 
We  calculated  causerspecific  mor- 
tality rates  using  linked  birth  death 


files  of  live  births  to  Georgia  resi- 
dents. For  1960,  we  used  the  Geor- 
gia births  from  the  national  birth- 


Dr.  Druschel.  at  the  time  of  writing,  was  Epidemic 
Intelligence  Service  Officer,  Division  of  Birth  De- 
fects and  Developmental  Disabilities,  Center  for 
Environmental  Health,  CDC,  Atlanta;  Dr.  McCarthy 
is  Medical  Epidemiologist,  Division  of  Reproduc- 
tive Health,  Center  for  Health  Promotion  and  Ed- 
ucation, CDC,  Atlanta;  Mr,  Lavoie  and  Dr.  Sikes  are 
with  the  Division  of  Public  Health,  Georgia  De- 
partment of  Human  Resources,  Atlanta.  All  the  au- 
thors were  also  associated  with  the  WHO  Collab- 
orating Center  in  Perinatal  Care  and  Health  Service 
Research  in  Maternal  and  Child  Health,  Atlanta. 

Send  reprint  requests  to  Dr.  Druschel  at  the  New 
York  State  Health  Dept.,  2 University  PI.,  Room  130, 
Albany,  NY  12203. 


death  linkage;  for 
1974-76  and 
1980-82,  we  used 
the  state’s  linked 
files.  We  used 
the  1960  defini- 
tion of  low  birth- 
weight, <2500 
grams;  thus,  nor- 
mal birthweight 
is  >2500  grams. 

Each  of  the 
three  time  pe- 
riods used  differ- 
ent editions  of 
the  International 
Classification  of 
Diseases  (ICD) 
code:  1960,  the 
7th  edition;  1974- 
76,  the  8th;  and 
1980-82,  the  9th. 
The  7th  edition  is  very  limited  in 
cause  of  death  codes,  especially 
perinatal  conditions;  there  is  no 
code  for  respiratory  distress  syn- 
drome (RDS). 

We  designated  as  the  cause  of 
death  the  code  listed  as  the  under- 
lying cause  of  death  and  grouped 
the  codes  into  categories  (Table  1). 
The  final  categories  are  different  for 
the  neonatal  and  postneonatal  pe- 
riods. In  the  neonatal  period,  there 
are  eight  categories:  infections, 
congenital  anomalies,  RDS/imma- 
turity,  birth  trauma/asphyxia,  peri- 
natal disorders,  external  causes, 
other  systemic  disorders,  and  signs. 
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TABLE  1 — Cause-specific  Neonatal  Mortality  Rates*,  By  Race, 
Georgia  Resident  Births,  Infants  >2500  grains 


I960 

1974-76 

1980-82 

% Change 

Infection 

White 

0.6 

0.3 

0.2 

-67% 

Black 

2.6 

0.7 

0.3 

-88% 

Congenital  Anomalies 

White 

1.7 

1.0 

0.8 

-53% 

Black 

0.9 

0.8 

0.7 

-22% 

Asphyxia 

White 

1.8 

0.5 

0.3 

-83% 

Black 

2.4 

0.9 

0.4 

-83% 

RDS/IMM 

White 

<0.1 

0.4 

0.1 

- 

Black 

0.4 

0.3 

0.2 

-50% 

Perinatal 

White 

0.7 

0.2 

0.1 

-85% 

Black 

1.1 

0.4 

0.3 

-72% 

External 

White 

<0.1 

<0.1 

0.1 

- 

Black 

0.3 

<0.1 

0.1 

-67% 

Systemic 

White 

0.4 

0.2 

0.2 

-50% 

Black 

0.4 

0.2 

0.1 

-75% 

Signs/SIDS 

White 

0.2 

<0.1 

0.1 

-50% 

Black 

1.1 

0 

0.2 

-82% 

Total 

White 

5.3 

2.6 

1.8 

-66% 

Black 

9.3 

3.6 

2.2 

-76% 

*Rate  per  1,000  live  births 


RDS/immaturity  are  causes  due  to 
preterm  birth  or  intrauterine  growth 
retardation;  birth  trauma/asphyxia 
are  injuries  at  time  of  delivery,  in- 
trauterine, or  birth  asphyxia.  Peri- 
natal disorders  include  metabolic, 
endocrine,  and  hematologic  con- 
ditions specific  to  the  perinatal  pe- 
riod. External  causes  are  deaths  re- 
sulting from  non-birth  injuries  or 
external  agents.  Other  systemic  dis- 
orders are  deaths  attributed  to  other 
specific  diagnoses,  such  as  neo- 
plasms. Signs  are  conditions  not 
clearly  specified,  such  as  volume 
depletion  or  cardiac  arrest.  Sudden 
Infant  Death  Syndrome  (SIDS)  in  the 
neonatal  period  is  included  in  the 
signs  category. 

!n  the  postneonatal  period,  we 
used  six  categories:  infection,  con- 
genital anomalies,  external  causes, 
SIDS,  systemic  disorders,  and  signs. 
The  systemic  disorders  category 
additionally  now  includes  the  per- 
inatal and  RDS/immaturity  cate- 
gories, as  the  number  of  deaths  due 
to  these  causes  is  very  small. 


Results 

Neonatal  Mortality 

The  total  neonatal  mortality  rate 
declined  66%  for  white  infants  and 
76%  for  black  infants  from  1960  to 
1980-82.  In  the  first  time  period, 
black  infants  had  higher  mortality 
in  every  cause-specific  category  ex- 
cept congenital  anomalies.  In  1980- 
82,  black  infants,  despite  a larger 
percent  reduction,  continued  to 
have  higher  mortality  except  in  con- 
genital anomalies,  external,  and 
systemic  causes  (Table  1). 

In  all  categories  except  black  in- 
fant congenital  anomalies,  there 
was  at  least  a 50%  reduction  in  the 
cause-specific  rate.  Neonatal  mor- 
tality in  black  infants  due  to  infec- 
tion, asphyxia,  and  signs/SlDS  de- 
creased by  more  than  80%.  White 
infants  experienced  similar  de- 
creases in  asphyxia  and  perinatal 
conditions. 

The  gap  in  neonatal  mortality  de- 
creased among  the  time  periods, 
but  black  infants  are  still  1.2  times 
more  likely  to  experience  a neo- 


natal death.  The  greatest  difference 
among  the  cause-specific  cate- 
gories is  in  perinatal  conditions. 
Black  infants  are  3 times  more  likely 
to  experience  death  from  this  cause. 
Black  infants  are  more  likely  to  die 
from  asphyxia,  infection,  RDS,  and 
signs/SIDS.  White  infants  are  more 
likely  to  die  from  congenital  anom- 
alies and  systemic  disorders. 

Postneonatal  Mortality 

The  total  postneonatal  mortality 
rate  declined  50%  for  white  infants 
and  71%  for  black  infants  from  1960 
to  1980-82.  In  the  first  time  period, 
black  infants  had  higher  mortality 
in  every  cause-specific  category  ex- 
cept congenital  anomalies.  In  1980- 
82,  black  infants,  despite  a larger 
percent  reduction,  continued  to 
have  higher  mortality  except  in  con- 
genital anomalies  (Table  2). 

In  less  well  defined  categories, 
SIDS  and  signs,  the  postneonatal 
period  experienced  increased  mor- 
tality. The  SIDS  diagnosis  increased 
substantially  in  white  infants  (300%) 
over  the  time  period,  while  black 
infants  experienced  a 33%  in- 
crease. In  1960,  black  infants  were 
7 times  more  likely  to  have  this  di- 
agnosis, compared  to  2.5  times  by 
1980-82.  Black  infants  experienced 
a 50%  increase  in  the  sign/symp- 
tom category.  This  result  should  be 
used  cautiously  due  to  the  ICD  clas- 
sification differences  within  the  time 
period. 

Black  infants  experienced  a 91% 
reduction  in  mortality  due  to  infec- 
tions, compared  to  white  infants 
who  experienced  a 82%  decrease 
in  this  category.  All  other  categories 
had  a least  a 25%  reduction. 

The  gap  in  postneonatal  mortal- 
ity decreased  among  the  time  pe- 
riods, but  black  infants  are  still  2.2 
times  more  likely  to  experience  a 
postneonatal  death.  The  greatest 
differential  in  the  rates  is  in  SIDS. 
However,  black  infants  are  3 times 
more  likely  to  experience  death 
from  an  external  cause.  Black  in- 
fants are  2 times  more  likely  to  die 
from  infection,  SIDS,  and  systemic 
disorders. 

Discussion 

Cause-specific  mortality  rates  for 
both  black  and  white  infants  de- 
clined from  1960  to  1980-82  in  both 
the  neonatal  and  postneonatal  pe- 
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TABLE  2 — Cause-specific  Postneonatal  Mortality  Rates*,  By  Race, 
Georgia  Resident  Births,  Infants  >2500  grams 


1960 

1974-76 

1980-82 

% Change 

Infection 

White 

2.2 

0.7 

0.4 

-82% 

Black 

11.8 

2.9 

1,1 

-91% 

Congenital  Anomalies 

White 

1.1 

0.7 

0.4 

-64% 

Black 

1.0 

0.6 

0.4 

-60% 

External 

White 

0.6 

0.3 

0.2 

-67% 

Black 

0.9 

0.4 

0.6 

-33% 

SIDS 

White 

0.2 

0.7 

0.8 

+ 300% 

Black 

1.S 

1.5 

2.0 

+ 33% 

Systemict 

White 

0.4 

0.4 

0.3 

-25% 

Black 

2.1 

0.9 

0.7 

-67% 

Signs 

White 

<0.1 

<0.1 

0.1 

— 

Black 

0.2 

0.2 

0.3 

+ 50% 

Total 

White 

4.6 

3.0 

2.3 

-50% 

Black 

17.6 

6.7 

5.1 

-71% 

*Rates  per  1,000  live  births 

tincludes  perinatal  conditions  and  RDS/IMM 


riods.  The  percent  declines  were 
greater  for  black  infants  in  the  neo- 
natal period.  While  mortality  differ- 
entials between  white  and  black  in- 
fants narrowed,  gaps  remained, 
particularly  in  the  infectious  and 
SIDS  categories  in  the  postneonatal 
period. 

The  gap  in  neonatal  mortality  for 
normal  birthweight  infants  has  nar- 
rowed considerably  in  virtually  all 
cause-specific  categories.  In  the 
latest  time  period,  the  largest  dif- 
ferential is  in  the  perinatal  category. 
The  next  step,  which  is  beyond  the 
scope  of  this  article,  would  be  to 
examine  cause-specific  mortality  for 
subgroups,  such  as  urban  and  rural 
residents,  and  to  examine  the  ef- 
fectiveness of  the  regionalization 
system.'- 2 

Declines  in  postneonatal  mortal- 
ity have  been  the  most  dramatic,  yet 
the  largest  differentials  in  rates  re- 
main. In  1960,  there  was  an  ex- 
tremely large  gap  between  black  and 
white  infants,  and  mortality  was  al- 
most four  times  greater  in  black  in- 
fants. In  1980-82,  mortality  is  still 
over  two  times  greater  for  black  in- 
fants. 

Infection  death  rates  declined, 
and  the  gap  has  narrowed  since 
1960,  but  in  1980-82,  blacks  still  ex- 
perienced higher  mortality.  Most  in- 
fection deaths  should  have  been 
preventable;  this  may  indicate  that 
infants  are  not  being  seen  in  the 
health  care  system  soon  enough. 
For  a child  to  be  seen  as  expedi- 
tiously as  possible,  both  the  par- 
ents and  the  health  care  system 
must  respond  promptly  and  work 
together  in  the  acute  crisis. 


The  SIDS  category  is 
the  major  contributor 
to  the  gap  in 
postneonatal  mortality 
and  is  the  leading 
cause  of  death  for  both 
races. 


The  SIDS  category  is  the  major 
contributor  to  the  gap  in  postneo- 
natal mortality  and  is  the  leading 
cause  of  death  for  both  races.  The 
higher  rate  in  blacks  has  been  ob- 


served repeatedly.^  An  increase  in 
SIDS  from  1960  to  1974-76  would 
be  expected,  as  the  syndrome  was 
only  defined  in  1969.^  This  is  the 
pattern  for  whites,  with  rates  lev- 
eling off  1974-76  to  1980-82.  In  con- 
trast, for  black  infants,  rates  are 
similar  1 960  to  1 974-76  but  increase 
by  30%  from  1974-76  to  1980-82. 
This  latter  increase  is  of  concern. 
SIDS,  while  a diagnosis  of  exclu- 
sion, is  a specific  diagnosis  with 
specific  criteria  to  be  fulfilled,  in- 
cluding a properly  performed  au- 
topsy.2  Not  all  deaths  coded  as  SIDS 
are  autopsied,  and  the  autopsy  rate 
as  coded  on  the  death  certificate 
varies  by  race.  In  1980-82,  a total  of 
54%  of  both  black  and  white  infants 
who  died  in  the  postneonatal  pe- 
riod were  autopsied.  However,  of 
those  infants  coded  as  SIDS  deaths, 
67%  of  white  infants  were  autop- 
sied compared  to  53%  of  black  in- 
fants. Many  deaths  currently  clas- 
sified as  SIDS  may  not  in  fact  be 
true  SIDS  deaths.'^ 

The  enigmatic  signs  category  is 
unchanged  in  whites  for  all  three 
time  periods  and  contains  very  few 
deaths.  In  black  infants,  however, 
the  rate  had  fluctuated  and  has  been 
higher  than  for  white  infants.  The 
codes  in  this  category  differ  some- 
what for  blacks;  there  are  larger 


numbers  of  cardiac  arrest,  respi- 
ratory arrest,  and  codes  such  as  aci- 
dosis, malnutrition,  and  dehydra- 
tion. This  category  is  very  likely  a 
“wastebasket”  category.  A more 
precise  code  might  have  revealed  a 
preventable  cause  of  death. 

Deaths  from  congenital  anoma- 
lies provide  an  interesting  contrast. 
This  is  a major  cause  of  death  for 
both  black  and  white  infants.  It  is 
the  only  category  in  1960  in  which 
mortality  was  lower  for  black  than 
for  white  infants.  The  rate  of  oc- 
currence of  some  major  anomalies 
is  reported  to  be  lower  in  blacks 
than  whites.^  From  1960  to  1980-82, 
mortality  for  this  cause  has  de- 
clined very  little  for  black  infants. 
White  infants  have  experienced  a 
larger  percent  decline  resulting  in 
nearly  equivalent  rates  by  1980-82. 
Deaths  from  anomalies  are  not  as 
preventable  or  as  responsive  to  the 
provision  of  medical  care  as  infec- 
tion deaths. 

The  time  span  studied  poses  dif- 
ficulties in  comparing  ICD  classi- 
fications. For  both  the  neonatal  and 
postneonatal  periods,  the  cate- 
gories of  infection,  external  causes, 
and  congential  anomalies  are  prob- 
ably the  most  comparable  for  all 
three  time  periods,  although  the  di- 
agnosis of  congenital  anomalies 
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may  have  improved  over  time.  The 
perinatal  conditions  and  RDS/im- 
maturih'  present  a problem,  as  these 
are  very  limited  in  the  7th  edition. 
There  is  no  specific  code  for  RDS 
in  the  7th  edition  but  the  “pneu- 
monia of  the  newborn”  code  was 
used.  The  category  of  SIDS  presents 
a similar  problem.  It  is  not  listed  in 
the  7th  edition,  and  the  concept  was 
embryonic  in  1960.  In  1960,  the 
number  of  deaths  in  the  “suffoca- 
tion in  cradle”  code  which  nor- 
mally would  have  been  in  the  ex- 
ternal category,®  appeared  to 
contain  SIDS  deaths,  especially  as 
there  are  very  few  deaths  with  this 
code  in  the  latter  two  time  periods. 
Therefore,  the  1960  SIDS  category 
includes  the  “suffocation  in  cradle” 
and  ill-defined  codes.  In  1974-76, 
the  majority  of  deaths  in  this  cate- 
gory are  ICD  795.0  (8th  edition,  sud- 
den death  in  infant);  in  1980-82  the 
majority  are  798.0  (9th  edition.  Sud- 
den Infant  Death  Syndrome). 

Recently,  most  interventions  have 
focused  on  improving  perinatal  care 


resulting  in  improved  neonatal 
mortality.  However,  in  Georgia  the 
remaining  gaps  between  black  and 
white  normal  birthweight  infants  are 
greater  in  the  postneonatal  period. 
Black  normal  birthweight  infants 
experience  2.8  per  1000  more 
deaths  than  white  normal  birth- 
weight infants.  Three  categories,  in- 
fection, external  causes,  and  SIDS, 
account  for  2.3  per  1000  of  these 
deaths  — over  80%  of  the  excess 
for  this  weight  group.  If  cause-spe- 
cific mortality  in  these  three  cate- 
gories for  black  normal  birthweight 
infants  were  reduced  to  the  same 
rate  as  white  normal  birthweight  in- 
fants, postneonatal  mortality  for 
black  normal  birthweight  infants 
would  be  reduced  to  2.8  per  1000 
instead  of  5.3.  This  reduction  in 
postneonatal  mortality  would  result 
in  a 12%  reduction  in  the  total  in- 
fant mortality  rate  for  all  black  in- 
fants. 

A careful  review  of  individual  in- 
fant deaths,  similar  to  mater- 


nal mortality  review,  should  be  done  ; 
not  only  for  a precise  definition  of 
cause  of  death  but  also  for  a close 
examination  of  the  performance  of  j 
the  health  care  delivery  system. 
While  the  technology  and  treatment 
may  exist  to  reduce  mortality,  this 
care  must  be  accessible.  The  issue 
is  to  not  only  identify  the  correct  1 
interventions  to  carry  out  but  also  . 
to  assure  that  the  interventions  are  t 
done  correctly. 
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IVfedical  Experience  and 
Preparedness  for  Handling 
Radiaticn  Injuries 


This  article  discusses 
medical  preparedness 
for  nuclear  sites  in 
Georgia  and  shares 
some  of  the  author’s 
experience  in  the 
evaluation,  treatment, 
and  counseling  of  real 
or  suspect  radiation 
overexposures. 


Introduction 

SIGNIFICANT,  ACUTE  overexposure 
to  ionizing  radiation  is  an  infre- 
quent medical  phenomenon.  To 
date,  there  have  been  69  deaths 
worldwide  and  nine  deaths  in  the 
United  States.’  Additionally,  54 
workers  in  the  United  States  since 
the  1940’s  have  survived  total  body 
exposures  resulting  in  severe  bone 
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Our  experience  to 
date  shows  that 
medical  facilities  and 
physicians  in  the  locale 
of  commercial  nuclear 
power  plants  can 
expect  to  receive 
contaminated/injured 
patients  about  once 
every  3 to  4 years. 


marrow  depression  and  hospitali- 
zation. Most  of  these  have  occurred 
in  research  and  weapons  produc- 
tion facilities.  No  injuries  or  deaths 
have  occurred  from  overexposure 
to  radiation  in  the  commercial  nu- 
clear power  industry  since  its  in- 
ception in  1957. 

Even  though  radiation  injuries  are 
infrequent,  they  can  be  very  com- 
plex and  require  medical  and  radio- 
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logic  resources  not  always  found 
even  in  major  medical  centers.  The 
infrequency  also  means  that  few 
hospitals  or  medical  personnel  have 
had  experience  in  managing  these 
patients.  The  complexity  of  these 
injuries  however,  is  illustrated  by 
the  accidents  at  ChernobyF  and 
Brazil  where  the  medical  staffs  were 
faced  with  multiple  patients  with 
complex  radiation  injuries  com- 
bined with  non-radiation  trauma. 
The  management  of  these  patients 
requires  a coordinated  team  of 
medical  and  radiologic  specialists 
supported  by  a radioassay  labora- 
tory and  advanced  clinical  facili- 
ties, such  as  reverse  isolation  and 
bone  marrow  transplantation. 

Although  a major  accident  at  a 
nuclear  power  plant  could  result  in 
radiation  injury  to  a few  plant  em- 
ployees, it  is  highly  unlikely  that 
people  in  the  communities  around 
a plant  would  be  so  injured.  How- 
ever, as  demonstrated  at  Three  Mile 
Island,  community  physicians  could 
be  faced  with  anxious  patients 
seeking  information  about  radia- 
tion. This  article  discusses  medical 
preparedness  for  nuclear  sites  in 
Georgia  and  shares  some  of  the  au- 
thor’s experience  in  the  evaluation, 
treatment,  and  counseling  of  real  or 
suspect  radiation  overexposures. 

Regulatory  Requirements 

According  to  the  Joint  Commis- 
sion on  Accreditation  of  Healthcare 
Organizations,'’  every  hospital  must 
develop  a plan  to  handle  radiation 
injuries.  Furthermore,  hospitals  with 
a Nuclear  Medicine  Department  also 
must  have  such  a plan  to  maintain 
a Nuclear  Regulatory  Commission 
(NRC)  license.^ 

Commercial  nuclear  power 
plants,  such  as  the  Hatch  Nuclear 
Plant  (Baxley,  GA)  and  Vogtle  Nu- 
clear Plant  (Waynesboro,  GA), 
come  under  special  regulatory  re- 
quirements for  medical  prepared- 
ness. To  operate  these  plants,  the 
Georgia  Power  Co.  must  assure  the 
NRC®  and  the  Federal  Emergency 
Management  Agency  (FEMA)’’  that 
they  have  adequate  local  medical 
capability  to  manage  radiation  in- 
juries. This  assurance  starts  with  a 
letter  of  agreement  from  the  local 
hospital  stating  its  willingness  to 


accept  radiation  injuries.  In  return, 
Georgia  Power,  through  the  na- 
tional nuclear  emergency  medical 
assistance  program  of  Radiation 
Management  Consultants,  assists 
the  local  hospital  in  the  establish- 
ment and  maintenance  of  an  in- 
house  program  for  radiation  inju- 
ries with  emphasis  on  emergency 
care  of  the  contaminated  and  in- 
jured person.  In  each  of  these  local 
hospitals,*  an  area  has  been  se- 
lected where  adequate  emergency 
care  can  be  given  while  controlling 
contamination.  Special  procedures 
in  the  setup  and  use  of  this  area, 
contamination  detection  and  con- 
trol, and  patient  evaluation  and  de- 
contamination have  been  written. 
These  procedures  are  reviewed  and 
if  necessary,  revised  annually.  Spe- 
cial equipment  and  supplies  for 
handling  contaminated  patients 
also  are  provided  to  the  hospital. 


The  chronologic 
order  of  the  events  of 
exposure  should 
be  carefully 
documented.  . . . All 
discussions  with  the 
patient  regarding  the 
accident  and  radiation 
effects  should  be 
carefully  documented. 


Each  year,  a coordinated  drill/ex- 
ercise designed  to  test  the  plant’s 
capability  to  provide  adequate  res- 
cue and  first  aid  of  radiation  inju- 
ries, the  local  ambulance  organi- 
zation’s capability  to  transport  such 
injuries,  and  the  hospital’s  capa- 
bility to  provide  emergency  care  and 
initial  radiologic  evaluation  is  con- 
ducted. Each  drill/exercise  is  vid- 
eotaped. Following  the  drill,  a cri- 
tique is  held  at  the  hospital.  The 
participants  view  the  tape  and  pro- 
vide immediate  discussion  and  rec- 


*Appling General  Hospital,  Baxley;  Dr.  John  Mead- 
ows Memorial  Hospital,  Vidalia;  Burke  County 
Hospital,  Waynesboro;  Humana  Hospital,  Au- 
gusta. 


ommendations.  The  tape  is  then  ii 
edited  and  is  sent  along  with  a writ-  ; f 
ten  report  to  each  participating  ;. 
medical  facility  as  well  as  to  Geor-  i 
gia  Power.  Between  drills,  the  tape  a 
is  used  to  conduct  in-service  train-  i 
ing  for  new  staff  members. 

In  spite  of  the  fact  that  the  NRC  i 
or  FEMA  does  not  require  nuclear 
facilities  to  have  equally  assured  ar-  • 
rangements  for  definitive  evalua- 
tion and  treatment  of  complex  ra- 
diation injuries,  Georgia  Power  felt  ; 
that  a coordinated  medical  pro- 
gram was  needed  to  ensure  that 
should  any  of  its  employees  be  in- 
jured by  radiation,  he  or  she  would  ; 
receive  the  best  care  possible  in  a | 
timely  manner  at  centers  experi- 
enced and  equipped  to  handle  such  j 
injuries.  To  provide  for  this  rare  but  ' 
complex  and  costly  care,  Georgia  ; 
Power  and  26  other  nuclear  utilities  j 
participate  in  a nationwide  nuclear  j 
medical  response  program  called  i 
EMAP  (Emergency  Medical  Assist- 
ance Program)  maintained  by  Ra-  i 
diation  Management  Consultants,  j 
Philadelphia,  PA.  Radiation  Man- 
agement Consultants  developed  the 
regional  approach  to  the  manage- 
ment of  radiation  injuries  in  1970.® 

In  this  approach,  local  medical 
emergency  capability  is  closely  co- 
ordinated with  medical  centers 
equipped  to  handle  the  definitive 
evaluation  and  treatment.  These 
centers  are  Humana  Hospital  Burn 
Center,  Augusta;  Hospital  of  the 
University  of  Pennsylvania,  Phila- 
delphia; and  Northwestern  Memo- 
rial Hospital,  Chicago.  Special  ex- 
pertise in  radiation  medicine, 
radiobiology,  health  physics,  and 
radiochemistry  is  maintained  by 
Radiation  Management  Consul- 
tants and  is  available  to  augment 
the  capability  of  these  centers  to 
provide  dose  assessment,  contam- 
ination control,  and  radiologic  con- 
sultation for  the  clinical  services 
treating  the  various  bone  marrow, 
skin,  GI  tract,  and  pulmonary  com- 
plications of  internal  and  external 
exposure  to  radionuclides.  A spec- 
ialized accident  radioassay  labo- 
ratory, including  mobile  whole  body 
counter,  is  maintained  by  Radiation 
Management  Consultants  for  this 
purpose.  Training,  drills,  and  com- 
mittee meetings  are  held  at  each 
center  annually  to  maintain  their 
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interest  and  proficiency.  A nation- 
wide air  evacuation  system, 
MedEscort  International,  Inc.  is  part 
of  EMAP  and  would  be  used  to 
transport  a team  of  specialists  (Ra- 
diation Emergency  Medical  [REM-] 
Team)  to  the  local  hospital  within 
hours  of  the  accident  to  assist  in 
radiologic  evaluation,  triage,  and 
evacuation,  if  necessary.  Radiation 
Management  Consultants  main- 
tains this  REM-Team  for  consulta- 
tion and  dispatch  on  a 24-hour  ba- 
sis. This  response  system  (EMAP) 
is  very  much  like  the  medical  re- 
sponse the  Soviets  used  success- 
fully to  handle  the  203  victims  that 
were  hospitalized  as  a result  of  the 
accident  at  Chernobyl. ^ 

Radiation  Injuries 

Because  radiation  injuries  are 
seldom  if  ever  life-threatening,  the 
treatment  of  accompanying  serious 
trauma  or  illness  takes  precedence 
over  evaluation  and  treatment  of  ra- 
diation injuries.  Once  the  dose, 
based  on  initial  symptoms  and/or 
physical  measurements,  is  known, 
the  clinical  course  is  predictable 
and  unfolds  over  time  (usually  days 
and  weeks) . 

Radiation  injuries  can  be  classi- 
fied according  to  the  relationship 
of  the  radiation  source  to  the  pa- 
tient and  by  the  clinical  picture 
evoked  by  the  exposure. 

The  usual  result  of  irradiation  by 
a large  radiation  source  outside  and 
not  in  contact  with  the  body  is  whole 
body  exposure.  This  kind  of  expo- 
sure may  occur  in  criticality  acci- 
dents with  large  X-ray  or  gamma 
sources.  These  patients  are  not  in 
themselves  radioactive.  They  do  not 
constitute  a hazard  to  the  attend- 
ants. Clinically,  whole  body  expo- 
sure is  characterized  by  the  ap- 
pearance of  signs  resulting  from  a 
depression  of  the  hematopoietic 
system:  general  weakness,  de- 
creased resistance  to  infections,  and 
increased  bleeding  tendency.  With 
low  doses,  i.e.,  under  about  100  rad, 
these  signs  (if  any)  will  be  minimal. 
With  very  high  doses,  i.e.,  over 
about  1 ,000  rad,  the  clinical  picture 
is  entirely  determined  by  extensive 
anatomic  and  functional  damage  to 
the  gastrointestinal  tract,  leading  to 
severe  and  practically  irreversible 


disturbances  of  the  fluid  and  elec- 
trolyte equilibrium  in  the  body.  Sep- 
sis is  also  a major  complication. 

Partial  Body  Exposure 

In  partial  body  exposures,  the 
source  is  usually  very  near  the  body. 
In  this  type  of  exposure,  for  obvious 
reasons,  the  affected  parts  of  the 
body  (usually  the  extremities)  re- 
ceive a much  higher  dose  than  the 
rest  of  the  body.  An  example  of  this 
situation  is  the  industrial  radiog- 
rapher who  attempts  to  manually 
return  a radiation  source  to  its 
shielded  storage.  In  other  situa- 
tions, severe  finger  exposures  can 
occur  during  the  adjustment  of  an 
X-ray  diffraction  apparatus. 

The  clinical  picture  of  local  ra- 
diation injury  consists  of  erythema, 
edema,  vesiculation  and,  with  high 
doses,  tissue  necrosis. 

External  Contamination 

The  presence  of  radioactive  ma- 
terials on  the  body  or  clothes  is  ex- 
ternal contamination.  In  the  ab- 
sence of  other  external  exposure  to 
penetrating  radiation,  external  con- 
tamination represents  predomi- 
nately a risk  to  the  skin,  as  the  dose 
to  superficial  layers  of  the  body  is 
much  higher  than  that  to  deeper 
lying  organs.  From  a practical  point 
of  view,  externally  contaminated 
patients  may  represent  a risk  to  both 
attendants  and  the  medical  facility 
itself  because  of  possible  spread  of 
radioactive  materials. 

Internal  Contamination 

Inhalation,  ingestion,  or  absorp- 
tion of  radioactive  materials  through 
wounds  results  in  internal  contam- 
ination. Depending  upon  the  bio- 
chemical behavior  of  the  nuclides 
concerned,  these  materials  will 
either  be  deposited  throughout  the 
entire  body  or  be  concentrated  in 
specific  organs.  In  the  great  major- 
ity of  cases,  the  total  body  dose  will 
be  too  low  to  cause  an  acute  ra- 
diation syndrome,  but  the  dose  to 
the  organs  in  which  radionuclides 
are  deposited  may  be  appreciable. 
Unlike  the  externally  contaminated 
patient,  the  patients  with  an  inter- 
nal contamination  is  not  a hazard 
to  other  people  or  to  the  hospital. 


The  amount  of  radioactivity  ex- 
creted in  feces  and  urine  is  usually 
too  small  to  present  a hazard.  The 
diagnosis  and  treatment  of  inter- 
nally deposited  radionuclides, 
however,  is  a special  problem  in 
itself. 

Special  Cases 

Special  cases  are  those  in  which 
a combination  of  exposures,  or  the 
existence  of  concomitant  non-ra- 
diation injury,  require  complex 
measures  to  ensure  both  optimal 
medical  care  and  protection  of  at- 
tending personnel.  An  example  of 
a special  case  is  the  patient  who, 
as  a consequence  of  an  explosion 
involving  radioactive  materials,  has 
a radioactive  foreign  body  embed- 
ded in  his  abdomen. 

Diagnosis  of  Acute 

Radiation  Syndrome 

The  diagnosis  of  acute  radiation 
syndrome  is  made  on  the  basis  of 
the  initial  symptoms  along  with  an 
awareness  or  confirmation  of  a ma- 
jor portion  of  the  torso  having  been 
exposed  to  penetrating  gamma  or 
X-irradiation.  In  most  cases,  initial 
dose  estimates  will  be  unavailable 
or  unreliable.  Complete  blood 
counts  including  platelets  should 
be  initiated  and  repeated  every  3 to 
4 hours.  In  suspect  or  asympto- 
matic cases,  these  should  be  con- 
tinued until  further  confirmation  of 
dose  received  is  obtained.  The 
depth  of  the  drop  in  neutrophil 
count  and  the  time  over  which  it 
occurs  is  indicative  of  the  dose  re- 
ceived. Initially,  the  patient  may  de- 
velop a leucocytosis.  This  can  be 
wrongfully  interpreted  as  lack  of  ex- 
posure to  ionizing  radiation.  This 
initial  leucocytosis,  however,  is  due 
to  stress  and  is  only  temporary.  Be- 
low 200  rad,  the  neutrophile  drop 
is  not  profound.  Depending  upon 
the  patient’s  general  health,  sec- 
ondary signs  and  symptoms  of  in- 
fection and  bleeding  will  be  mild 
or  absent.  Over  500  rad,  a marked 
drop  will  occur  within  a few  days. 
An  abortive  rise  between  12-16  days 
indicates  a dose  range  of  200-500 
rad.  This  rise  may  be  due  to  toxic 
reaction  from  earlier  cellular  de- 
struction. Lymphocytes  will  drop 
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early  and  fast  with  high  doses.  Less 
than  300  mm^  in  the  first  24-48  hours 
indicates  a poor  prognosis;  above 
1200  mm,^  a good  prognosis.  With 
the  exception  of  known  low  expo- 
sures (below  5 rad)  arrangements 
should  be  made  for  radiation  cy- 
togenetic studies.  Chromosome 
analysis  of  circulating  lymphocytes 
will  show  dicentrics,  tricentrics,  and 
rings.  The  number  per  cell  is  lin- 
early related  to  uniform  exposures 
between  15-600  rad.  Platelets  and 
red  cells  are  less  sensitive  and  reach 
their  nadir  long  after  that  of  white 
cells.  Another  aid  in  diagnosis  is 
the  sperm  count.  This  count  can  be 
affected  with  doses  as  low  as  15 
rad.  Below  100  rad,  the  count  may 
not  drop  until  40-60  days  later  when 
the  results  of  the  damage  to  sper- 
matogonia manifest  themselves.  At 
doses  above  300  rad,  the  drop  in 
the  sperm  count  will  occur  within 
days.  A dose-effect  relationship  for 
total  body  exposures  of  penetration 
radiation  received  in  a brief  time 
can  be  seen  in  Table  1. 


Treatment 

If  contamination  has  been  ruled 
out,  the  externally  exposed  patient 
can  be  handled  as  a routine  emer- 
gency room  case.  No  special  pre- 
cautions are  required.  The  patient 
will  experience  feelings  of  anxiety 
and  fear.  In  addition  to  sympto- 
matic treatment  for  nausea  and 
vomiting,  a mild  sedative  may  be 
required.  The  patient  should  re- 
ceive a complete  physical  exam 
even  though  few  initial  signs  are 
evident.  Whatever  facts  of  the  over- 
exposure are  available  should  be 
explained  in  clear,  understandable 
terms.  Unless  a massive  dose  has 
been  received,  patients  will  re- 


spond to  symptomatic  treatment. 
Anxiety  will  be  an  ongoing  symp- 
tom as  the  course  of  radiation  injury 
unfolds.  Well-meaning  but  misin- 
formed friends  and  relatives  may 
add  to  the  patient’s  anxiety  with  their 
own  fears  about  radiation.  The  pa- 
tient will  have  fears  about  sterility, 
infertility,  genetic  disorders,  and 
cancer.  The  chronologic  order  of 
the  events  of  exposure  should  be 
carefully  documented.  Any  signifi- 
cant overexposure  is  likely  to  be- 
come a medical-legal  problem.  All 
discussions  with  the  patient  regard- 
ing the  accident  and  radiation  ef- 
fects should  be  carefully  docu- 
mented. 

Following  the  initial  treatment, 
the  attending  physician  should  seek 
the  services  of  experts  in  accident 
analysis  and  dosimetry.  The  clini- 
cal course  and  estimate  of  dose  will 
dictate  the  subsequent  course  of 
action:  follow  up  on  an  outpatient 
basis,  hospitalization  and  obser- 
vation locally,  or  transfer  to  a spec- 
ialized care  center. 


Local  Radiation  Injuries 

External  exposure  to  a part  of  the 
body  is  the  most  common  radiation 
injury  recorded.  This  can  occur 
through  direct  contact  with  a sealed 
source  of  radioactive  nuclides,  e.g., 
industrial  radiography  source  or 
implants  used  in  cancer  treatment. 
It  can  occur  when  a part  of  the  body 
is  overexposed  to  an  external  beam 
of  X-irradiation  or  through  contam- 
ination with  loose  radioactive  ma- 
terials. As  a general  mle,  if  you  can’t 
see  the  contaminated  “dirt,”  it  is 
unlikely  to  cause  skin  damage.  The 
energy,  the  dose,  dose  rate,  and 
volume  of  tissue  involved  will  de- 
termine the  extent  and  seriousness 


TABLE  1 — Dose-Effect  Relationship* 

5 Rad 

No  observable  effects 

15  Rad 

Cytogenetic  effect 

50  Rad 

Blood  threshold 

100  Rad 

S3miptom  threshold 

600  Rad 

Approx.  100%  lethality 

*Total  body  irradiation;  Brief  exposure  (hrs.);  Penetrating  gamma  radiation 
or  x-rays. 

of  the  injury.  Except  for  massive 
overexposures,  patients  exhibit  few 
early  signs  and  symptoms.  The  first 
sign  will  be  erythema.  This  may  be 
transient  and  recur  over  days  and 
weeks.  In  dark-skinned  people,  it 
may  be  missed  altogether.  If  ery- 
thema occurs  early  and  is  accom- 
panied by  blanching,  a very  large 
exposure  has  occurred.  As  the  dose 
increases,  the  skin  reaction  pro- 
gresses to  dry  desquamation,  wet 
desquamation,  ulceration,  and 
chronic  radiodermatitis.  This  course 
usually  develops  over  weeks  and 
months.  Epilation  will  occur  when 
absorbed  doses  to  the  hair  follicle 
exceed  300  rad.  It  appears  about  10- 
14  days  following  exposure.  Unlike 
total  body  exposure,  dose-effect  re- 
lationships are  difficult  to  correlate. 
With  low  energy  X-ray,  erythema  can 
be  produced  with  as  little  as  400 
rad.  Fission  products  will  produce 
erythema  with  about  800  rad.  It  takes 
about  1500  rad  absorbed  dose  to 
the  germinal  layer  of  skin  to  pro- 
duce wet  desquamation;  higher 
doses  (about  2500  rad  single  ex- 
posure) can  lead  to  ulceration. 
Since  lesions  can  develop  as  late 
as  2-3  weeks,  early  prognostication 
should  be  avoided.  The  underlying 
pathology  of  the  skin  from  pene- 
trating radiation  (gamma  or  X-ray) 
is  an  obliterative  endarteritis.  This 
may  result  in  necrosis  and  gan- 
grene. Symptoms  of  total  body  ex- 
posures may  be  accompanied  by 
skin  effects.  With  a total  body  dose 
of  penetrating  gamma  or  X-ray  of 
300  rad  or  more,  erythema  may  also 
develop.  This  should  alert  the  phy- 
sician to  future  serious  bone  mar- 
row depression. 

Diagnosis  emd  Treatment 

The  early  diagnosis  of  local  ra- 
diation injury  is  made  by  a history 
of  exposure  followed  by  erythema. 
Patients  exhibit  very  few,  if  any,  early 
signs  and  symptoms.  Though  ther- 
mal and  radiation  burns  may  have 
a similar  appearance,  radiation  er- 
ythema is  usually  not  accompanied 
by  pain.  Colored  photographs 
should  be  taken  initially  and  later 
to  follow  the  progression  of  lesions. 
If  the  exposure  involves  the  face, 
serial  split-lamp  examination  of  the 
lens  of  the  eye  should  be  done.  With 
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suspected  high  exposures,  periodic 
X-rays  of  underlying  bone  tissues 
are  obtained  for  development  of  ra- 
dionecrosis. Blood  studies  are  done 
to  rule  out  an  accompanying  total 
body  exposure.  In  many  cases,  ra- 
diation-induced skin  lesions  will 
present  as  a chronic  dermatitis. 
Only  a history  and  high  degree  of 
suspicion  will  reveal  the  underlying 
cause. 

Usually  very  little  in  the  way  of 
treatment  is  required  on  an  emer- 
gency room  basis.  The  patient  will 
be  anxious.  Dose  information  and 
detailed  history  of  the  accident 
should  be  obtained  as  soon  as  pos- 
sible. This  will  alert  the  physician 
to  further  problems.  The  patient  is 
followed  on  an  outpatient  basis  at 
biweekly  and  later  weekly  intervals. 
Further  exposure  to  radiation  and 
trauma  should  be  avoided.  Defini- 
tive care  may  involve  conservative 
treatment  for  infection,  tissue  re- 
generation, and  pain.  Split  thick- 
ness, full  thickness  grafts,  or  even 
amputation  may  be  required. 

Experience 

Radiation  Management  Consul- 
tants has  maintained  an  EMAP  for 
25  commercial  nuclear  power  sites 
located  in  14  states  for  the  past  20 
years.  There  are  a total  of  about 
40,000  radiation  workers  at  these 
sites.  Of  the  308  consultations  seen 
since  1970,  about  one-half  came 
from  the  commercial  nuclear  power 
industry.  To  date,  no  significant 
(i.e.,  requiring  active  medical  in- 
tervention and/or  hospitalization) 
accidental  overexposure  to  radia- 
tion has  been  seen  in  a commercial 
nuclear  power  plant.  The  highest 
level  of  total  body  external  pene- 
trating radiation  exposure  seen  was 
20  rem.  The  patient  required  eval- 
uation and  radiation  counseling  but 
no  active  medical  treatment.  Also 
during  this  time,  63  cases  of  con- 
taminated and  injured  or  ill  patients 
were  taken  from  a nuclear  power 
plant  to  a local  hospital.  This  ex- 
perience shows  that  if  a hospital 
was  to  receive  a contaminated/in- 
jured or  ill  patient  from  a nuclear 
power  plant,  the  hospital  could  ex- 
pect the  injury  or  illness  to  be  quite 
severe.  Patients  with  less  severe  in- 
juries are  normally  decontaminated 


at  the  plant  before  being  dis- 
patched to  the  hospital.  The  con- 
tamination in  all  cases  was  of  nui- 
sance levels,  varying  from  a few 
hundred  counts  per  minute  to  the 
highest  level  of  20mR/hr.  The  latter 
was  found  on  the  right  hand  and 
face  of  a patient  involved  in  an  ex- 
plosive accident  involving  loose  ra- 
dioactive materials.  This  is  the 
highest  level  of  contamination  ever 
taken  to  a hospital  from  a nuclear 
power  plant.  During  the  decontam- 
ination of  this  patient,  the  maxi- 
mum exposure  to  the  attendants  in 
the  emergency  room  was  14  mrem. 
This  is  about  equivalent  to  the  ex- 
posure of  one  chest  x-ray. 


The  large  mass  of 
combustible  material 
(2700  tons  of  graphite) 
in  the  Chernobyl 
reactor,  along  with  the 
lack  of  containment, 
were  the  underlying 
causes  for  the  number 
and  severity  of 
radiation 

injuries.  . . . Without 
the  fire,  it  is  unlikely 
that  so  many  people 
would  have  been 
exposed  to  such  high 
levels  of  radiation. 


There  were  five  cases  of  radio- 
actively  contaminated  puncture 
wounds.  In  all  but  one,  the  contam- 
ination was  completely  removed  by 
either  scrubbing,  allowing  the 
puncture  wound  to  bleed,  or  by  re- 
moving the  contamination  with  a 
small  eliptical,  surgical  excision.  In 
one  case,  the  contamination  was 
deeply  embedded.  In  view  of  the 
small  amount  of  contamination 
(SOOcpm  of  Cobalt-60),  further  sur- 
gical procedures  were  not  war- 
ranted. Our  experience  demon- 
strates that  hospitals  are  able  to 
handle  very  severely  injured  con- 
taminated patients  while  control- 


ling the  contamination  to  a desig- 
nated area. 

The  six  medically  significant 
cases  of  overexposure  were  all  lo- 
cal external  exposures  and  were  re- 
ferred from  users  of  industrial 
radiography,  manufacturers  of  ra- 
diation sources,  and  research  in- 
stitutes. The  highest  exposure  in  this 
category  was  100,000  rem  delivered 
over  a period  of  8 years  to  the 
hand  of  a worker  who  was  decon- 
taminating industrial  radiography 
sources.  The  right  first  finger  has 
since  been  amputated.  Pathologic 
examination  revealed  two  areas  of 
carcinoma  in  situ. 

Future  Planning 

Our  experience  to  date  shows  that 
medical  facilities  and  physicians  in 
the  locale  of  commercial  nuclear 
power  plants  can  expect  to  re- 
ceive contaminated/injured  pa- 
tients about  once  every  3 to  4 years 
from  a local  commercial  nuclear 
power  plant.  Large  accidents  likely 
to  produce  significant  radiation 
casualties  are  even  more  infre- 
quent. 

The  only  major  commercial  re- 
actor accident  in  this  country.  Three 
Mile  Island  in  1979,  resulted  in  two 
workers  receiving  doses  of  3-4  rem 
total  body;  several  others  received 
Beta  skin  exposures  (about  300 
rem),  neither  of  which  resulted  in 
acute  injury. 

The  Chernobyl  accident  resulted 
in  medically  significant  overexpo- 
sures to  203  employees  and  rescue 
workers  at  the  plant.  Overexpo- 
sures not  presenting  with  clinical 
signs  and  symptoms  numbered  in 
the  hundreds.^  Of  the  203  patients 
that  were  hospitalized,  29  died.  The 
deaths  were  due  to  a combination 
of  thermal  burns,  radiation  skin 
damage,  and  hematopoietic  de- 
pression. In  20  of  these  patients,  the 
skin  damage  from  both  thermal  and 
radiation  alone  could  have  resulted 
in  death.  Considering  radiation  ac- 
cidents that  have  occurred  in  the 
past  in  this  country,  and  the  marked 
difference  in  design  of  the  Cher- 
nobyl reactor  compared  to  those  in 
the  U.S.,  it  is  reasonable  to  assume 
that  many  fewer  casualties  would 
result  from  an  accident  in  a U.S. 
commercial  nuclear  power  plant. 
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The  large  mass  of  combustible  ma- 
terial (2700  tons  of  graphite)  in  the 
Chernobyl  reactor,  along  with  the 
lack  of  containment,  were  the  un- 
derlying causes  for  the  number  and 
severity  of  radiation  casualties. 
Firemen  and  rescue  crews  were 
working  in  very  large  radiation  fields 
(100-200  R/hr)  and  under  very  hot 
thermal  conditions.  Without  the  fire, 
it  is  unlikely  that  so  many  people 
would  have  been  exposed  to  such 
high  levels  of  radiation. 

Summary 

Medically  significant  overexpo- 
sures have  not  occurred  in  30  years 
of  operating  commercial  nuclear 
power  plants  in  this  country.  How- 
ever, the  medical  communities 
around  reactors  in  Georgia  as  well 
as  the  rest  of  the  country,  maintain 
a vigilance  and  preparations  to  han- 
dle these  cases  through  semi-an- 
nual exercises  using  simulated  pa- 
tients. The  programs  at  the  Hatch 
and  Vogtle  plants  provide  not  only 


Medically  significant 
overexposures  have  not 
occurred  in  30  years  of 
operating  commerical 
nuclear  power  plants  in 
this  country.  However, 
the  medical 
communities  around 
reactors  in 

Georgia  . . . maintain  a 
vigilance  and 
preparations  to  handle 
these  cases  through 
semi-annual 
exercises.  . . . 


for  local  care  but  also  for  specialty 
medical  teams  to  arrive  and  assist 
in  the  triage  and  evacuation  of  cas- 
ualties to  definitive  care  centers  for 
complete  evaluation  and  treatment. 
This  is  not  unlike  the  plan  the  So- 
viets used  so  successfully  at  Cher- 
nobyl. 
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More  vulnerable  to  infection  in  smokers  and  older  adults 


Experience  counts 


Pulvules' 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms, 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication;  Lower  respiratory  infections.  Including  pneumonia, 
caused  by  Streptococcus  pneumoniae,  Haemophilus  Influenzae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci). 
Contraindication:  Known  allergy  to  cephalosporins. 

Warnings;  ceclor  should  be  administered  cautiously  to  penicillin- 
sensitive  PATIENTS.  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions; 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms. 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  reguired,  careful 
clinical  observation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients. 
Adverse  Reections:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon.  Those  reported 
include: 

• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome) 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  freguently,  fever):  1.5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  freguently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor.  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyde  count  (especially  in  infants  and 
children). 

• Abnormal  urinalysis:  elevations  in  BUN  or  serum  creatinine. 

• Positive  direct  Coombs'  test. 

• false-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly).  loeioseu 
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Application  of  Criminal  Andtmst  Sanctions  to 
Health  Care  Professionals 

Robert  N.  Berg 


UNLESS  YOU  HAVE  BEEN 

practicing  medicine  in  a 
cave  for  the  last  13  years,  you  are 
well  aware  of  the  fact  that  the 
U.S.  antitrust  laws  are  applicable 
to  health  care  professionals.  This 
was  the  lesson  of  the  U.S. 

Supreme  Court’s  1975  decision  in 
the  Goldfarb^  case  — that 
members  of  the  “learned 
professions”  (e.g.,  physicians, 
attorneys,  architects,  engineers, 
etc.)  are  subject  to  the  antitrust 
laws,  just  the  same  as  persons 
and  entities  involved  in  other 
trades  and  businesses. 

For  the  most  part,  the 
challenges  that  have  arisen  over 
the  past  13  years  to  the  activities 
of  health  care  professionals  have 
been  civil  actions.  That  is,  private 
parties,  or  the  Federal  Trade 
Commission,  have  sought  damage 
suits  or  claims  for  injunctive 
relief,  in  order  to  remedy  alleged 
antitrust  violations.  Conversely, 
there  has  been  little  activity  over 
the  last  13  years  in  the 
enforcement  of  the  criminal 
antitrust  statutes  against  health 
care  professionals.  It  appears  that 
this  is  about  to  change,  however, 
and  this  article  is  designed  to 
provide  physicians  with  an 
overview  of  the  “criminal”  side  of 
the  U.S.  antitrust  laws. 

Criminal  Antitrust  Penalties 

The  U.S.  antitrust  laws  provide 
for  both  civil  and  criminal 
enforcement.  The  more  widely- 
known  civil  provisions  are 


• Initially,  rather  than 
attempt  to  enforce 
criminal  sanctions 
against  violative 
conduct  in  the  health 
care  field,  the 
Department  of  Justice 
has  instead  elected  to 
educate  health  care 
professionals  on  the 
application  of  the 
antitrust  laws  to  those 
activities.  ...  It  now 
appears  that  the 
Department’s 
“education  effort”  may 
be  over  and  that  it  is 
prepared  to  commence 
criminal  proceedings 
against  health  care 
professionals  engaging 
in  “hard  core”  antitrust 
violations.  ^ 


This  article  was  prepared  at  the  request  of  the 
Journal.  Mr.  Berg  is  a partner  in  the  law  firm  of 
Vincent,  Chorey,  Taylor  & Fell,  Suite  1700,  The 
Lenox  Building,  3399  Peachtree  Rd.,  Atlanta,  GA 
30326.  Send  reprint  requests  to  him. 


designed  to  bring  unlawful 
activities  to  a halt  and  to  restore 
competitive  conditions.  This  is 
accomplished  through  the 
awarding  of  treble  damages  (three 
times  actual  damages)  to  the 
injured  party;  injunctive  relief  is 
also  available  in  certain 
situations. 2 The  antitrust  laws  also  ^ 
authorize  the  imposition  of  fines 
and  prison  sentences  on  those 
responsible  for  the  unlawful 
conduct.  Specifically,  a violation 
of  the  antitrust  laws  constitutes  a 
felony,  the  punishment  for  which 
may  include  fines  of  up  to 
$250,000  for  individuals  and 
$1,000,000  for  corporations,  and 
prison  sentences  of  up  to  3 
years. ^ The  Department  of  Justice 
is  exclusively  responsible  for  the 
enforcement  of  these  criminal 
sanctions. 

Traditionally,  the  criminal 
antitrust  penalties  have  been 
reserved  for  certain  types  of  “hard 
core”  violations  — price  fixing, 
bid-rigging,  certain  types  of 
horizontal  boycott  activities,  etc. 

In  certain  cases,  however,  the 
Department  of  Justice  has  chosen 
to  exercise  its  prosecutorial 
discretion  and  seek  civil 
remedies,  as  opposed  to  criminal 
penalties.  This  may  be  done  for  a 
number  of  reasons,  including 
where:  (1)  there  is  confusion  as 
to  the  applicability  of  the  law  to 
particular  conduct;  (2)  there  are 
truly  novel  issues  of  law  or  fact 
presented;  (3)  there  is  confusion 
caused  by  past  prosecutorial 
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decisions;  or  (4)  there  is  clear 
evidence  that  the  subjects  of  the 
investigation  were  not  aware  of, 
or  did  not  appreciate,  the 
consequences  of  their  actions.^ 

Since  1975,  the  health  care 
profession  has  received  the 
benefit  of  the  exercise  of  this 
prosecutorial  discretion  by  the 
Department  of  Justice.  Rather 
than  attempt  to  enforce  criminal 
sanctions  against  violative 
conduct  in  the  health  care  field, 
the  Department  of  Justice  has 
instead  elected  to  educate  health 
care  professionals  on  the 
application  of  the  antitrust  laws  to 
those  activities.  Thus,  the 
Department  filed  civil  suits 
seeking  to  enjoin  what  it 
perceived  as  unlawful  conduct,  in 
lieu  of  seeking  criminal  sanctions. 
Officials  in  the  Department  also 
gave  numerous  speeches 
explaining  how  the  Department’s 
approach  to  antitrust  enforcement 
was  intended  to  operate. 

Application  of  Criminal 
Sanctions  to  Conduct  by  Health 
Care  Professionals 

It  now  appears  that  the 
Department’s  “educational  effort” 
may  be  over  and  that  the 
Department  is  now  prepared  to 
commence  criminal  proceedings 
against  health  care  professionals 
engaging  in  “hard  core”  antitrust 
violations.  This  was  the  thrust  of 
remarks  made  by  Charles  F.  Rule, 
Assistant  Attorney  General, 
Antitrust  Division,  U.S. 


Department  of  Justice,  at  the 
interim  meeting  of  the  AMA 
House  of  Delegates  held  in 
Dallas,  Texas  on  December  6, 
1988. 

Specifically,  Mr.  Rule  discussed 
certain  “naked”  agreements 
among  competitors,  agreements 
which  are  viewed  by  the 
Department  as  unlawful  and,  as  a 
result,  will  be  prosecuted 
criminally.  As  described  by  Mr. 
Rule: 

“Clear  violations  of  the 
antitrust  laws  occur  when 
otherwise  competing 
professionals  agree  to  do 
something,  or  to  refrain  from 
doing  something,  that  blocks  the 
free  operation  of  the  competitive 
process  without  any  plausible 
promise  of  economic  benefits  for 
consumers.  Such  activity  neither 
involves  the  creation  of  any  real 
efficiencies  — it  does  not  provide 
something  that  consumers  want 
at  less  cost  than  could  be  done 
through  independent  action  — 
nor  offer  some  new  ‘product’  that 
would  otherwise  be  unavailable. 
Instead,  it  is  activity  that  just 
eliminates  competition,  raises 
prices,  reduces  the  quantity  of 
services  provided,  and  thus  reaps 
increased  profits  for  physicians. 
When  this  is  the  case,  it  makes 
no  difference  whether  the 
enriched  doctors  line  their 
pockets  with  these  profits  or  use 
them  to  increase  the  quality  of 
care.  ‘Naked’  agreements  of  this 


kind  — to  fix  prices,  to  allocate 
territories,  or  to  boycott  competing 
health-care  providers  — are 
unlawful  regardless  of  their 
purpose  and  effect.  ’’ 

Mr.  Rule  then  went  on  explain 
to  his  audience  that  the 
Department  currently  was  looking 
into  numerous  allegations  of 
possible  criminal  violations  by 
physicians  and  physician  groups. 
He  cited  examples  involving 
physicians  organizing  to  block 
new  delivery  systems  by  agreeing 
to  withhold  their  services;  groups 
of  independent  doctors,  while  in 
the  process  of  negotiating  with 
PPOs,  meeting  secretly  to  agree  to 
a minimum  price  or  to  other 
terms  that  they  will  insist  upon 
when  they  discuss  their 
participation  in  the  PPO;  and, 
physicians  agreeing  to  allocate 
patients  among  themselves  on  the 
basis  of  patient  residences  or 
some  other  criteria.  Moreover,  Mr. 
Rule  warned  his  audience  that  the 
Department  is  “on  the  lookout  for 
other  possible  violations  that 
merit  criminal  investigation,”  and 
that  the  Department  is  “prepared 
to  indict  and  fully  prosecute  the 
professionals  involved  if  the 
evidence  warrants  it.” 

Finally,  Mr.  Rule  provided  “a 
set  of  basic,  simple,  and  easy-to- 
remember  rules,”  to  assist 
physicians  in  avoiding  criminal 
violations.  These  rules  included: 

“First,  do  not  agree  with 
competing  independent  doctors 
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on  any  term  of  price,  quantity,  or 
quality  — including  fee  schedules 
and  relative  value  scales; 

Second,  do  not  agree  with 
competing  independent  doctors 
on  the  patients  you  are  willing  to 
serve,  the  locations  from  which 
you  are  permitted  to  draw 
patients,  or  where  you  will  locate 
your  offices;  and 

Third,  do  not  agree  with 
competing  independent  doctors  to 
refuse  to  offer  your  services  to 
alternative  delivery  systems.  ” 

Mr.  Rule  acknowleged  that  even 
these  general  rules  could  be 
subject  to  exceptions,  most 
notably  where  the  “agreement” 
involved  is  in  the  context  of 
participation  in  a legitimate 
alternative  delivery  system. 

Conclusion 

In  sum,  it  appears  that  the 
antitrust  regulators  have  now 
shifted  gears  and  are  prepared  to 
deal  with  the  health  care 


e Assistant 
Attorney  General,  in 
his  talk  to  the  AMA 
House  of  Delegates 
last  December, 
provided  a set  of  basic, 
simple,  and  easy-to- 
remember  rules  to 
assist  physicians  in 
avoiding  criminal 
violations,  f 


profession  as  they  have  dealt  with 
other  trades  or  businesses  in  the 
past  — by  seeking  to  impose 
criminal  sanctions  on 
professionals  who  engage  in 
unlawful  price  fixing,  concerted 
refusals  to  deal,  and  other  “hard 
core”  antitrust  offenses.  Thus,  we 
can  expect  to  see  a significant 
increase  in  the  number  of 
criminal  prosecutions,  alleging 
violations  of  the  U.S.  antitrust 
laws  by  physicians  and  other 
health  care  professionals. 

Notes 

1.  Goldfarb  u.  Virginia  State  Bar,  421  U.S.  773 
(1975). 

2.  See  Sections  4 and  16  of  the  Clayton  Act, 

15  U.S.C.  §§15,  26. 

3.  See  Antitrust  Procedures  and  Penalty  Act  of 
1974,  amending  15  U.S.C.  §§1-3;  Criminai  Fine 
Enforcement  Act  of  1985,  18  U.S.C.  §3623. 

4.  See  U.S.  Department  of  Justice,  Antitrust 
Division  Manual  lll-ll  (1982);  Remarks  by 
Donald  I.  Baker,  Assistant  Attorney  General, 
Antitrust  Division,  U.S.  Antitrust  Enforcement  — 
Criminal  v.  Civil  Prosecution  (Arlington,  Virginia, 
Febmaiy28,  1977),  reprinted  in  [Current 
Comment  — 1969-1983  Transfer  Binder]  CCH 
Trade  Reg.  Rep.  Para.  50,335. 
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Advances  in  the  Treatment  of  Non-Hodgkin’s  Lymphoma 

James  M.  Jones,  II,  M.D. 


The  non-Hodgkin’s  lymphomas 
(NHL)  are  a heterogeneous 
group  of  lymphoid  malignancies 
which  possess  a wide  variety  of 
pathologic,  cytologic, 
immunologic,  and  molecular 
biologic  differences.  Despite  these 
differences,  most  NHL  fall  into 
two  broad  therapeutic  categories: 
the  nodular  indolent  t3TDes  and 
the  diffuse  aggressive  varieties.’ 
Patients  with  indolent  lymphomas 
(characterized  by  nodular  or 
follicular  architecture  and  small 
cell  size)  commonly  present  with 
widespread  disease  including 
' bone  marrow  and  liver 
j involvement.  Less  than  10%  will 
I present  with  extranodal  disease, 

! and  fewer  than  20%  have 
1 constitutional  symptoms.  In 
contrast,  aggressive  lymphomas 
(characterized  by  diffuse 
architecture  and  large  cell  size) 
i have  a very  different  natural 
I history.  About  45%  present  with 
! constitutional  symptoms  but, 
paradoxically,  documented 
1 generalized  disease  is  somewhat 
! less  common  than  in  patients 
' with  indolent  lymphomas. 

For  many  years,  the  Rappaport 
: classification,  based  on  pattern  of 
1 growth  (nodular  or  diffuse)  and 
; the  predominant  cell  type 
; (lymphocyte  or  histiocyte)  was 
used  for  NHL.  As  more  extensive 
information  on  cytologic  origin 
and  immunology  became 
I available  in  recent  years,  the 
National  Cancer  Institute  (NCI) 
developed  the  International 
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^ Non-Hodgkin’s 
lymphoma,  virtually 
fatal  25  years  ago,  can 
now  be  treated  with 
four  or  five  different 
intensive  combination 
chemotherapy  regimes 
capable  of  producing 
70-80%  complete 
remissions.  ^ 

Working  Formulation.  This 
classification  scheme  divides  the 
NHL  into  low-grade,  intermediate- 
grade,  and  high-grade  varieties. 
The  distinction  between  nodular 
(follicular)  and  diffuse  patterns 
has  been  retained,  but  the 
malignant  cell  types  are  referred 
to  as  small  cell  and  large  cell 
rather  than  lymphocytic  and 
histiocytic  types.  A comparison  of 
the  new  classification  and  its 
Rappaport  equivalents  can  be 
found  in  Table  1.^ 


Dr.  Jones  practices  hematology/oncology.  Send  re- 
print requests  to  him  at  the  Georgia  Oncology/ 
Hematology  Clinic,  Ste.  6401,  25  Prescott  St.,  At- 
lanta, GA  30308. 

This  paper  was  sponsored  by  the  Georgia  Divi- 
sion of  the  American  Cancer  Society.  Those  wish- 
ing to  contribute  papers  to  the  Section  should 
send  them  to  Dr.  Tom  Phillips,  CANCER  Section 
Editor,  25  Prescott  St.,  Atlanta,  GA  30365. 


Nodular  Indolent  Lymphomas 

Despite  the  fact  that  more  than 
80%  of  the  nodular  indolent 
lymphomas  present  with  either 
disseminated  nodal  (stage  III)  or 
visceral  (Stage  IV)  disease,  these 
lymphomas  are  highly  responsive 
to  a wide  variety  of  chemotherapy 
regimens.  Complete  remission 
rates  in  the  60  to  75%  range  are 
common,  with  the  median 
duration  of  such  remissions 
ranging  from  17  to  24  months.  By 
4 years  after  treatment,  80%  of 
patients  have  experienced 
recurrence  of  disease.  While  the 
5-year  survival  rate  is  greater  than 
70%,  the  10-year  survival  rate  is 
only  30%.  Thus,  the  failure  of 
existing  chemotherapy  or 
radiotherapy  approaches  to  cure 
indolent  lymphomas  has  led  to  a 
variety  of  palliative  approaches  to 
management.  These  include 
single  agent  chemotherapy, 
combination  chemotherapy  with 
two  or  three  drugs,  biologic 
response  modifiers  such  as 
interferon,  or  a “watch  and  wait 
policy”  (only  administering 
therapy  when  symptoms 
necessitate  intervention).  The 
clinical  course  of  most  patients 
with  the  low-grade  indolent 
lymphomas  becomes  one  of 
repeated  remissions  followed  by 
recurrence  of  disease.  Eventually, 
the  patient  succumbs  to  drug- 
resistant  lymphoma  or  to  other 
medical  illness  (cardiovascular 
disease,  cerebrovascular  disease, 
diabetes,  etc.). 
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TABLE  1 — Pathologic  Classifications  of  NHL*® 


Working  Formulation  for  Clinical  Usage  Rappaport  equivalent 


Low  grade:  Malignant/l)rinphoma: 

Small  lymphocytic 

Follicular,  small  cleaved  cell 
Follicular,  mixed  small  and  large  cell 
Intermediate  grade:  Follicular,  predominantly  large  cell 

Diffuse,  small  cleaved  cell 
Diffuse,  mixed  small  and  le^ge  cell 
Diffuse,  large  cell 

High  grade:  Large  cell,  immunoblastic 

Large  cell,  lymphoblastic 
Small  noncleaved  cell 


Diffuse  well-differentiated  lymphomet/ 

chronic  lymphatic  leukemia  (DWDL/CLL) 
Nodular,  poorly-differentiated  lymphoma  (NPDL) 
Nodular,  mixed  lymphoma  (NML) 

Nodular,  histioc3rtic  lymphoma  (NHL) 

Diffuse,  poorly-differentiated  l3rmphoma  (DPDL) 
Diffuse,  mixed  l3rmphoma  (DML) 

Diffuse  histiocytic  lymphoma  (DHL) 

Diffuse,  histiocytic  lymphoma  (DHL) 
Lymphoblastic  — convoluted/non-convoluted 
Diffuse,  undifferentiated  lymphoma  (DUL) 
Burkitt’s  and  non-Burkitt’s 


Diffuse  Aggressive  Lymphomas 

Most  of  the  lymphomas 
considered  historically  as  diffuse 
aggressive  lymphomas  now  fall 
into  the  Working  Formulation’s 
intermediate  and  high-grade 
categories. 

These  tumors  have  a high 
growth  fraction  with  a rapid 
doubling  time.  Prior  to  the  1970s, 
single  agent  chemotherapy 
produced  complete  remissions  in 
only  5%  of  patients  with  advanced 
disease,  and  survival  was 
consistently  less  than  1 year.  Until 
recently,  salvage  chemotherapy 
after  initial  relapse  was  rarely 
successful.  Most  patients  died 
within  the  first  two  years  after 
diagnosis.  The  past  decade  has 
witnessed  a major  change  in  the 
outcome  of  these  diffuse 
aggressive  lymphomas,  and  the 
probability  of  patients  remaining 
alive  and  free  of  disease  after  10 
years  is  now  better  for  patients 
with  diffuse  lymphomas  than  for 
those  with  so-called  indolent 
lymphomas.^ 


Advances  in  Chemotherapeutic 
Regimens 

The  past  1 0 to  15  years  has 
seen  an  evolution  in  the 


chemotherapeutic  regimens  used 
to  treat  the  diffuse  aggressive 
lymphomas  in  general  and  diffuse 
large  cell  lymphoma  in  particular. 
Single  agent  chemotherapy 
resulted  in  uncommon  complete 
remissions,  durations  of 
remission  of  4 to  6 months  at 
best,  and  only  rare  long-term 
survivors.  In  the  early  1970s,  first- 
generation  combination 
chemotherapy  (CVP)  showed  the 
potential  curability  of  large  cell 
lymphoma,  with  a 5-10%  survival 
rate.  A fourth  drug,  procarbazine, 
added  to  the  standard  three-drug 
CVP  regimen,  enhanced  survival 
to  approximately  35%  (alive  and 
continously  free  of  disease  with 
no  maintenance  therapy  after  5 
years).'*  This  was  the  first  study  to 
demonstrate  that  patients  who 
initially  had  complete  remissions 
could  remain  disease-free  without 
further  therapy  and  that  some 
patients  with  advanced  disease 
(Stage  III  and  IV)  were  curable.  It 
was  noted  that  most  relapses 
from  a complete  remission  occur 
within  2 years  when  the  survival 
curves  begin  to  plateau.  Once  the 
documentation  of  Doxorubin’s 
(Adriamycin)  activity  in  this 
disease  was  established,  several 
Doxorubin-based  multiagent 
regimens  were  introduced.  CHOP 


produced  complete  response  (CR) 
rates  of  60%  or  more  with,  39%  of 
patients  experiencing  recurrence.^ 
Overall,  the  long-term  survival  rate 
with  CHOP  is  31%.  All  of  the 
early,  first-generation  regimens 
were  administered  every  21-28 
days,  and  the  large  cell 
lymphoma  seemed  to  recur 
between  treatment  cycles.  In  an 
attempt  to  limit  these  intercycle 
recurrences,  regimens  using 
myelosuppressive  drugs 
alternating  with  non- 
myelosuppressive  drugs  such  as 
Bleomycin  were  devised.  One 
such  regimen,  BACOP,  produced 
complete  remissions  in  48%  of 
patients,  but  after  5 years,  only 
40%  of  all  patients  treated  were 
surviving  free  of  disease  off  all 
therapy.®  Thus,  the  addition  of 
these  agents  failed  to  substantially 
improve  the  overall  survival  which 
remained  at  35-40%. 

In  the  late  1970s,  several 
studies  reestablished  the  activity 
of  antimetabolites,  such  as 
methotrexate  and  cytosine 
arabinoside,  against  diffuse 
lymphomas  (Table  2).  A second- 
generation  of  regimens  utilizing 
five  or  six  drugs  and  more 
frequent  scheduling  came  into 
use  (COMLA,^  COP-BLAM,®, 
M-BACOD,®  ProMACE-MOPP'®). 
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TABLE  2 — Glossary  of  Combination  of 
Chemotherapy  Regimens  for  NHL'^ 

BACOP  = bleomycin,  Adriamycin  (doxorubicin), 
cyclophosphamide,  (Oncovin)  vincristine,  prednisone 
C-MOPP  = cyclophosphamide,  (Oncovin)  vincristine, 
procarbazine,  prednisone 

CHOP  = cyclophosphamide,  doxorubicin,  (Oncovin) 
vincristine,  prednisone 

CHOP/HOAP-Bleo/IM  VP- 16  = Cyclophosphamide, 
Adriamycin  (doxorubicin),  (Oncovin)  vincristine, 
prednisone,  Adriam,ycin  (doxorubicin),  (Oncovin) 
vincristine,  cytabarine,  prednisone,  bleomycin, 
ifosfamide,  methotrexate,  etoposide  (VP- 16) 

COMLA  = cyclophosphamide,  (Oncovin)  vincristine, 
methotrexate  with  leucovorin  rescue,  cytosine 
arabinoside  (c}rtarabine) 

COP-BLAM  = cyclophosphamide,  (Oncovin) 
vincristine,  prednisone,  bleomycin,  (Adriamycin) 
doxorubicin,  procarbazine 
F-MACHOP  = 5-fluorouracil,  methotrexate, 

Adriamycin  (doxorubicin),  cyclophosphamide, 
(Oncovin)  vincristine,  prednisone,  C3rtarabine 
M-BACOD  = methotrexate  with  leucovorin  rescue, 
bleomycin,  Adriamycin  (doxorubicin), 
cyclophosphamide,  (Oncovin)  vincristine, 
dexamethasone 

MACOP-B  = methotrexate  with  leucovorin  rescue, 
Adriamycin  (doxorubicin),  cyclophosphamide, 
(Oncovin)  vincristine,  prednisone,  bleomycin 
MOPP  = mechlorethamine,  (Oncovin)  vincristine, 
procarbazine,  predinisone 

ProMACE  = prednisone,  methotrexate  with  leucovorin 
rescue,  Adriamycin  (doxorubicin),  cyclophosphamide, 
etoposide  (VP- 16) 

ProMACE/C5TtaBOM  = cyclophosphamide,  Adriamycin 
(doxorubicin),  etoposide  (VP-16),  cytabarine, 
i bleomycin,  (Oncovin)  vincristine,  methotrexate 

ProMACE-MOPP  = cyclophosphamide,  doxorubicin, 
VP- 16,  methotrexate  with  leucovorin  rescue, 

' prednisone,  nitrogen  mustard,  (Oncovin)  vincristine, 

procarbazine,  prednisone 


These  regimens  produced  CRs 
greater  than  70%  and  a survival 
plateau  of  55-60%.  In  diffuse 
aggressive  lymphomas,  certain 
prognostic  factors  have  been 
shown  to  adversely  affect 
treatment  outcome.  These  include 
presence  of  B symptoms  (fever, 
night  sweats,  or  weight  loss 


greater  than  1 0%  of  body  weight) , 
bulky  disease  (masses  greater 
than  10  cm.)  especially  those 
involving  the  G1  tract,  and  bone 
marrow  involvement  or  other 
Stage  IV  disease.” 

Pro  MACE-MOPP  produced  a 
74%  CR  rate  overall  which 
interestingly  included  CRs  in  66% 


of  Stage  IV  patients,  50%  of  those 
with  bone  marrow  involvement, 
and  64%  of  patients  with  G1  tract 
masses.  Thus,  the  most  dramatic 
change  in  CR  occurred  in  the 
groups  that  had  been  historically 
the  most  difficult  to  treat 
effectively.  These  newer,  second- 
generation  regimens  coupled  a 
higher  CR  rate  with  a relatively 
low,  (17  to  26%)  relapse  rate, 
producing  overall  3-year,  disease- 
free  survival  rates  of  60  to  70%,  in 
contrast  to  the  35  to  40%  for 
regimens  used  earlier.  These 
improvements  in  therapy  were  not 
accomplished  easily,  however,  as 
5 to  10%  of  patients  treated  with 
many  of  these  regimens  died  from 
treatment-related  causes.  In 
addition,  the  regimens  are 
complicated,  not  easily  used  in 
non-research  hospitals  or  office 
practice  settings,  and  often 
require  hospitalization  for 
monitoring. 

In  an  effort  to  improve  the  dose 
intensity  of  NHL  regimens  and 
complete  induction  therapy  more 
rapidly  in  hopes  of  decreasing 
toxic  side  effects,  a series  of 
third-generation  protocols  have 
been  devised.  These  are 
characterized  by  alternative 
modes  of  drug  administration, 
greater  use  of  cycle-active  and 
marrow-sparing  agents,  use  of 
noncross-resistant  drugs,  and 
more  frequent  dosing  schedules. 
Examples  of  such  regimens  are 
COP-BLAM  111,  ProMACE-CytaBOM, 
and  MACOP-B.  These  produce  CR 
rates  between  80  and  85%,  with  a 
plateau  phase  at  approximately  65 
to  70%. Upwards  of  70-88%  of 
CRs  have  been  maintained  for  2 
years.  These  results  seem  to 
occur  even  in  patients  with  poor 
prognostic  factors,  such  as  bulky 
abdominal  disease.  To  obtain 
high  remission  rates,  one  must 
adhere  closely  to  the  dose  and 
schedule  recommended  for  that 
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particular  regimen.  The  bottom 
line  with  all  therapies  is  the 
number  of  patients  in  continous 
CR  for  2 years.  All  third- 
generation  regimens  compare 
favorably,  with  2-year  survival 
rates  of  70-88%,  which  is 
considerably  better  than  35-40% 
as  seen  with  first-generation 
therapies. 

One  important  new  regimen  of 
this  design  is  MACOP-B,  in  which 
induction  therapy  is  completed  in 
a weekly  12-week  sequence.’^ 
Myelosuppressive  drugs, 
adriamcyin  and  cytoxan,  are 
alternated  with  non- 
myelosuppressive  agents, 
bleomycin,  vincristine,  and  high- 
dose  methotrexate  with 
leucovorin  rescue.  Trimethoprin- 
sulfamethoxazole  and 
ketoconazole  are  given  orally 
throughout  the  induction  period 
to  prevent  or  reduce  infections 
caused  by  Pneumocystis  carinii 
and  fungi.  Prednisone  is  given 
daily  throughout  the  12  weeks  of 
therapy.  Mucositis  occurs  in  40- 
50%  of  patients  on  this  regimen 
and  is  the  dose-limiting  toxicity. 
Measures  such  as  ketoconazole, 
attention  to  good  oral  hygiene, 
vigorous  treatment  of  herpetic 
mucositis  with  both  topical  and 
oral  acyclovir,  avoidance  of 
medications  that  alter  creatinine 
clearance  (which  may  prolong 
clearance  of  methotrexate),  and 
generous  fluid  administration  with 
alkalinization  of  the  urine  have 
reduced  the  severity  of 
mucositis.’"'  Despite  the  side 
effects,  the  rate  of  toxicity-related 
deaths  was  3%  with  MACOP-B 
treatment.  Initial  reports  showed 
an  84%  CR  rate  with  only  a 10% 
recurrence  rate.  Actuarial  overall 
survival  for  the  entire  group  of 
patients  treated  was  76%  and  was 
estimated  to  be  as  high  as  90% 
for  those  achieving  a CR.  A more 
recent  update  of  MACOP-B  data 
indicates  a 16%  recurrence 
frequency  and  a long-term 
survival  of  66%  for  all  patients. 


e failure  of  existing 
chemotherapy  or 
radiotherapy  approaches 
to  cure  indolent 
lymphomas  has  led  to  a 
variety  of  palliative 
approaches  to 
management.  ^ 


Summary 

The  use  of  more  aggressive 
multiagent  combination 
chemotherapy  for  the  treatment  of 
advanced  diffuse  aggressive 
lymphomas  has  resulted  in  a 
dramatic  change  in  the  overall 
outlook  in  patients  with  this 
disease.  Once  rarely  curable  or 
even  controllable,  it  is  now  one  of 
the  most  curable  of  disseminated 
maligancies.  Sustained,  disease- 
free  survival  rates  have  risen  from 
5%  in  the  1960s  to  approximately 
65%  in  the  1980s.  The  35%  who 
do  not  achieve  initial  CR  generally 
experience  a fulminant  course, 
with  patients  rarely  surviving  more 
than  2 years.  Subsequent  clinical 
trials  will  explore  a number  of 
new  approaches  including  short- 
course,  dose-intense  induction 
regimens,  addition  of  new  agents 
into  combinations  (including 
cisplatin,  vindesine,  M-AMSA, 
ifosfamide,  and  methyl-GAG),  and 
the  use  of  biologicals 
(monoclonal  antibodies, 
interleukin-2  plus  LAK  cells,  and 
tumor  necrosis  factor).  Salvage 
therapy  for  those  who  experience 
recurrence  of  disease  can 
produce  responses  in  45  to  65% 
of  patients,  but  remission 
duration  is  short,  and  median 
survival  time  is  usually  less  than  1 
year.  Recent  interest  in  high-dose 
chemotherapy  with  or  without 
total  body  irradiation,  followed  by 
autologous  bone  marrow 


transplantation  for  relapsed 
patients,  has  produced  some 
encouraging  results. 
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PHYSICIAN  WANTED 

Ambulatory  Care  — Great 
opportunity  in  Metro  Atlanta.  No  night 
call.  Excellent  wages.  Board  Certified 
(IM,  FP,  EM)  preferred  with 
experience.  Send  CV  to  M.A.P.S.,  P.O. 
Box  91,  Roswell,  GA  30077-0091 


Georgia:  Medical  Director  of 
emergency  department  needed  at  73- 
bed  hospital  in  Swainsboro.  6,000 
annual  ED  visits.  Competitive 
compensation.  Attractive  benefits 
package.  Professional  liability 
insurance  procurement  program. 
Please  call  or  submit  curriculum  vitae 
to:  Beth  Barlowe,  Coastal  Emergency 
Services,  Inc.,  P.O.  Box  15697,  Dept. 
SF,  Durham,  NC  27704;  (800)  672- 
7225  (NC),  (800)  334-1630  (US). 


Hematologist/Oncologist  — 

Research  Track  Instructor  position  in 
Division  of  Pediatric  Hematology/ 
Oncology.  Primary  assignment  in 
research  with  some  clinical  duties 
and  opportunity  for  teaching. 
Fellowship  training  and  interest  in 
nutritional  aspects  of  oncology  and 
brain  tumors  preferred;  Georgia 
medical  license  required.  Entry  level 
salary.  Inquiries  should  be  submitted 
to  Abdel  Ragab,  M.D.,  Director, 
Division  of  Hematology/Oncology. 
Department  of  Pediatrics,  Emory 
University  School  of  Medicine,  2040 
Ridgewood  Drive,  Atlanta,  GA  30322, 
by  March  1,  1989.  Equal  Opportunity/ 
Affirmative  Action  Employer. 


Wanted  — MD  for  Family  Practice. 

Available  now.  Established  practice  of 
37  years,  office  near  hospital,  boating 
on  Lake  Oconee,  fishing,  golfing. 
Contact:  H.  A.  Thornton,  M.D.,  Box 
326,  Greensboro,  GA  30642;  (404) 
453-7653. 


Physician  Wanted  — Established 
independent  solo  practice  available  in 
Southeast  Tennessee.  Family  Practice, 
General  Surgeon/General  Practice,  or 
Internist  needed.  Open  immediately. 
Please  call  Gary  Burton  (615)  447- 
2112  or  write  Bledsoe  County 


Hospital,  P.O.  Box  428,  Pikeville,  TN 
37367. 

FOR  LEASE 

Medical  Office  space  available  for 
lease  within  multi-specialty  facility. 
Rent  includes  all  overhead  and  front 
office  staff.  Convenient  Midtown/ 
Downtown  location  near  Crawford 
Long,  Atlanta  Hospital,  GA  Baptist. 
Contact  Dr.  Neil  Speer  at  881-6910. 

SERVICES 

Office  Manager  Testing  — Hiring  an 
office  manager  or  other  administrative 
staff  person?  Everybody  makes 
mistakes.  Bad  hires  are  among  the 
most  costly.  We  can  help  narrow  your 
margin  of  error.  We  are  licensed 
psychologists  who  specialize  in  the 
selection  of  people  for  organizations. 
We  are  not  recruiters.  We  help 
organizations  screen  applicants  for 
employment.  Our  test  battery  for 
medical  and  dental  staff  people  is  an 
effective  and  cost  efficient  way  to 


gather  some  of  the  crucial  data  you 
need  to  make  sound  hiring  decisions. 
Results  are  presented  in  the  form  of  a 
personality  description  and  an 
interview  guide.  $100.  Call  for  details. 
(404)  237-6808.  Management 
Psychology  Group,  P.C.,  3340 
Peachtree  Road,  N.E.  (Suite  2590). 
Atlanta,  GA  30326. 


OTHER 

1989  CME  Cniise/Conferences  on 
Medicolegal  Issues  & Risk 
Management  — Caribbean,  Mexico, 
Alaska/Canada,  China/Orient, 
Scandinavia/Russia,  Mediterranean, 
Black  Sea,  Trans  Panama  Canal. 
Approved  for  24-28  CME  Category  1 
Credits  (AMA/PRA)  and  AAFP 
prescribed  credits.  Excellent  group 
rates  on  finest  ships.  Pre-scheduled  in 
compliance  with  IRS  requirements. 
Information:  International 
Conferences,  189  Lodge  Ave., 
Huntington  Station,  NY  11746.  (800) 
512-0076  or  (516)  549-0869. 


Need  3 Physicians 

For  Well  Established 
Practices 

in  Beautiful  North  Georgia 

• Growing  Communities 

• One  Hour  from  Atlanta 

• Successful,  Aggressive 
For-Profit  Hospitals 

Call  Mell  Brooks,  President 
Atlanta  #(404)  874-5615 
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MANUSCRIPTS  — Articles  are  accepted  for  publication 
on  the  condition  that  they  are  contributed  solely  in  this 
Journal.  Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original  and  one  copy  should  be  submitted.  Receipt 
of  manuscripts  will  be  acknowledged  and  unused  manu- 
scripts returned.  Used  manuscripts  will  be  returned  only  if 
requested. 

STYLE  — Ordinarily  articles  should  not  exceed  3,000  words. 
Only  under  exceptional  circumstances  will  articles  of  over 
4,000  words  be  published.  Footnotes,  bibliographies,  and 
legends  should  be  typed  on  separate  sheets,  double-spaced. 
Bibliographies  should  conform  to  the  following  style:  name 
of  author  (with  initials),  title  of  article,  name  of  periodical, 
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Sorter  NA,  Wasserman  SI,  Austen  KF.  Cold 
urticaria  release  into  circulation  of  his- 
tamine and  eosinophil  chemotactic  fac- 
tor of  anaphylaxis  during  cold  challenge. 

N Engl  J Med  1976;294:687-90. 

NEWS  NOTES  — District  and  county  medical  societies. 
Association  members,  and  readers  are  invited  to  send  in 
any  news  items  of  general  concern  to  members  of  the  Med- 
ical Association  of  Georgia. 

REPRINTS  — Requests  for  reprints  should  be  made  di- 
rectly to  The  Ovid  Bell  Press,  Inc.,  1201-05  Bluff  Street, 
Fulton,  Missouri  65251.  Reprints  must  be  ordered  within  30 
days  after  publication,  since  all  type  will  be  destroyed  after 
that  time. 

ILLUSTRATIONS  — Illustrations  must  be  submitted  in 
duplicate.  Illustrations,  tables,  etc.,  should  bear  the  author’s 
name  and  figure  number.  Used  photographs,  drawings  and 
cuts  will  be  returned  after  publication  only  if  requested.  The 
cost  of  reproduction  of  illustrated  material  for  publication 
in  excess  of  three  average  illustrations  and/or  tables  will  be 
borne  by  the  author,  and  the  Journal  will  bill  the  author  for 
this  expense. 

GENERAL  POLICY  — Authors  will  be  given  as  wide  a 
latitude  as  the  general  policy  of  the  Journal  and  the  de- 
mands on  its  space  permit.  The  right  to  reduce,  revise,  or 
reject  any  material  submitted  for  publication  is  always  re- 
served. The  Journal  is  not  responsible  for  statements  made 
by  any  contributor.  All  communications  regarding  editorial, 
advertising,  subscription,  and  miscellaneous  matters  should 
be  sent  to  The  Editor,  938  Peachtree  Street,  N.E.,  Atlanta, 
GA  30309-3990. 

ADVERTISING  — All  pharmaceutical  advertising  must  be 
approved  by  the  State  Medical  Journal  Advertising  Bureau, 
Inc.,  to  be  acceptable  for  publication.  Other  advertising 
copy  may  be  accepted  subject  to  the  approval  of  the  Editor. 
All  copy  or  negatives  must  reach  the  Journal  office  by  the 
10th  of  the  month  preceding  publication.  General  and  clas- 
sified advertising  rates  will  be  furnished  on  request. 

MEDICAL  EDITING  SERVICES  — If  in  the  opinion  of 
the  Journal  Editorial  Board,  material  submitted  for  publi- 
cation could  be  improved  by  a Medical  Editing  Service,  the 
Editor  will  contact  the  author  for  his  approval.  Association 
members  needing  assistance  in  preparation  of  material  for 
publications  may  also  use  this  service.  A reasonable  charge 
is  made  for  this  service  and  the  cost  of  this  will  be  borne 
by  the  author. 
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VASOTEC 


(ENALAPRIL  MALEATE  | MSD) 


Contraindications:  VASOTEC®  (Enalapril  Maleate,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
I Warnings:  A/jg/'oedema;  Angioedema  ot  the  face,  extremities,  lips,  tongue,  glottis,  and/or  iarynx  has  been  reported  in 
patientstreatedwithACEinhibitors,includingVASOTEC,lnsuchcases,VASOTECshouldbepromptlydiscontinuedandthe 
patient  carefully  observed  until  the  swelling  disappears.  In  instances  where  swelling  has  been  confined  to  the  faceand  lips, 
I the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in  relieving  symptoms. 
{ Angioedema  associated  with  laryngeal  edema  may  be  fatal.  Where  there  is  invoivement  of  the  tongue,  giottis,  or 
j iarynx  likelyto  cause  airway  obstruction,  appropriate  therapy,  e.g.,  subcutaneous  epinephrine  soiution 
1 1:1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS  j 
I Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone.  Heart 
j failure  patienfs  given  VAS()TEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
j discontinuation  of  fherapy  for  confinuing  sympfomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed;  caution  should  be  observed  when  initialing  therapy.  (See  DOSAGE  AND  ADMINISTRATION.)  Patients  at 
risk  tor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics:  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  of  any  etiology.  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  in  patients  at  risk  for  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments.  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS.) In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  for  the  first  two  weeks  of  treatment  and  whenever  the  dose  of  enalapril 
and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident. 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and.  if  necessary,  receive  an  intrave- 
i nous  infusion  of  normal  saline.  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  ot  VASOTEC, 
£ which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized.  It  symptomatic  hypotension 
£ develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant  diuretic  may  be  necessary. 

I HeulropenialAgranulocytosis:  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
l row  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially  if  they 
I also  havea  collagen  vascular  disease.  Available  data  from  clinical  trials  of  enalapril  are  insufficienf  to  show  that  enalapril 
I does  not  cause  agranulocytosis  at  similar  rates.  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
I or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  of  while  blood  cell 
j counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered. 

I Precautions:  General:  Impaired  Renal  Function:  As  a consequence  ot  inhibiting  the  renin-angiolensin-aldosterone 
; system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals.  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  of  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death. 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients.  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy.  In  such  patients,  renal  function  should  be  monitored  during  the  first 
few  weeks  of  fherapy. 

Some  pafients  wifh  hyperfension  or  hearf  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment.  Dosage  reduc- 
tion and/or  discontinuation  of  fhe  diurefic  and/or  VASOTEC  may  be  required. 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia:  Elevated  serum  potassium  (>  5,7  mEq/L)  was  observed  in  approximately  1%  of  hypertensive  patients  in 
clinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy.  Hyperkalemia  was  a 
cause  ol  disconlinualion  of  therapy  in  0,28%  ot  hypertensive  patients.  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
I observed  in  3.8%  of  patients,  but  was  not  a cause  for  disconlinualion 

j Risk  factors  for  fhe  developmeni  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant  use 
j of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
,!  be  used  cautiously,  if  al  all,  wifh  VASOTEC.  (See  Drug  Interactions.) 

\ SurgerylAnesthesla:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
I enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release.  If  hypofension  occurs  and  is 
I considered  lo  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Pallenis: 

Angioedema:  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  fhe  first  dose  ot  enalapril. 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ol  lace,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician. 

Hypotension:  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  first  tew  days  of  therapy.  If 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 
pressure  because  of  reducfion  in  fluid  volume.  Ofher  causes  of  volume  deplefion  such  as  vomiting  or  diarrhea  may  also 
I lead  to  a tall  in  blood  pressure;  patients  should  be  advised  to  consult  with  the  physician. 

I Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
' physician. 

1 Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  ot  infection  (e.g.,  sore  throat,  fever)  which  may  be 
I a sign  of  neufropenia. 

j NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted.  This  information  is 
' intended  to  aid  in  the  sate  and  effective  use  of  this  medication.  It  is  not  a disctosure  ot  all  possible  adverse  or  intended 
I effects. 

I Drug  Interactions: 

,1  Hypotension:  Patients  on  Diuretic  Therapy:  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
' recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  of  therapy  with 
: enalapril.  The  possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  satt  intake  prior  to  initiation  of  treatment  with  enalapril,  if  it  is  necessary  to  continue  the  diuretic,  provide 
( close  medical  supervision  after  the  initial  dose  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an 
'{  additional  hour.  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

I Agents  Causing  Renin  Release:  The  antihypertensive  effect  ot  VASOTEC  is  augmented  by  antihypertensive  agents  that 
i cause  renin  release  (e.g.,  diuretics). 

j Other  Cardiovascular  Agents:  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
I dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  significant 
I adverse  interactions. 

I Agents  Increasing  Serum  Polassium:  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics.  Potas- 
i sium-sparing  diuretics  (e  g.,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium.  Therefore,  if  concomitant  use  of  these 
I agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
ing of  serum  polassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 
VASOTEC 

i Lithium:  A few  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
I were  reversible  upon  discontinuation  ot  both  drugs.  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
I mended  that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
j monitored  frequently. 

1 


Pregnancy- Category  C:  There  was  no  leloloxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  times  the  maximum  human  dose).  Fetoloxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ot  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline.  Enalapril  was 
not  teratogenic  in  rabbits.  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
more.  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  al  doses  of  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose). 

Radioactivity  was  found  to  cross  the  placenta  following  administration  of  labeled  enalapril  to  pregnant  hamsters. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be 
used  during  pregnancy  only  it  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  Milk  in  lactating  rats  contains  radioactivity  following  administration  of  t^C  enalapril  maleate.  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk.  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

Adverse  Reactions:  VASOTEC  has  been  evaluated  for  safety  in  more  than  10,000  patients,  including  over  lOOO 
patients  treated  for  one  year  or  more.  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  298/  patients. 

Hypertension:  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were:  headache  (5.2%),  dizziness 
(4,3%),  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were:  diarrhea  (1.4%),  nausea  (1,4%),  rash  (1.4%),  cough  (1.3%),  orthostatic  effects  (1.2%),  and  asthenia  (1.1%). 

Heart  Failure:  The  most  frequent  ctinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were:  dizziness 
(79%),  hypotension  (6  7%),  orthostatic  effects  (2.2%),  syncope  (2.2%),  cough  (2.2%),  chest  pain  (2.1%),  and  diarrhea 
(2.1%), 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were:  fatigue  (1,8%),  headache  (1,8%),  abdominal  pain  (1.6%),  asthenia  (1,6%),  orthostatic  hypo- 
tension (1.6%),  vertigo  (1.6%),  angina  pectoris  (1.5%),  nausea  (1.3%),  vomiting  (1,3%),  bronchitis  (1.3%),  dyspnea 
(1.3%),  urinary  tract  infection  (1.3%),  rash  (1.3%),  and  myocardial  infarction  (1.2%). 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0,5%  to  1%  of  pafients  with  hypertension  or  heart  failure  in  clinical  frials  in  order  ol  decreasing  severity  within  each 
category: 

Cardiovascular  Myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS,  Hypotension):  cardiac  arrest;  pulmonary  embolism  and  infarction;  rhythm  distur- 
bances; atrial  fibrillation;  palpitation. 

Digestive:  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis. 
NervousIPsychiatric:  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia. 

Urogenital:  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy. 

Respiratory:  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  infection 
Skin  Herpes  zoster,  pruritus,  alopecia,  flushing,  photosensitivify. 

Other:  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus. 

A symptom  complex  has  been  reported  which  may  include  fever,  myalgia,  and  arihralgia;  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present.  Rash  or  other  dermatoiogic  manifestations  may  occur.  These  symptoms  have  disap- 
peared after  discontinuation  of  therapy. 

Angioedema:  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%).  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS.) 
Hypotension:  In  the  hypertensive  patients,  hypotension  occurred  in  0.9%  and  syncope  occurred  in  0 5%  ol  palienfs 
following  fhe  initial  dose  or  during  extended  therapy.  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy 
in  0,1%  of  hypertensive  patients.  In  heart  failure  pafienfs,  hypotension  occurred  in  6.7%  and  syncope  occurred  in  2.2% 
of  patienfs.  Hypotension  or  syncope  was  a cause  tor  discontinuation  ot  therapy  in  1.9%  ot  patients  with  heart  failure 
(See  WARNINGS.) 

Clinical  Laboratory  Test  Findings: 

Serum  Electrolytes:  Hyperkalemia  (see  PRECAUTIONS),  hyponafremia. 

Creatinine,  Blood  Urea  Nitrogen:  In  confrolled  clinical  frials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0.2%  of  patienfs  wifh  essenfial  hypertension 
treated  with  VASOTEC  alone.  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS.)  In  patients  with  heart  failure  who  were  also  receiving  diurefics  with  ot 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ot  patients.  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  for  discontinuation  in  1.2%  ot  patients. 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ot  approximately  0.3  g % 
and  1.0  vol  %,  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  ot  clinical  importance  unless  another  cause  of  anemia  coexists.  In  clinical  trials,  less  than  01%  of  patients  discon- 
tinued therapy  due  to  anemia. 

Other  (Causal Relationship  Unknown):  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests:  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred. 

Dosage  and  Administration:  Hypertension:  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  of  VASOTEC,  The  diuretic  should,  if  possible,  be  discon- 
tinued for  two  to  three  days  before  beginning  therapy  with  VASOTEC  lo  reduce  the  likelihood  ol  hypotension.  (See 
WARNINGS.)  If  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed. 

If  the  diuretic  cannot  be  discontinued,  an  initial  dose  ot  2.5  mg  should  be  used  under  medical  supervision  lor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  al  least  an  additional  hour.  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day.  Dosage  should  be  adjusted  according  to 
blood  pressure  response.  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses.  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  diminish  toward  the  end  of  fhe  dosing  interval 
In  such  patienfs,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered.  If  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added. 

Concomitant  administration  of  VASOTEC  with  polassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  lo  increases  of  serum  potassium  (see  PRECAUTIONS). 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment:  The  usual  dose  of  enalapril  is  recommended  for 
patterns  with  a creatinine  clearance  >30  mUmin  (serum  creatinine  ol  up  lo  approximately  3 mg/dL).  For  patients  with 
creatinine  clearance  «30  mUmin  (serum  creatinine  ^3  mg/dL),  the  first  dose  is  2.5  mg  once  daily.  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily. 

Heart  Failure:  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starting  dose  is 
2.5  mg  once  or  twice  daily.  After  the  initial  dose  ol  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
lor  af  leasf  two  hours  and  until  blood  pressure  has  stabilized  lor  al  leasi  an  additional  hour.  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Inleiaclions.)  It  possible,  the  dose  of  the  diuretic  should  be  reduced,  which  may  diminish  the  likelihood 
ot  hypotension.  The  appearance  of  hypotension  after  the  initial  dose  ot  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  following  effective  management  ol  fhe  hypofension.  The  usual  therapeufic  dosing  range  for 
the  treatment  of  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses.  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing.  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV),  patients  were 
treated  with  2.5  to  40  mg  per  day  ot  VASOTEC,  almost  always  administered  in  two  divided  doses.  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Etiecis.)  Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response.  (See  WARNINGS.) 

Dosage  Adjuslmenl  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia:  In  heart  failure  palients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1.6  mg/dL,  therapy  should  be  initiated  at  2.5  mg 
daily  under  close  medical  supervision.  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS. Drug  Interactions.)  The  dose  may  be  increased  lo  2.5  mg  b i d.,  then  5 mg  b i d.  and  higher  . . „ p, 
as  needed,  usually  al  intervals  of  lour  days  or  more,  if  al  the  lime  of  dosage  adjustment  there  is  not  MSD 
excessive  hypotension  or  significant  deterioration  of  renal  function.  The  maximum  daily  dose  is  40  mg. 

For  more  detailed  inlormalion,  consul!  your  MSD  representative  or  see  Prescribing  Inlormalion.  Merck  SHARPS 
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FOR  MANY  HYPERTENSIVE  PATIENTS 

START  WITH  ONCE-A-DAY 


VASOTEC 
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For  a Brief  Summary  of  Prescribing  Inforniation, 
please  see  next  page  of  this  advertisement 
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An  insurance  company 
that  takes  your  interests 

to  heart: 


MAG  Mutual 

makes  the  difference. 


As  a ph 


nysician, 

you’re  used  to  listening,  getting  to  the  heart 
of  the  matter,  then  putting  the  interests  of 
your  patients  first. 

So,  it  is  appropriate  that  a group  of 
physicians  would  put  together  a liability 
insurance  company  that  takes  the  interests 
of  Georgia  physicians  to  heart. 

That’s  just  how  MAG  Mutual  works. 
We’re  physician  owned  and  that  means  our 
insurance  and  services  are  directed  by  physi- 
cians  like  yourself  concerned  with  curbing 
rising  rates  and  committed  to  changing 
Georgia’s  professional  liability  climate 
through  legislative  reform. 

We’re  also  flexible.  We  listen  and  respond 
by  providing  the  finest  service  and  best 
coverage  available  in  a wide  range  of  pro- 
grams  so  you  can  choose  the  one  most  appro- 
priate to  your  insurance  needs.  From  tailor- 
made  insurance,  to  prior  acts  coverage,  to 
reporting  endorsement  options,  we  contin- 
ually refine  and  develop  programs  in 
response  to  your  input. 


And 


we  re  competi- 
tive. We  offer  a wide  variety  of 
premium  discounts  such  as  our  Loss 
Excellence  Appreciation  Discount  (LEAD) 
and  our  Loss  Prevention  program  to  help  you 
keep  your  cost  of  insurance  down. 

Most  importantly  of  all,  we’re  specialists. 
We’re  attuned  to  the  Georgia  medical  profes- 
sion and  all  the  considerations  that  commit- 
ment entails.  From  our  service-oriented  staff 
to  our  flexible  insurance  programs,  we’re 
always  here  for  you. 

Let’s  face  it.  You  put  your  heart  into 
your  profession  because  you  know 
you  can  make  a differ- 
ence. At  MAG 
Mutual,  we  take 
your  interests 
to  heart 
because  we 
want  to  make 


the  difference  for  you.  For  more  informa- 
tion or  an  application,  call 
(404)  842-5600  or  1-800-282-4882. 


fflUTum 


MAG  MUTUAL  INSURANCE  COMPANY 


Eight  Piedmont  Center,  Suite  600  3525  Piedmont  Road  Atlanta,  Georgia  30305-1533  (404)  842-5600 
Mailing  Address:  Post  Office  Box  52979  Atlanta,  Georgia  30355-0979  1-800-282-4882 


Add  300  Specialists  to  Your  Practice 
With  One  Phone  Call 

1-800-633-2122 


The  University  of  Florida's  Fast,  New  Link  to  a Consultation  and 

a Free  Directory  of  Consultants. 


A single  phone  call  gives  you  fast  access  to 
more  than  300  University  of  Florida  faculty  physi- 
cians. We'll  connect  you  with  the  right  consultant 
to  get  you  the  assistance  you  need . . . physician  to 
physician. 

You  can: 

• Obtain  clinical  consultations 

• Arrange  patient  referrals  efficiently 

• Access  special  services  and  technology 

• Obtain  information  about  your  patients 

• Discuss  the  latest  research 

• Obtain  updates  on  new  developments 

We  Put  Our  Resources  on  the  Line  — FAST 

We  know  you  have  tremendous  demands  on 
your  time.  That's  why  we've  made  convenience 
important  at  the  University  of  Florida  Consulta- 
tion Center. 

Center  staff  are  specially  trained  to  connect  you 
with  the  consultant  of  your  choice  in  more  than 
110  subspecialty  areas.  The  operator  acts  as  your 


representative,  staying  on  the  line  until  your  call 
is  successfully  completed. 

Directory  of  Consultants 

One  of  the  best  reasons  to  call  1-800-633-2122  is 
to  request  your  copy  of  the  directory  of  UF 
medical  consultants.  The  directory  includes  a 
listing  of  each  faculty  physician's  area  of  clinical 
interest  as  well  as  a summary  of  education  and 
experience.  It  also  describes  our  broad  range  of 
programs  and  specialized  clinical  services. 

We're  at  the  forefront 
— bringing  health 
science  to  health  care. 

Now  all  of  our  resources 
are  conveniently 
available  to  you. 

To  obtain  a prompt  con- 
sultation or  your  free 
copy  of  the  directory, 
call:  1-800-633-2122 


UNIVERSITY  OF  HjORIDA 
CONSULIAnON 
CENTER 
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Successful,  non-surgical  treatment 
for  varicose  veins  helps  thousands. 


This  is  a sixty-four  year  old  male  with 
bilateral  varicose  veins.  Symptoms 
included  night  cramps,  leg  aching  and 
venous  claudication. 


His  varicose  veins,  sapheno-femoral 
incompetence  and  their  symptoms  were 
relieved  by  injection  treatment  within  a 
few  weeks.  The  recurrence  factor  is  very 
low  due  to  the  resultingfibrosis  of  the 
varicosities. 


This  62  year  old  woman  had  a four  year 
history  of  a draining  right  leg  ulcer, 
edema  and  stasis  dermatitis. 


After  only  twelve  days  of  ambulation  with 
compression,  there  is  rapid  healing  and 
granulation  tissue.  Patient  noticed  much 
symptomatic  relief  by  this  stage. 


Long  term  follow-up  (6  months)  shows 
healed  ulcer  site  and  absence  of  edema. 
There  is  pigmentation  due  to  hemosiderin 
deposition  in  the  skin. 


The  Vein  Clinics  of  America  are  looking  for  referrals  of  patients 
with  large  varicose  veins  complicated  by  swollen  legs,  weeping 
dermatitis  and  leg  ulcers. 

We  are  specialists  in  vein  disease  and  can  rid  your  patients  of 
the  problem  and  complications  with  our  advanced  injection- 
compression  treatment.  It  is  administered  on  an  out-patient 
ambulatory  basis  by  licensed  physicians  specializing  in  venous 
disease.  No  surgery  or  saline  is  used.  To  date,  we  have  treated  over 
10,000  cases.  In  addition  to  varicose  veins,  we  also  treat  spider  veins, 
cavernous  hemangiomas  and  facial  veins. 

For  more  information,  contact  Dr  Terry  Walsh  at 
(404)  435-4443. 

\fein  Clinics  of  America 

Atlanta  • Beverly  Hills  • Chicago  • Detroit  • Washington  D.C. 


116 


Journal  of  MAG 


EDITOR 

Charles  R.  Underwood.  M.D. 


CONTENTS  VOLUME  78,  number  3 
FEATURES 


MANAGING  EDITOR 


EVOLUTION  AND  CURRENT  STATUS  OF  SURGERY  FOR  MORBID 
OBESITY:  PART  II  133 


Susan  J.  Dillon 


By  William  M.  Headley,  M.D.,  F.A.C.S.,  Joyce  C.  Headley,  R.N.,  P.A. 


EDITOR  EMERITUS 

Edgar  Woody,  M.D. 


NEUROSURGICAL  EXPERIENCE  WITH  Nd:  YAG  LASER U3 

By  Fremont  P.  Wirth,  M.D.,  Edward  F.  Downing,  M.D., 

Cliff  L Cannon,  Jr.,  M.D. 


ADVERTISING  MANAGER 

Robert  A,  Levy 


EDITORIAL  BOARD 

Carson  B.  Burgstiner,  M.D.,  Savannah 
M.  Julian  Duttera,  Jr.,  M.D.,  LaGrange 
Luella  M.  Klein,  M.D.,  Atlanta 
Arlie  Mansberger,  M.D.,  Augusta 
W.  Douglas  Skelton,  M.D.,  Macon 
Ix)uis  W,  Sullivan,  M.D.,  Atlanta 
William  C.  Waters,  III,  M.D.,  Atlanta 
Fremont  P.  Wirth,  M.D.,  Savannah 


SCIENCE  AND  SERENDIPITY:  THE  MORPHOLOGY  OF  THE 
CONDUCTION  SYSTEM  AND  SURGERY  FOR  SUPRAVENTRICULAR 
ARRHYTHMIA U7 

By  Will  C,  Sealy,  M.D. 

SUCCESSFUL  IMPLEMENTATION  OF  MAXIMUM  SURGICAL  BLOOD 
ORDER  SCHEDULE 

By  Tracy  A.  Lowery,  M.D.,  Jerrold  A.  Clark,  M.D. 


PUBLICATIONS  COMMITTEE/ 
EXECUTIVE  COMMITTEE  OF 
THE  BOARD  OF  DIRECTORS 

Joseph  P.  Bailey,  Jr,,  Augusta 
President 

Joe  L.  Nettles,  Savannah 

President-Elect 

Jack  F.  Menendez,  Macon 

Immediate  Past  President 

Richard  W.  Cohen,  Atlanta 

First  Vice  President 

Bob  G,  Lanier,  Atlanta 

Second  Vice  President 

Ralph  A.  Tillman,  Lawrenceville 

Secretary 

Cyler  D.  Gamer,  Gordon 
Treasurer 

James  A.  Kaufmann,  Atlanta 
Speaker  of  the  House 
Jack  A.  Raines,  Columbus 
Vice  Speaker  of  the  House 
William  C.  Collins,  Atlanta 
Chairman.  Board  of  Directors 
Thomas  J.  Anderson,  Jr.,  Atlanta 
Vice  Chairman,  Board  of  Directors 


THE  ASSOCIATION 

938  Peachtree  Street,  N.E, 

Atlanta,  Georgia  30309-3990 
Phone:  404-876-7535 
WATS  Line:  1-800-282-0224 
Paul  Shanor,  Interim  Executive  Director 
and  Legislative  Counsel 
Richard  L.  Greene,  General  Counsel 
Cam  Taylor,  Director,  Medical  Practice 
James  M.  Moffett,  Director,  Specialty  Society 
Relations 

Sherry  Marsh,  Director,  Communications 
Stephen  Davis,  Director,  Education 
Millie  F,  Fowler,  Administrative  Assistant  to  the 
Interim  Executive  Director 


Established  1911.  Owned  and  edited  by  the  Med- 
ical Association  of  Georgia.  Published  monthly 
under  the  direction  of  the  Board  of  Directors  of 
the  Association.  Printed  by  The  Ovid  Bell  Press, 
Inc.,  Fulton,  Missouri  65251. 

Copyright,  1989,  Medical  Association  of  Geor- 
gia. The  opinions,  statements,  positions,  views, 
etc.  expressed  by  the  authors  are  not  necessarily 
those  of  the  Medical  Association  of  Georgia  nor 
should  publication  be  deemed  an  endorsement  by 
MAG  of  any  such  opinions,  statements,  positions, 
views,  etc.  contained  therein.  The  materials  con- 
tained in  the  Journal  are  offered  as  information 
and/or  education  of  the  subscribers,  and  are  not 
to  be  considered  by  the  reader  as  medical  or  legal 
advice. 


EDITOR’S  CORNER 

WALKING  THROUGH  THE  VALLEY 

125 

By  Charles  R.  Underwood,  M.D. 

LEGAL  PAGE 

REVISITING  GEORGIA’S  MEDICAL  MALPRACTICE  ARBITRATION 
STATUTE 

160 

By  Robert  N.  Berg 


CANCER  PAGE 

TREATMENT  OF  EARLY  STAGE  VOCAL  CORD  CARCINOMA 

162 

By  Gary  Ayers,  M.D. 

DEPARTMENTS 

PRESIDENT’S  PAGE 

119 

ASSOCIATION  NEWS 

120 

HOSPITAL  NEWS 

124 

QUIET  THOUGHTS 

126 

ABOUT  THE  COVER  ARTIST 

127 

CALENDAR 

128 

PHYSICIAN’S  RECOGNITION  AWARD  RECIPIENTS 

130 

AD  INDEX/MANUSCRIPT  INFORMATION 

166 

The  subscription  price  per  year  for  members  of 
the  Medical  Association  of  Georgia  is  $12.00, 
included  in  the  annual  membership  dues.  The  sub- 
scription price  for  nonmembers  is  $24.00  in  the 
United  States,  Canada  and  Mexico,  and  $26.00 
in  other  countries.  Single  copies  are  $2. 


The  Journal  of  the  Medical  Association  of  Geor- 
gia ISSN  • 0025  • 7028  is  published  monthly  at 
938  Peachtree  Street,  N.  E.,  Atlanta,  GA  30309- 
3990.  Second-class  postage  paid  at  Atlanta,  Geor- 
gia, and  at  additional  mailing  offices.  POST- 
MASTER: Send  address  changes  lo  Journal  of  the 
Medical  Association  of  Georgia,  938  Peachtree 
Street,  N.  E,,  Atlanta,  GA  30309-3990. 


THE  COVER 

“Open  Heart  Surgery-A,”  by  Lamar  Dodd,  introduces  this  issue  of  the  Jouma/ which  features 
several  articles  on  various  kinds  of  surgical  procedures.  The  painting  is  available  in  a limited 
edition  print.  Contact  Dean  Geiss  at  the  American  Heart  Association,  Georgia  Affiliate,  in 
Atlanta  for  further  information,  404-952-1316.  Read  more  about  Lamar  Dodd  on  p.  127. 
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...if  your  office  happens  fo  be 
in  Commerce  Piaza. 

Commerce  Plaza  stands  at  newly  expanded 
Jimmy  Carter  Boulevard  and  Financial  Drive 
...  a location  with  a phenomenal  70,000  cars 
per  day  traffic  count.  The  surrounding  3 mile 
radius  of  affluent  residential  population  is  over 
65,000  and  growing  daily. 

Join  the  current  medical  tenants  (General  Den- 
tistry Optometry  and  Occupational  Rehabilita- 
tion) and  don’t  pass  up  the  opportunity  to  put 
your  practice  where  the  patients  are. 

Contact: 

Tammy  F.  Gray 
404/449-3210 

Hanover  Property  Company 
5865  Jimmy  Carter  Boulevard 
Suite  HO 

Norcross,  Georgia  30071 
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Joseph  P.  Bailey,  Jr.,  M.D. 


The  Legislature  of  the  State  of 
Georgia  is  in  session  as  I 
write  this  brief  communication. 
Never  has  our  profession  so 
needed  to  be  involved  in  the 
political  decision-making  process. 
This  must  be  brought  about  by 
individual  relationships  with  your 
legislators  and  also  by  your  time 
influencing  the  opinion  of  your 
patients  and  associates. 

A fundamental  change  can  also 
be  attained  by  monetary  support 
of  GaMPAC,  the  committee  of 
which  is  ably  chaired  by  Dr. 

James  O’Quinn.  Direct  financial 
support  is  one  of  the  most  visible 
tools  GaMPAC  uses  to  represent 
physician  and  patient  issues  in 
the  political  arena.  GaMPAC  offers 
direct  support  to  candidates 
running  for  office  in  your  home 
town,  county,  and  state.  Now  is 
the  time  to  put  dollars  into  the 


support  of  legislative  effort 
supporting  the  high  principles  of 
medicine  through  this  mechanism 
and  organization. 

GaMPAC  works  on  behalf  of 
the  entire  medical 
profession;  every  member  of  the 
medical  community  benefits  from 
GaMPAC’s  success.  Decisions 
made  within  the  political  arena 
have  a significant  impact  on  your 
daily  practice  management.  It  is 
essential  that  you  have  an 
effective  voice  in  influencing  the 
outcome  of  those  decisions. 
Joining  GaMPAC  gives  you,  the 
individual,  that  voice. 

Do  not  fail  to  take  advantage  of 
this  opportunity  to  influence  our 
future!  Please  contact  Mrs.  Donna 
Glass  at  1-800-282-0224  at  MAG 
Headquarters  to  establish  your 
GaMPAC  membership. 


119 


A S 5 O C I A T 


NEW  MEMBERS 

Abernethy,  Don  L.,  Jr.  — Bibb  — 
(Student)  Mercer  University 
School  of  Medicine,  1550 
College  St.,  Box  #1,  Macon 
31207 

Arnett,  John  D.  — Bibb  — 
(Student)  Douglas  31533 

Baldwin,  Patrick  S.  — Bibb  — 
(Student)  Mercer  University 
School  of  Medicine,  1150 
College  St.,  Box  #4,  Macon 
31207 

Bartlett,  Maria  H.,  Cardiology/ 
Internal  Med.  — Bibb  — 

(Active  N2)  330  Hospital  Dr., 
Ste.  304,  Macon  31213 

Beacham,  Eleanor  M — Bibb  — 
(Student)  3876  Northside  Dr., 
Apt.  Al,  Macon  31210 

Christian,  Martin  C.  — Bibb  — 
(Student)  Mercer  University 
School  of  Medicine,  1550 
College  St.,  Box  #31,  Macon 
31207 

Clark,  Alan  D.,  Emergency 
Medicine  — Richmond  — 
(Active)  Emergency  Services 
HA-107,  Medical  College  of 
Georgia,  Augusta  30912 

Coates,  Griffin  R.,  General  Surgery 
— Whitfield-Murray  (Active  Nl) 
1107  Broadrick  Dr.,  Dalton 
30720 

Critz,  Frank  A.,  Therapeutic 
Radiology  — DeKalb  — 

(Active)  P.O.  Box  8120,  Atlanta 
30306 

DeMarco,  Bryan  J.,  Obstetrics  & 
Gynecology  — Cobb  — (Active 
N2)  1790  Mulkey  Rd.,  Austell 
30001 
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Derveloy,  Robert  J.,  Ill, 
Cardiovascular  & Thoracic 
Surgery  — Muscogee  — (Active 
N2)  Physicians  Bldg.,  Ste.  201, 
Columbus  31901 

Dockery,  Jeffery  J.  — Bibb  — 
(Student)  3535  Williamson  Rd., 
Apt.  301-C,  Macon  31206 

Ellis,  Howard  — Bibb  — 

(Student)  1810  Winship  St.,  Apt. 
4-H,  Macon  31204 

Eades,  Jack  R.  — Bibb  — 
(Student)  1810  Winship  St.,  Apt. 
2,  Macon  31204 

Fine,  Richard  E.,  Surgery  & 
Disease  of  Breast  — Cobb  — 
(Active  N2)  702  Cherokee, 
Marietta  30060 

Haliczer,  Abe  T.,  Anesthesiology 
— MAA  — (Active  N2)  3450 
Jones  Mill  Rd.,  #217,  Atlanta 
30338 

Hammen,  Patrick  F.  — Bibb  — 
(Student)  Mercer  University 
School  of  Medicine,  1550 
College  St.,  Box  #15,  Macon 
31207 

Heine,  David  W.,  Internal 
Medicine  — Glynn  — (Active 
N2)  3215  Shrine  Rd.,  Brunswick 
31520 

Henslee,  Steven  L., 

Ophthalmology  — Muscogee  — 
(Active)  623  Talbotton  Rd., 
Columbus  31904 

Hightower,  Richard  R.,  Jr.  — Bibb 
— (Student)  347  College  St., 
Apt.  6-D,  Macon  31210 

Hoddeson,  Robert  B., 
Otolaryngology  — DeKalb  — 
(Active)  484  Irvin  Court,  Ste. 

140,  Decatur  30030 

Hodges,  Stanley  M.  — Bibb  — 
(Student)  Mercer  University 
School  of  Medicine,  1550 
College  St.,  P.O.  Box  19,  Macon 
31207 


Holley,  Jeff  N.  — Bibb  — 

(Student)  Mercer  University 
School  of  Medicine,  P.O.  Box 
20,  Macon  31207 

Hueseman,  Linda  M.  — Bibb  — 
(Student)  Mercer  University 
School  of  Medicine,  Box  21, 
Macon  31207 

Jackson,  Melvin  — Bibb  — 
(Student)  2863  Flewellyn  Dr., 
Macon  31201 

Jester,  Mark  A.,  Internal  Medicine 
— Floyd-Polk-Chattooga  — 
(Active  Nl)  7 John  Maddox, 
Rome  30161 

Koontz,  William  L.,  Obstetrics/ 
Gynecology  — Bibb  — (Active) 
777  Hemlock  St.,  Macon  31201 

Lawson,  David  L.,  Internal 
Medicine  — Glynn  — (Active 
N2)  2 Medical  Tower,  3215 
Shrine  Rd.,  Brunswick  31520 

Mangum,  Michael  D.,  Internal 
Medicine/Hematology/Oncology 
— Bibb  — (Active  N2)  729  Pine 
St.,  Macon  31201 

Mapp,  Samuel  E.  — Bibb  — 
(Student)  1923  Edemas  St.,  Apt. 
#5,  Macon  31204 

Mayville,  Christina  L.  — Bibb  — 
(Student)  4501  Sheraton  Dr., 

Apt.  #226,  Macon  31210 

McLeod,  Michael  D.  — Bibb  — 
(Student)  4501  Sheraton  Dr., 
#338,  Macon  31210 

Mercer,  Alicia  R.  — Bibb  — 
(Student)  1962  Winship  St., 
Macon  31204 

Moore,  Charles  M.,  Emergency 
Medicine  — Cobb  — (Active 
N2)  1645  Pinefield  Rd.,  Marietta 
30066 
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Mucha,  T.  Edgardo,  Cardiology  — 
Richmond  — (Active)  3614-B 
J.  Dewey  Gray  Cir.,  Augusta 
30909 

Nunnemann,  Rudolf  G.,  Urology 

— Glynn  — (Active)  3104 
Shrine  Rd.,  Brunswick  31523 

Otto,  Katharine  C.  — Bibb  — 

(Student)  1005  College  St.,  #1, 
Macon  31201 

Patel,  Narendra  M.,  Internal 

Medicine  & Gastroenterology  — 
Whitfield-Murray  — (Active  N2) 

Paul,  Stephen  E.,  Neurosurgery  — 
Glynn  — (Active)  3215  Shrine 
Rd.,  Brunswick  31520 

Paynter,  Steven  W.,  General 

Surgery  — Whitfield-Murray  — 
(Active  N2)  P.O.  Box  1969, 
Dalton  30722 

Petrosky,  Michael,  Plastic  & 

Reconstructive  Surgery  — Cobb 

— (Active  N2)  1 1 685  Alpharetta 
Hwy.,  Ste.  360,  Roswell  30076 

Price,  Thomas  W.,  Internal 

Medicine  — Bibb  — (Active 
^ N2)  330  Hospital  Dr.,  Macon 
— 31213 

Prinsell,  Jeffrey  R.,  Oral  & 

Maxillofacial  Surgery  — Cobb 

— (Active  N2)  200  Galleria 
Pky.,  NW,  Ste.  1710,  Atlanta 
30339 

Qazi,  Mohammad  H.A.,  3701  Old 
Dawson  Rd.,  Albany  31707 
Ragan,  Bil  L.  — Bibb  — (Student) 

2663  Hwy.  41  South,  Perry 
31069 

Raines,  Marcus  E.,  Internal 

Medicine  — Ware  — (Active 
N2)  1921  Alice  St.,  Waycross 
31501 
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Ranno,  Nicholas  S., 
Anesthesiology  — Cobb  — 
(Active)  759  Terrell  Crossing, 
Marietta  30067 

Reddy,  Swaroop  M.,  Pediatrics  — 
Ogeechee  River  — (Active  N2) 
404  Savannah  Ave.,  P.O.  Box 
488,  Statesboro  30458 

Reeves,  Kenneth  W.,  Cardiology 
— Richmond  — (Active)  3614 
J.  Dewey  Gray  Circle,  Augusta 
30909 

Rosenstein,  Byron  D., 

Orthopaedic  Surgery  — Cobb 
— (Active  N2)  3903  South  Cobb 
Dr.,  Ste.  101,  Smyrna  30080 

Salmon,  Joni  K.  — Bibb  — 
(Student)  Mercer  University 
School  of  Medicine,  1550 
College  St.,  Box  51,  Macon 
31207 

Santiago,  Dina  A.  — Bibb  — 
(Student)  29-F  Tidewater  Circle, 
Macon  31211 

Scheetz,  Allison  P.  — Bibb  — 
(Student)  6-F  Tidewater  Circle, 
Macon  31211 

Sewell,  Alvin  D.,  Anesthesiology 
— Bibb  — (Active  N2)  777 
Hemlock  St.,  Macon  31201 

Shankar,  Talla  P.,  General  Surgery 
— Clayton-Fayette  — (Active) 
6564  Professional  Place, 
Riverdale  30274 

Shivers,  William  F.,  Jr.,  Psychiatry 
— Glynn  — (Active)  300  Main 
St.,  Ste.  202,  St.  Simons  Island 
31522 

Spiller,  Paul  C.  — Bibb  (Student) 
951  Park  Place,  Macon  31201 

Stager,  Peter  J.  — Bibb  — 
(Student)  183  DeSoto  Place, 
Macon  31204 
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Steinbook,  Michael  N., 
Gastroenterology  — Muscogee 

— (Service)  5382  Pine  Needle 
Dr.,  Columbus  31907 

Stovall,  Raymond  L.,  Internal 
Medicine  — Gwinnett-Forsyth 

— (Active)  100  Medical  Center 
Blvd.,  Lawrenceville  30245 

Taylor,  Kevin  — Bibb  — (Student) 
2997  Ridge  Ave.,  Apt.  #7, 

Macon  31204 

Thornton,  John  W.,  Cardiology  — 
Richmond  — (Active)  818  St. 
Sebastian  Way,  Ste.  304, 

Augusta  30901 

Ulrich,  Wesley  D.,  General 
Practice  — Peachbelt  — 

(Active)  216  Corder  Rd.,  Warner 
Robins  31088 

Vick,  James  H.,  Ill  — Bibb  — 
(Student)  100  Coppergate  Lane, 
Macon  31211 

Wade,  Robert  S.,  Pediatrics  — 
Whitfield-Murray  — (Active) 

1500  Dug  Gap  Rd.,  Dalton 
30720 

Walden,  Linda  1.  — Bibb  — 
(Student)  P.O.  Box  6673,  Macon 
31208 

Warner,  Amy  S.,  Internal  Medicine 
— Coweta  — (Active  N2)  300 
Prime  Point,  Peachtree  City 
30269 

Warner,  Robert  C.,  Cardiology  — 
Cobb  — (Active  N2)  1001 
Thornton  Rd.,  Box  #8,  Lithia 
Springs  30057 

Weber,  Warren  M.,  Internal 
Medicine  — Cobb  — (Active) 
150  Plaza  Way,  Ste.  E,  Marietta 
30060 

Williams,  John  E.,  Anesthesiology 
— Muscogee  — (Active  N2) 
3439  Hilton  Woods  Dr., 
Columbus  31904 
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Wilson,  J.  Alan  — Bibb  — 
(Student)  Mercer  University 
School  of  Medicine,  Box  #47, 
Macon  31207 

Wizner,  Christopher  R.  — Bibb  — 
(Student)  1962  Winship  St.,  Apt. 
#8,  Macon  31201 

Woods,  Deidra  R.,  Internal 
Medicine  & Geriatrics  — 

Sumter  — (Active)  629  East 
Forsyth,  Americus  31709 

Zwiren,  Jeffrey  D.,  Plastic  Surgery 
— Gwinnett-Forsyth  — (Active 
N2)  100  Medical  Center  Blvd., 
#255,  Lawrenceville  30245 


PERSONALS 

Ben  Hill-Irwin  CMS 

Ralph  Roberts,  M.D.,  of 

Fitzgerald,  was  recently  honored 
as  the  first  recipient  of  Dorminy 
Medical  Center’s  Collins/Johnson 
Sterling  Care  Award.  The  award 
was  given  for  his  dedicated  care 
to  the  employees  of  the  medical 
center. 

Georgia  Medical  Society 
The  Georgia  Medical  Society 
recently  elected  a new  slate  of 
officers  including  Frank  E. 
Carlton,  M.D.,  as  president,  and 
Robert  D.  Gongaware,  M.D.,  as 
president-elect.  Other  officers 
elected  and  installed  were 
Anthony  M.  Costrini,  M.D.,  vice 
president;  Michael  Zoller,  M.D., 
secretary;  C.  Lamont  Osteen, 
M.D.,  treasurer;  and  A.  Preston 
Russell,  M.D.,  historian. 

J.  Patrick  Evans,  M.D.,  was 
elected  to  the  Medical  Association 
of  Georgia’s  board  of  directors, 
and  Roland  S.  Summers,  M.D., 
was  elected  alternate  director. 

Gwinnett-Forsyth  CMS 

Ralph  A.  Tillman,  M.D.,  of 

Norcross,  was  appointed  last 
November  to  the  Board  of 
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Director’s  of  the  Gwinnett 
Hospital  Authority.  He  is  the  first 
physician  ever  to  be  appointed  to 
this  Board. 

Colquitt  CMS 

Nancy  Lafuente,  M.D.,  of 

Moultrie,  has  been  named  a 
fellow  of  the  American  Academy 
of  Family  Physicians. 

Medical  Association  of  Atlanta 
Robert  F.  Finegan,  M.D.,  an 

anesthesiologist  from  East  Point, 
received  the  Crawford  W.  Long 
Distinguished  Service  Award  by 
the  Georgia  Society  of 
Anesthesiologists. 

Dr.  Finegan,  a charter  medical 
staff  member  of  the  South  Fulton 
Medical  Center,  has  served  as 
both  Chief  of  Anesthesiology  and 
Chief  of  Staff.  He  has  been  active 
on  numerous  committees  within 
the  Georgia  Society  of 
Anesthesiologist. 

Considered  to  be  the 
“Grandfather  of  CPR”  in  Georgia, 
Dr.  Finegan  was  on  the  first 
American  Heart  Association 
committee  for  CPR  in  1966  and 
has  remained  active  to  promote 
the  CPR  program  throughout  the 
state. 

Dr.  Finegan  graduated  from  the 
Northwestern  University  Medical 
School  and  completed  his 
internship  and  residency 
programs  at  St.  Francis  Hospital 
in  Evanston,  Illinois. 

South  Georgia  CMS 

David  W.  Retterbush,  M.D.,  of 

Valdosta,  has  been  awarded 
fellowship  in  the  American 
College  of  Surgeons. 

Spalding  CMS 

Abraiham  Oshlag,  M.D.,  a 

retired  internist,  and  Ann 
Stuckey,  M.D.,  a pediatrician, 
were  recently  awarded  the 
Distinguished  Service  Award  by 


the  Spalding  County  Medical 
Society.  Dr.  Oshlag  and  Dr. 
Stuckey,  husband  and  wife,  have 
82  years  of  combined  service 
between  them  to  their  patients 
and  to  the  community. 


OTHER  NEWS 

Diabetic  Volunteers  Needed 

Emory  Clinic  in  Atlanta  is 
looking  for  non-insulin  dependent 
diabetic  volunteers  (40-70  years 
old)  for  a drug  study  which  will 
assess  insulin  sensitivity  using  an 
FDA  approved  oral  medication. 
Multiple  visits  to  the  clinic  over  a ' 
5-month  period  will  be  required. 
All  medications  and  support 
services  for  the  study  are 
provided.  Call  Suzanne  Gebhart, 
M.D.,  or  Rene  Guild,  R.N.,  at  404- ' 
321-0111,  Ext.  4528,  for  more 
information. 

HCFA  Agreement  Reg2U‘ding 
Medically  Unnecess2U7  Progfram 

HCFA  and  the  AMA  have  agreed 
on  some  changes  that  HCFA  will 
make  in  the  medically 
unnecessary  program  as  a result 
of  AMA’s  threatened  litigation. 
These  changes  include  (1)  a 
required  process  for  medical 
society  notice  and  consultation 
on  carrier  issues  and  (2)  the 
formal  release  of  all  screens 
(parameters)  is  not  required  at 
this  time  but  input  from  medical 
societies  regarding  new  screens  is 
required,  and  consultation 
regarding  any  carrier  policy  is 
mandated. 

AMA  will  assist  any  state 
medical  society  in  the  process  of 
responding  to,  and  consulting 
with,  any  carrier  regarding 
medical  review  policy. 

For  more  information,  contact 
Cam  Taylor  at  MAG  Headquarters, 
404-876-7535  or  800-282-0224. 
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Lillie  Davis  Isn't  Ready 
For  a Nursing  Home 

Lillie  Davis  loves  life.  She  has  always  been  active  and  independent. 
However,  sometimes  being  over  65  means  she  can't  lift  heavy  groceries 

or  keep  up  the  yard  as  she  once 

did.  Occasionally  medical 
I / problems  mean  she 
J needs  assistance,  not  at  a 
j/  hospital,  and  certainly  not 
a nursing  home,  still  a little 
help.  Huntcliff  Summit  is 
a caring  and  affordable 

nlt’Pmntivp  "to  'I’PPPivino'  Our  24  hour  staff  is  Ii6r6 

aitemanve  to  receivmg 
help  at  home  or  at 

your  children's  home.  Huntcliff  Summit 
allows  Lillie  Davis  to  have  her  indepen- 
dence to  be  as  active  as  she  can  be, 
while  having  24  hour  nursing  personnel 
available,  medicine  supervision  and 
delicious  meals  every 
dav.  Find  indepen- 
withcare 
and  love  at 

New 
Standard 
or  indepen- 
dent living, 

Huntcliff 
Summit. 


Maid  and  linen  services 
give  you  time  for 
activities  or  rest. 


Huntcliff  Summit  is 
centrally  located 
near  Dunwoody, 
Sandy  Springs,  and 
Roswell.  Northside, 
Shallowford,  and 
St.  Joseph's  hospitals 
are  minutes  away. 
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Send  me  more  information 

Name 

Address 

City 

Zip 

Phone  


HLTNTgJFF 


SUMMIT 


8592  Roswell  Road 
Atlanta,  GA  30350 
(404)552-3050 


coLouieu. 
BANKER  □ 


The  Home  Sellere* 
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Another  Blow  to  Medicaid 

Despite  hospitals’  already  tight 
Medicaid  payments,  the  governor’s 
budget  recommendations  to  the 
Georgia  General  Assembly  by- 
passed the  requests  of  the  Depart- 
ment of  Medical  Assistants  for  Med- 
icaid improvements.  The  denial  of 
the  DMA  requests  is  part  of  an  effort 
to  put  the  state  budget  within  the 
revenues  expected  from  current 
taxes.  Estimates  are  that  the  con- 
tinuation of  the  present  Medicaid 
program  and  expansions  in  the  state 
employee  health  plans  will  cost 
$148  million  and  $75  million,  re- 
spectively, and  those  items  to- 
gether will  make  up  slightly  more 
than  half  of  the  $438  million  avail- 
able for  improvements  in  FY  1990. 

In  denying  the  DMA’s  requests, 
the  proposed  budget  gave  no  rec- 
ommendation for  any  of  the  follow- 
ing: 

• no  recommendation  to  expand 
Medicaid  eligibility; 

• no  recommendation  for  a swing 
bed  program  for  small  rural  hos- 
pitals; 

• no  recommendation  for  pread- 
mission review,  which  would  end 
the  cap  on  hospitals’  Medicaid  ad- 
missions; 

• no  recommendation  to  restore 
the  full  intensity  factor  for  dispro- 
portionate share  hospitals;  and 

• no  recommendation  for  a rate 
increase  in  hospitals’  Medicaid 
reimbursement.  If  the  legislature 
accepts  this  provision,  hospitals’ 
Medicaid  rates  will  continue  to  be 
based  on  the  1987  cost  report,  and 
Georgia  Hospital  Association  esti- 
mates that  the  result  will  be  a 10% 
to  15%  cut  in  hospitals’  Medicaid 
reimbursement  for  1990. 


Medicare  Faces  $6  Billion 
Reduction 

News  for  Medicare  isn’t  good. 
Under  a proposal  agreed  on  by  the 


T A L NEWS 


Department  of  Health  and  Human 
Services  and  the  Office  of  Manage- 
ment and  Budget,  Medicare  would 
see  a $6  million  reduction  in  fiscal 
year  1990,  with  more  than  half  of 
that  amount  coming  from  hospitals’ 
DRG  reimbursement  and  capital 
payments  for  the  indirect  teaching 
adjustment. 

Specifically,  the  proposal  would 
do  the  following: 

• limit  the  annual  DRG  update 
factor  to  the  rate  of  increase  in  the 
hospital  marketbasket  less  2.5%; 

• reduce  Medicare’s  capital  pay- 
ments to  cost  minimum  18%;  and 

• cut  the  indirect  medical  edu- 
cation payment  adjustment  almost 
in  half,  from  7.7%  to  4.05%. 

The  proposal  would  also  cut  phy- 
sicians’ Medicare  payments  by 
nearly  $1  billion.  Part  B payments 
would  see  cuts  in  reimbursement 
for  certain  procedures,  a reduction 
in  increases  for  physicians’  pay- 
ments in  general,  and  lower  pay- 
ments for  radiology  and  anesthe- 
siology services. 

And  finally,  for  yet  another  $2.5 
billion  savings,  a second  proposal 
calls  fora  10%  cut  in  hospitals’  out- 
patient payments  over  a 3-year  pe- 
riod beginning  in  fiscal  year  1991. 

Taking  a Second  Look  at 
Hospital  Costs 

Refuting  allegations  that  hospi- 
tals are  at  fault  for  the  continued 
rise  in  health  care  costs,  the  Amer- 
ican Hospital  Association  (AHA) 
has  released  data  showing  that  hos- 
pital expenses  have  remained  flat 
since  1982  — 4.3%  of  the  gross  na- 
tional product. 

In  addition,  the  AHA  points  out 
that  hospitals’  Medicare  payments 
have  been  on  the  decline  for  the 
past  9 years.  In  1980,  a total  of  73% 
of  all  Medicare  payments  went  to 
hospitals;  yet  in  1988,  only  65%  of 
Medicare  payments  went  to  hospi- 
tals. 


The  public,  says  the  AHA,  needs 
to  reexamine  its  preoccupation  with 
regulating  hospitals,  because  hos- 
pitals are  not  consuming  an  ever- 
increasing  share  of  national  re- 
sources. 


OBRA  Restricts  Nursing 
Home  Admissions 

Hospitals  are  seeing  some  far- 
reaching  effects  of  the  Omnibus 
Budget  Reconcilliation  Act  (OBRA) 
of  1987  in  severe  restrictions  on 
nursing  home  admissions. 

Under  the  provisions  of  OBRA, 
effective  January  1 , a mentally  ill  or 
retarded  patient  cannot  be  admit- 
ted to  a nursing  home  unless  that 
patient  requires  the  24-hour  physi- 
cal care  that  a nursing  home  pro- 
vides. 

Though  that  portion  of  the  law 
was  brought  about  by  advocates  for 
the  rights  of  mental  patients,  the 
outcome  has  backfired  on  the  ad- 
vocacy groups.  According  to  the 
Georgia  Hospital  Association,  the 
result  will  be  that  many  mental  pa- 
tients won’t  be  able  to  find  any  type 
of  care  at  all.  In  Georgia,  an  esti- 
mated 3,600  patients  will  be  denied 
nursing  home  admission. 

Under  the  provisions  of  the  law, 
every  patient  bound  for  a nursing 
home  must  now  be  reviewed  to  de- 
termine whether  that  patient  is 
mentally  ill  or  retarded.  Original 
plans  were  that  the  review  could 
only  be  carried  out  by  state  offi- 
cials; however,  as  a result  of  the 
hospital  association’s  intervention, 
hospital  personnel  will  now  be  able 
to  assist  in  the  review  and  hopefully 
eliminate  the  potential  admission 
delays  the  total  state  review  could 
create. 


(This  page  is  sponsored  by  the 
Georgia  Hospital  Association.) 
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CORNER 

Walking  Through  The  Valley 

^ We  thought  of  the 
blood  bathing  our 
hands.  We  thought  of 
the  medical  decision 
making  by  legislators 
— of  the  politization  of 
epidemics,  y 

“Yea,  though  / walk  through 
the  valley  of  the  shadow  of 
death,  / will  fear  no  evil.  ” 

¥ T WAS  A COLD  and  blustery 
¥ night.  Cold  and  blustery  and 
raining,  lending  to  the  night  that 
sense  of  loneliness  one  usually 
tries  to  avoid.  The  two  of  them, 
truck  drivers  both,  had  stopped 
the  big  rigs,  all  18  wheels  of 
them,  on  the  outskirts  of  the  city 
for  a few  hours  rest.  The  last  stop 
had  been  a distance  back  down 
the  road.  Why  not  a few  beers? 
Why  not  a few  hours  of  relaxation 
with  the  boys  at  a local  tavern? 
The  early  evening  slipped  into 
late  night  before  time  to  leave 
arrived.  They  wandered  through 
the  mist  and  across  the  highway 
with  little  thought  to  traffic.  The 
impact  came  suddenly.  Two 
bodies  hurdled  through  the  air, 
smashed  into  the  asphalt,  and 
rolled  to  the  gutter  as  the  sports 
car  disappeared  in  the  fog. 

They  brought  them  to  the 
emergency  room,  one  more 
critical  than  the  other.  He  was  a 
large  man,  big  and  burly  with 
muscles  bulging  through  a tight 
fitting  shirt.  Short  and  stubby 
fingers  on  thick  hands.  Nails 
close  worn  and  cluttered.  He  lay 
unconscious,  bruised,  and 
battered  with  wide  fixed  pupils 
and  a tender  expanding  abdomen. 
The  tattoos  seemed  appropriate  to 
the  setting.  “Love  — Mother”  on 
the  one  arm  and  “Love  — Billy” 
on  the  other. 

¥^^e  paid  little  attention  to  the 
W tattoos.  He  was  from  a 
distant  city.  No  family  at  once 
available.  No  need  for  family  now. 
The  indications  to  proceed,  and 
hastily,  with  exploration  of  the 
abdomen  were  clear. 

We  spent  the  better  part  of  the 
early  morning  hours  in  a 
desperate  effort  to  control  the 
bleeding.  Blood  everywhere  — 
soaking  through  gowns,  bathing 
hands  through  unseen  or 
unsuspected  failure  of  gloves. 
Surgeons,  nurses,  all  of  us  there 
through  the  night.  It  was  over  at 
last.  He  had  survived. 

Several  days  passed  following 
that  night.  His  life  hung  in  a 
delicate  balance.  Still  no  family, 
and  then  some  days  later  came 
the  word  that  the  wife  was  on  the 
phone.  She  seemed  rather 
uninterested.  He  had  left  home 
some  time  ago,  she  said,  and  was 
“living  with”  a male  friend.  He 
had  a history  of  such  a lifestyle, 
she  said. 

We  thought  back.  The  tattoo, 
“Billy”  stood  forth  more  clearly 
now.  It  seemed  to  carry  a 
message.  Unusual,  we  thought, 
on  this  “masculine”  man.  We 
thought  of  the  blood  bathing  our 
hands.  We  thought  of  the  medical 
decision  making  by  legislators  — 
of  the  politization  of  epidemics. 
We  seemed  to  have  walked 
through  the  valley  of  the  shadow 
of  death. 

CRU 
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Quiet  Thoughts 


From  Bynum ’s  Scrap-Book: 

THE  SURGEON’S  HANDS 

His  face?  I know  not  whether  it  be  fair, 

Or  lined  and  grayed  to  mark  the  slipping  years. 

His  eyes?  1 do  not  glimpse  the  pity  there. 

Or  tty  to  probe  their  depths  for  hopes  or  fears; 

Only  upon  his  wondrous  hands  1 gaze, 

And  search  my  memory  through  so  flittingly 
To  voice  their  lovliness.  In  still  amaze, 

1 bow  before  their  quiet  dignity. 

They  make  the  crooked  straight  and  heal  old  sores; 

The  blind  to  see,  the  War-Torn  clean  and  whole. 

Throughout  the  suffering  world,  they  touch  the  doors 
That  open  wide  to  life.  The  bitter  bowl 
Of  pain  they  sweeten  ’till  the  weary  rest. 

As  though  the  hands  of  Christ  had  served  and  blest. 

Ida  Norton  Munsun 

LOST  LEAVE  — 1943 

Dear  Matthew; 

1 only  saw  your  telegram  just  now! 

Six  hours  of  leave  for  you  — And  Oh,  my  dear, 

1 must  confess  1 spent  them  with  a stranger 
Who  so  consumed  my  body,  heart,  and  mind 
That  1 am  weak  and  breathless  with  great  living. 

And  with  the  telling  of  this  news  to  you. 

My  heart  pleads  your  forgiveness  and  blessing 
And  hope,  that  in  the  kindness  of  your  soul. 

You’ll  find  that  you  can  share  a part  of  Me 
To  one  1 hold  most  dear  in  every  way. 

He  weighs  nine  pounds  — We  named  him  Matthew  James. 

My  Dear,  your  son  was  born  at  noon  today!! 

Richard  Bynum  Weeks,  M.D. 


We  invite  contributions  to  this  Department.  Please  send  them  do  the  Journal, 
938  Peachtree  St.,  Atlanta  30309. 
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About  the  Cover  Artist: 


Lamar  Dodd 

OUR  COVER  ART  this  month  is  “Open  Heart  Sur- 
gery-A,”  an  exquisite  interpretation  by  La- 
mar Dodd,  Chairman  Emeritus  of  the  Art  De- 
partment at  the  University  of  Georgia  in  Athens. 
Anyone  who  has  been  associated  with  heart  sur- 
gery will  appreciate  this  sensitive  portrayal  of  life 
in  the  balance. 

This  is  one  of  a series  of  paintings  by  Mr.  Dodd 
that  was  done  after  his  wife  Mary’s  heart  surgery 
in  1977.  When  asked  if  this  series  of  paintings 
were  about  her  surgery,  he  said,  “1  must  say  both 
‘no  and  yes’  in  some  degree.”  Some  time  after 
his  wife’s  operation,  he  had  observed  her  sur- 
geon, Dr.  Joe  Graver,  of  LaGrange,  perform  an- 
other heart  operation.  He  remarked,  “After  being 
in  surgery  for  three  or  four  hours,  1 thought  to 
myself  that  this  was  amazing:  a man’s  heart  had 
been  stopped  and  started  — a man  was  alive, 
then  dead,  then  alive  again.  It’s  not  normal  to 
witness  such  renewal  of  life  and  1 had  to  pinch 
myself  to  make  sure  that  1 was  still  alive.  During 
this  time,  I really  did  not  think  about  whether  this 
was  how  he  operated  on  Mary;  1 did  not  relate  it 
to  Mary’s  experience. 

“From  that  beginning,  the  door  to  this  medical 
world  opened  up  more  and  more,  and  1 became 
very  concerned  about  heart  surgery.  My  interest 
was  not  strictly  scientific.  By  studying  charts  1 
increasingly  identified  many  comparisons  be- 
tween these  diagrams  and  forms  in  nature.  1 found 
universal  forms  in  these  charts.”' 

Permanent  Collections: 

Mr.  Dodd’s  work  is  in  many  private  and  public  col- 
lections, including: 

Birmingham  Museum  of  Art 

Columbus  Museum  of  Arts  and  Crafts,  Inc.  (Georgia) 
Freer  Gallery,  Smithsonian  Institution  (NASA  paint- 
ings) 

Georgia  Heart  Clinic,  LaGrange,  with  45-piece  collec- 
tion of  working  drawings,  pastels  and  oil  paintings 
of  “The  Heart”  series  acquired  by  the  Callaway 
Foundation,  custodianship  Lamar  Dodd  Art  Center. 
Georgia  Museum  of  Art 
Hallmark  Collection 

High  Museum  of  Art,  “South  Carolina  Coast,”  oil;  “Foot 
of  Blackhead,”  watercolor 
IBM  Corporation,  “Drying  Out” 

LaGrange  College,  LaGrange,  Georgia 
Lamar  Dodd  Art  Center,  LaGrange,  Georgia 
Metropolitan  Museum  of  Art,  “Sand,  Sea  and  Sky”  and 
“Monhegan  Theme” 


Montclair  Art  Museum,  “Savannah” 

Montgomery  Museum  of  Fine  Arts 
National  Academy  of  Design 

National  Aeronautics  and  Space  Administration, 
Washington,  D.C. 

National  Collection  of  Fine  Arts 
National  Gallery  of  Art,  “Winter  Valley” 

Pennsylvania  Academy  of  Fine  Arts 
Telfair  Academy,  Savannah,  “Carnival” 

University  of  Notre  Dame  Art  Gallery 
Valdosta  State  College,  Valdosta,  Georgia 
Virginia  Museum  of  Fine  Arts,  “Winter  Road” 
Whitney  Museum  of  American  Art 

A special  lithographic  reproduction  of  “Open  Heart 
Surgery-A”  is  available  from  the  American  Heart 
Association  through  the  generosity  of  Mr.  Dodd  in 
both  limited  and  signed  editions.  Each  limited  edition 
print  is  signed  and  numbered  by  the  artist,  mounted 
and  matted;  only  200  have  been  produced.  Signed, 
unnumbered  prints  are  also  available;  these  will  be 
shipped  ready  to  mount. 

Produced  as  a special  project  to  benefit  the  Amer- 
ican Heart  Association  (AHA)  Georgia  Affiliate,  it  is 
suggested  that  75%  of  the  cost  of  either  print  may  be 
considered  as  a charitable  contribution.  For  further 
information  or  to  order  a print,  contact  Mr.  Dean  Geiss 
at  the  AHA,  Georgia  Affiliate,  in  Atlanta,  404-952-1316. 

1.  Georgia  Museum  of  Art.  Lamar  Dodd,  The  Heart.  Univ.  of  GA,  Athens. 
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MARCH 

28- 29  — Macon:  Cherry 
Blossom  Days  of  Perinatology. 

AMA  Category  1 credit  and 
AAFP  prescribed  credits.  Robert 
C.  Fore,  Ed.D.,  Medical  Center 
of  Central  GA,  Mercer  Univ.  Sch. 
of  Med.,  Macon  31208.  PH:  912/ 
744-1634. 

29- Apr.  1 — Pine  Mountain: 
Eighth  Annual  Geriatrics 
Conference.  AMA  Category  1 
credit  and  AAFP  prescribed 
credits.  Contact  Helen  Peterson, 
The  Medical  Center,  710  Center 
St.,  Columbus  31994.  PH:  404/ 
571-1145. 

29- Apr  2 — Tucson,  AZ: 
Eleventh  Annual  Pediatric 
Postgraduate  Course, 
Pediatrics  in  Review,  “Birth  to 
Adolescence.”  Category  1 
credit,  PREP  credits,  & 
prescribed  AAFP.  Contact  Janice 
Cavanaugh  or  Darlene  Baugus, 
Education  Dept.,  Scottish  Rite 
Children’s  Hosp.,  1001  Johnson 
Ferry  Rd.,  Atlanta  30363.  PH: 
404/257-2148. 

30- Apr  1 — Atlanta:  Technical 
Innovations  in  Neoplastic 
Surgery.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 


APRIL 

3-7  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

3-7  — Atlanta:  Modern  Methods 
of  Diagnosing  & Treating 
Diabetes  Mellitus  & Its 
Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


C A L E N D A 


14  — Atlanta:  Hepatic  Surgery. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

1 6- 20  — Atlanta:  Advanced 
Demonstrations  in 
Percutaneous  Transluminal 
Angioplasty  XXI.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

17- 21  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

19  — Atlanta:  4th  Annual  Aubre 
DeLambert  Maynard 
Lectureship  (Pediatric 
Surgery).  Category  1 credit. 
Contact  Andriette  Ward,  Office  of 
CME,  Morehouse  Sch.  of  Med., 
720  Westview  Dr.,  Atlanta 
30310.  PH:  404/752-1770. 

20-23  — Sandestin  Resort,  FL: 

American  Academy  of 
Anesthesiologists  Assistants 
13th  Annual  Meeting: 
“Anesthesia  Monitoring: 
Practice  and  Theory.”  Category 
1 credit.  Contact  AAAA,  P.O. 

Box  33876,  Decatur  30033-0876. 
PH:  404/875-1735. 

22-23  — Augusta:  Pathology 
Symposium.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:  404/721- 
3967. 

27-28  — Atlanta:  Pharmacology 
for  the  Anesthesiologist. 
Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

29-30  — Atlanta:  The  Cardiac 
Patient.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 


MAY 

1-6  — Augusta:  24th  Annual 
Primary  Care  and  Family 
Practice  Symposium.  AMA 

Category  1 credits  and  AAFP 
Prescribed  credits.  Contact  Div. 
of  Cont.  Ed.,  MCG,  Augusta 
30912.  PH:  404/721-3967. 

4 — Atlanta:  Soberfest 
Conference,  “Alcohol  and 
Drug  Abuse:  A Day  with  the 
Experts.”  Category  1 credit. 
Contact  Susan  E.  Pajari, 
Willingway  Hospital,  31 1 Jones 
Mill  Rd.,  Statesboro  30458.  PH: 
912/764-6236. 

4-7  — Atlanta:  1 35th  MAG 
House  of  Delegates.  Contact 
Lynn  Pearson,  MAG,  938 
Peachtree  St.,  Atlanta  30309. 
PH:  800/282-0224  or  404/876- 
7535. 

5 — Statesboro:  Soberfest 
Conference,  “Alcohol  and 
Drug  Abuse:  A Day  with  the 
Experts.”  Category  1 credit. 
Contact  Susan  E.  Pajari, 
Willingway  Hospital,  311  Jones 
Mill  Rd.,  Statesboro  30458.  PH: 
912/764-6236. 

1 8- 20  — Jekyll  Island:  Georgia 
Rheumatism  Society  Annual 
Meeting.  Category  1 credit. 
Contact  Richard  S.  Field,  M.D., 
Section  of  Rheumatology,  MCG, 
Augusta  30912.  PH:  404/721- 
2981. 

19- 21  — Destin,  FL:  Georgia 
Radiological  Society  Annual 
Meeting.  Category  1 credit. 
Contact  Lloyd  B.  Schnuck,  Jr., 
M.D.,  9 Medical  Arts  Center, 
Savannah  31405.  PH:  912/242- 
8090. 

24-26  — Calloway  Gardens: 
Perinatology  Conference. 
(Sponsored  by  The  Medical 
Center  In  conjunction  with  the 
Dept,  of  Pediatrics  & Ob/Gyn.) 
AMA  Category  1 credit,  ACOG, 
AAFP,  & PREP  prescribed 
credits.  Glenda  Driscoll,  710 
Center  St.,  Columbus  31994. 
PH:  404/571-1692. 
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Your 

Practice 

Made 

« 

Perfect 


The  ideal  medical  practice 
would  allow  you  to  concentrate 
more  on  taking  care  of  patients, 
not  taking  care  of  business. 

Practice  Management  Services 
creates  more  time  for  you  by 
streamlining  your  billing  and 
managing  your  accounts 
receivables.  Whether  processing 
bills  and  claims  through  our 
system  or  yours,  we  keep  abreast 
of  all  the  insurance  and  legislative 
changes  and  apply  them  to  your 
best  advantage. 

Since  our  fees  are  based  on  net 
collections,  not  gross  billings,  there 
is  a built-in  incentive  to  maximize 
collection  and  eliminate  errors. 

Call  us  today  to  discuss  how  to 
perfect  your  billings,  collections 
and  human  resource  management. 


PRACTICE 

MANAGEMENT 

SERVICES 


340  West  Ponce  de  Lean 
Decatur,  Georgia  30030 
(404)  377-1883 
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PhysiciarCs  Recognition  Award  Recipients 


Listed  below  are  those 

physicians  in  Georgia  who 
have  earned  the  AMA’s 
Physician ’s  Recognition  Award 
(PRA)  October  through  December, 
1988. 

The  award  was  established  by 
the  AMA  House  of  Delegates  in 
1968  “To  recognize,  encourage, 
and  support  physicians  who 
participate  regularly  in  continuing 
medical  education  and  to 
emphasize  the  importance  of 
developing  more  meaningful 
continuing  medical  education 
opportunities  for  physicians.  ” A 
minimum  of  150  credit  hours  of 
CME  must  be  earned  over  a 3- 
year  period  to  qualify  for  the 
Award.  The  hours  may  include 
such  activities  as  conferences, 
residencies,  teaching,  writing, 
private  reading,  listening  to 
cassettes,  home  study  courses, 
consultation,  and  peer  review;  at 
least  60  of  the  hours,  however, 
must  be  from  formal  CME 
programs  sponsored  or 
cosponsored  for  Category  1 credit 
by  organizations  accredited  for 
these  activities. 

We  congratulate  the  following 
physicians  who  have 
distinguished  themselves  and 
their  profession  by  their 
commitment  to  continuing 
education: 

Alderman,  Earl  Lewis,  Atlanta 
Alonso,  Kenneth  Braulio,  Atlanta 
Aquadro,  Michael  A.,  Albany 
Bacastow,  David  Wesley,  Athens 
Bandisode,  Madhukar  S.,  Augusta 
Bradford,  Andrea  Carol,  Columbus 
Bruckner,  Howard  Leon,  Augusta 
Cabrera-Ramirez,  Lorenzo,  Smyrna 
Colvin,  Richard  Schirmer,  Atlanta 
Connelly,  John  Coleman, 
Columbus 

Culbertson,  John  H.,  Atlanta 
Daly,  Frank  Thos,  Decatur 
Daspit,  Sharon  G.,  Augusta 
Davis,  Leo  James,  Albany 


Davis,  Robt  Carter,  Atlanta 
De  Jong,  Rudolph  H.,  Augusta 
De  La  Luz,  Antonio  M.,  Cataula 
De  Puey,  Ernest  Gordon, 
Columbus 

Dizon,  Grace  Duque,  Macon 
Duhon,  Fred  Jos,  LaFayette 
Durrett,  Donald  Milton,  East  Point 
Eidex,  Maxwell  Armand,  Decatur 
Escondo,  Gerson  Zarsadiaz, 
Columbus 

Espinola,  Alberto,  Tifton 
Feldman,  Paul  D.,  Riverdale 
Fonseca,  Miguel  Alberto, 
Savannah 

Friedman,  Mark  Fred,  St.  Simons 
Island 

Fuller,  A.  Kenneth,  Thomasville 
Garcias,  Varon  Alexander, 
Riverdale 

Gilbert,  Stewart  Dixon,  Tifton 
Giles,  Forrest  Duane,  Robins  APB 
Glavey,  Christine  Alpharetta 
Goodhue,  Wm  Walter,  Fort 
Gordon 

Grubb,  Wm.  Geo.,  Brunswick 
Gussack,  Gerald  Sami,  Atlanta 
Haber,  Jerold  Alan,  Atlanta 
Hancock,  Thos  Gerald,  Albany 
Henderson,  Albert  Eben, 
Brunswick 

Hinrichs,  Marc  Brian,  LaCrange 
Humphries,  Wm.  C.,  St.  Simons 
Island 

Issacson,  Ira  Jay,  Atlanta 
Jamison,  James  Carper,  Atlanta 
Jennings,  Jane  Blakely,  Savannah 
Johnston,  Geo.  Aubrey,  Macon 
Jones,  Kenneth  Douglas,  Augusta 
Jordon,  Willis  Pope,  Rome 
Jurgensen,  Paul  Francis, 
Savannah 

Kaine,  Richard  F.,  Atlanta 
Labiche,  Henry  Milton,  Columbus 
Lauterbach,  Edward  C.,  Macon 
Lawrence,  George  Calvin,  Atlanta 
Levine,  Raphael  S.,  Decatur 
Licata,  Robt.  Michael,  Marietta 
Malone,  Stephen  Briand, 
Savannah 

Maxey,  Joy  Ann,  Atlanta 
McLendon,  Roger  Edwin,  Tifton 


McPhail,  Nanci  Platt,  Augusta 
Meadors,  Patricia  Herndon, 
Atlanta 

Mintz,  Stephen  M.,  Conyers 
Nazli,  Mehmet  Hikmet,  Austell 
Olson,  Clyde  Lewis,  Savannah 
Pascal,  Robert  R.,  Atlanta 
Patel,  Mahendra  Manibhai, 

Toccoa 

Patten,  Douglas  Warren,  Cordele 
Pennington,  John  Alfred,  Marietta 
Purcell,  Dent  Wiley,  Savannah 
Rao,  Kusuma  Sanjeev,  Jackson 
Rast,  Philip  Rentz,  Marietta 
Ray,  Derrell  Wayne,  Atlanta 
Reed,  Ralph  Eugene,  Toccoa 
Rogers,  Edwin  Davis,  Macon 
Schoffstall,  Robert  Orville, 
Milledgeville 

Schwin,  Robt  Lowell,  Atlanta 
Shells,  Andrew  Thos,  Savannah 
Shells,  Wayne  Chris,  Columbus 
Smith,  Randolph  Relihan,  Augusta 
Smith,  Richard  La  Verne,  Atlanta 
Starr,  Donald  Chas,  Savannah 
Stewart,  Chas  Preston,  Atlanta 
Story,  James  L.,  Thomasville 
Thames,  Frank  Maynard,  Atlanta 
Thomas,  Fred  Burgess, 

Gainesville 

Thurman,  Lavon,  Columbus 
Timms,  Montgomery  Ricks, 
Savannah 

Underwood,  Chas  R.,  Marietta 
Van,  David  Arthur,  Griffin 
Vaughns,  Christopher  Atlanta 
Villegas,  Henry  Alberto,  Macon 
Wade,  Thos  Andrew,  Columbus 
Wallace,  Douglas  Wade, 

Columbus 

Walus,  Michael  A.,  Dalton 
Wang,  Ching  Fuon,  Cedartown 
Weksler,  Luiz,  Macon 
Wheatley,  Jos.  Kevin,  Marietta 
Whiteley,  Andre  Burr,  Atlanta 
Williams,  Willis  Howard,  Atlanta 
Wirth,  Fremont  Philip,  Savannah 
Wise,  Robt  Harold,  Valdosta 
Witherington,  Roy,  Augusta 
Woolery,  Wm.  Alan,  Warner 
Robins 

Zubowicz,  George,  Columbus 
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THE  LOWER  RESPIRATORY  TRACT 

More  vulnerable  to  infection  in  smokers 


and  older  adults 


Experience  counts 


Pulvules‘ 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms, 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication;  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae,  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  Igroup  A p-hemolytic  streptococci). 
Contraindication;  Known  allergy  to  cephalosporins. 

Warnings;  CECiOR  should  be  administered  cautiously  to  penicillin- 
sensitive  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  In  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions; 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms. 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Although  dosage  ad|ustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions;  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon.  Those  reported 
include: 

• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome) 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever):  1.5%: 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor.  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported. 

• Other:  eosinophilia,  2%:  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain  etioloqy 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children). 

• Abnormal  urinalysis:  elevations  in  BUN  or  serum  creatinine. 

• Positive  direct  Coombs'  test. 

• false-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape'^  (glucose 
enzymatic  test  strip,  Lilly).  loeiossii 

Additional  information  available  from  PV  2351  AMP 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


© 1988,  ELI  LILLY  AND  COMPANY  CR-5012-B-849345 
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YOCON' 

YOHIMBINE  HCI 


("Krafate 

^^(sucralfate)  Tablets 


Oescriptiofl:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwotfia  Serpentina  (L)  Benth,  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both , 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^'2  /\iso  diaziness, 
headache,  skin  flushing  reported  when  used  orally.'' >3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ -3.4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100’s  NDC  53159-001-01  and  1000’s  NOG 

53159-001-10. 

References: 
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3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983, 

4.  A.  Morales  etal..  The  Journal  of  Urology128: 
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PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility;  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  exaeted  in 
human  milk.  Because  many  drugs  are  exaeted  in  human  milk,  caution  should 
be  exercised  when  suaalfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however;  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1712-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088-1712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other.  Issued  1 /87 


Reference: 

1 . Eliakim  R,  Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenfero/ 1987;9(4):395-399. 
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Caraht€  for  the 
ulcer-prone  NSAID  patient 

Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  users  to  become 


prone  to  duodenal  ulcers)  For  those  NSAID 


users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 
therapy.  Carafate  rebuilds  mucosal  defenses  through  a unique, 

nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  J#therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


O 


ARAFATE 

sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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ARMY  RESERVE  MEDICAL  PROFILE  NO.  5 


ROSALYN  R STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  &c  Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  US.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
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Evdution  and  Current  Status  d" 
Surgery  for  IVbrbid  Obesity:  Part  II 

William  M.  Headley,  M.D.,  F.A.C.S.,  Joyce  C.  Headley,  R.N.,  P.A. 


Introduction 

Last  month’s  Journal  featured 
Part  I of  the  “Evolution  and 
Current  Status  of  Surgery  for  Morbid 
Obesity.”  That  article  reviewed  our 
current  knowledge  of  the  incidence 
and  causes  of  morbid  obesity,  its 
medical  consequences,  and  the 
great  difficulty  of  treating  obesity 
with  diet  and  behavior  modifica- 
tion. 

Clinical  trials  show  little  or  no 
long-term  weight  loss  from  non-sur- 
gical  approaches  for  the  morbidly 
obese.  Surgical  weight-loss  proce- 
dures are  finding  increased  favor  as 
evidence  accumulates  that  they 
produce  loss  of  between  60  percent 
of  excess  weight  lasting  for  at  least 
5 to  10  years  in  appropriately  se- 
lected subjects. 

Jejunoileal  bypass,  a malabsorp- 
tion procedure,  though  effective  for 
weight  loss,  has  been  virtually 
abandoned  because  of  its  high  rate 
of  complications.  Gastric  bypass,  a 
calorie-restriction  procedure,  al- 
lows the  patient  to  eat  only  very 
small  amounts  of  food.  It  produces 
weight  loss  equal  to  that  following 


Vertical  banded 
gastroplasty  appears  to 
be  the  safest  procedure 
in  the  bariatric 
surgeon’s  repertoire  at 
this  time  for  the 
management  of  medical 
problems  related  to 
morbid  obesity. 


intestinal  bypass  with  much  lower 
morbidity. 

Vertical  banded  gastroplasty  is 
the  latest  evolution  of  bariatric  sur- 
gery. At  the  present  time,  it  is  con- 
sidered by  many  bariatric  surgeons 
to  provide  the  optimal  combination 
of  ease  of  performance  and  satis- 
factory weight  loss  with  a minimal 
complication  rate. 

In  Part  11,  we  will  discuss  how  to 
choose  the  appropriate  procedure 
for  the  individual  patient  based  on 
data  accumulated  from  the  authors’ 
experience.  Also  long-term  follow 
up  of  the  bariatric  surgical  patient 
will  be  discussed. 


Dr.  Headley  specializes  in  general  and  bariatric 
surgery;  Ms.  Headley  specializes  in  bariatric  sur- 
gery. Both  are  affiliated  with  the  Baldwin  County 
Hospital  in  Milledgeville.  Send  reprints  to  Dr. 
Headley,  at  P.O.  Box  656,  Milledgeville,  GAS  1061. 


Outcome  and  Evaluation  of 
Gastric  Bypass  vs.  Vertical 
Banded  Gastroplasty 

In  deciding  which  procedure  to 
rely  on  more  heavily  — gastric  by- 
pass (GBP)  or  vertical  banded  gas- 
troplasty (VBG)  — several  factors 
need  to  be  considered. 

Operative  mortality  for  both  pro- 
cedures is  one  percent  or  less.  Op- 
erative time  for  the  GBP  is  2 hours 
and  for  the  VBG,  1 hour.  Patients 
having  the  GBP  require  a nasogas- 
tric or  gastrostomy  tube,  while  none 
is  used  with  the  VBG.  The  wound 
complication  rate  is  lower  with  the 
VBG. 

Mason,  et  aP  note  that  with  the 
VBG,  “Leaks,  abscesses,  peritonitis 
and  death  from  deep  infection  have 
decreased  about  ten-fold  from  the 
earlier  experience  with  the  loop 
gastric  bypass.  The  same  order  of 
magnitude  reduction  in  wound  in- 
fection has  been  observed.  The  VBG 
is  inherently  a safer  operation.” 

Passage  of  food  through  its  nat- 
ural route  in  the  VBG  means  that 
VBG  patients  avoid  several  prob- 
lems inherent  in  GBP.  With  VBG, 
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there  is  less  need  for  iron  and  Vi- 
tamin B12  supplements.  GBP  pa- 
tients, on  the  other  hand,  can  de- 
velop an  iron  deficiency  anemia. 
Sixty  percent  or  more  of  our  GBP 
patients  have  low  B 12  at  3 to  4 years 
if  they  do  not  have  B12  injections 
or  oral  supplements. 

Since  GBP  may  lead  to  restricted 
calcium  absorption  and  possibly 
osteoporosis  (although  this  con- 


35 percent  between  51  and  75  per- 
cent of  their  excess  weight. 

Weight  loss  with  VBG  is  also  sub- 
stantial. Mason,  et  aP  found  an  av- 
erage weight  loss  among  VBG  pa- 
tients of  72  percent  of  excess  at  5 
years.  They  noted  that  loss  with  VBG 
(60%  of  excess  lost  at  3 years)  was 
slightly  less  than  with  Roux-en-Y 
gastric  bypass  (65%  of  excess  lost 
at  3 years).  Fox  and  Fox^  reported 


GASTRIC  BYPASS 


HAD  ONLY  GBP 


YEARS 

+ 431  FEMALE  GBP  o 78  MALE  GBP 


Figure  1:  Percent  of  excess  weight  loss  in  male  and  female  gastric  bypass  (GBP) 
patients. 


nection  has  not  been  proven  as  yet), 
we  recommend  that  GBP  patients 
take  several  Turns  each  day.  This  is 
not  thought  to  be  necessary  with 
the  VBG  patients.  Bypassing  the 
duodenum  in  GBP  also  exposes  the 
patient  to  a low  risk  of  peripheral 
neuropathy^  and  Wernicke-Korsak- 
off  encephalopathy^  if  the  pouch  is 
too  smalt.  This  complication  has 
not  been  observed  in  our  series. 

One  of  the  measures  of  success 
of  these  procedures  is  the  degree 
of  weight  loss.  An  excellent  weight- 
loss  record  among  223  patients  re- 
ceiving Roux-en-Y  GBP  was  re- 
ported by  Linner.'’  Patients  lost  an 
average  of  74  percent  of  excess 
weight  over  ideal  by  1 year  and 
maintained  or  improved  that  loss 
over  the  next  3 years.  About  55  per- 
cent of  the  patients  lost  at  least  75 
percent  excess  weight,  and  another 


an  average  loss  of  70-75  percent  of 
excess  weight  at  18-24  months 
postoperatively. 

Deitel,  et  al®  defined  a successful 
outcome  as  loss  of  at  least  50  per- 
cent of  excess  weight.  At  2 years 
after  surgery,  83  percent  of  their  pa- 
tients had  lost  this  much.  Shamblin 
and  Shamblin^  reported  that  two- 


We  are  able  to 
identify  three  factors  as 
being  important  for  the 
difference  in  weight 
loss  between  gastric 
bypass  and  vertical 
banded  gastroplasty. 


thirds  of  their  patients  lost  at  least 
60  percent  of  excess  weight  and  had 
maintained  this  loss  at  a 2 to  4 year 
follow  up. 

Among  our  509  GBP  patients  who 
had  not  had  a conversion  proce- 
dure, such  as  intestinal  bypass  and 
conversion  to  a gastric  bypass  or 
conversion  of  a horizontal  gastro- 
plasty to  a gastric  bypass,  maxi- 
mum weight  loss  occurred  between 
2 and  3 years  after  surgery,  with  an 
average  of  80  percent  of  excess 
weight  being  lost  (Figure  1).  Male 
patients,  who  started  with  a greater 
percentage  of  excess  weight  (115%) 
than  female  patients  (92%),  had  a 
slightly  lower  degree  of  weight  loss, 
72  percent.  Both  men  and  women 
largely  maintained  weight  loss  after 
8 years  of  follow  up. 

Figure  2 shows  weight  loss  in 
groups  of  male  patients  with  var- 
ious degrees  of  excess  weight  loss 
after  operation.  Patients  in  each 
group  lost  weight  that  more  or  less 
paralleled  the  weight  loss  of  groups 
above  and  below  that  weight  level. 

Figure  3 shows  weight  loss  in 
groups  of  female  patients.  In  all 
cases,  maximum  weight  loss  oc- 
curred after  2 years,  fell  by  approx- 
imately 70  percent  of  excess  weight, 
and  was  maintained  for  8 years  after 
surgery. 

Maximum  weight  loss  with  VBG 
also  occurred  at  2 years  postoper- 
atively, with  a maximum  loss  of 
about  60  percent  of  excess  weight 
(Figure  4).  Our  experience  with  VBG 
is  shorter  than  with  GBP,  but  at  3 
years,  weight  loss  appears  to  be 
maintained.  Our  male  and  female 
patients  lost  approximately  the 
same  fraction  of  excess  weight. 

Looking  at  the  weight  loss  of  VBG 
patients  by  sex  and  degree  of  initial 
excess  weight,  we  see  that  the  pro- 
cedure is  approximately  equally  ef- 
fective for  all  patients.  Figure  5 rep- 
resents various  groups  of  males  and 
their  weight  loss.  Figure  6 shows 
the  similar  weight  loss  in  groups  of 
females. 

Figure  7 shows  a direct  compar- 
ison of  weight  loss  among  our  GBP 
and  VBG  patients.  To  make  the 
comparison  more  accurate,  we  have 
included  only  “pure”  cases  (no 
conversions)  in  which  a measured 
10  cc  pouch  was  made.  Both  groups 
experienced  the  vast  majority  of  to- 
tal weight  loss  in  the  first  year,  but 
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GBP  patients  benefitted  from  a 
slightly  greater  weight  loss  in  the 
second  year  after  surgery.  More  im- 
portantly, first-year  weight  loss 
among  GBP  patients  was  greater 
than  VBG  patients.  The  net  result  is 
that  GBP  patients  lost  about  15  per- 
cent more  excess  weight  than  VBG 
patients.  Regain  so  far  is  minimal 
in  both  groups. 

We  are  able  to  identify  three 
factors  as  being  important  for 
the  difference  in  weight  loss  be- 
tween GBP  and  VBG.  First,  30  to  50 
percent  of  patients  who  have  had  a 
GBP  experience  a “dumping”  syn- 
drome from  high  carbohydrate  in- 
take. When  large  amounts  of  sim- 
ple carbohydrates  enter  the  small 
intentine,  they  “pull  in”  fluid,  which 
leads  to  sweating,  hypotension, 
light-headedness,  tachycardia,  and 
dizziness.  Fear  of  the  dumping  syn- 
drome creates  a negative  condi- 
tioning reflex  to  sweets. 

Second,  lactose  intolerance  can 
develop  in  GBP  patients.  Rather  than 
being  broken  down  by  lactase  in 
the  stomach,  lactose  is  fermented 
in  the  large  intestine.  This  produces 
gas,  causing  cramping,  diarrhea, 
and  abdominal  pain  when  the  pa- 
tient eats  milk  products.  Thus,  they 
tend  not  to  eat  ice  cream  or  drink 
milk  shakes. 

Third,  the  quality  of  food  intake 
may  differ  between  the  two  proce- 
dures. The  outlet  of  the  VBG  may 
be  so  small  that  red  meat,  for  ex- 
ample, can’t  pass  through  it  unless 
it  is  chewed  quite  thoroughly.  The 
Marlex  reinforcement  prevents  the 
outlet  from  enlarging,  while  the 
gastrojejunostomy  of  the  GBP  di- 
lates by  3 to  5 years.  As  a result, 
GBP  patients  are  more  likely  even- 
tually to  consume  a better  quality 
diet.  Some  people  with  a VBG  resort 
to  a vegetarian  or  seafood  and 
chicken  diet  over  time,  but  others 
increase  their  intake  of  high-calo- 
rie, low-nutritional  value  junk  food, 
thereby  partially  defeating  the  pur- 
pose of  the  operation. 

Having  made  these  compari- 
sons between  GBP  and  VBG, 
how  do  they  help  us  decide  which 
procedure  to  use?  At  the  present 
time,  we  are  doing  the  vertical 
banded  gastroplasty  as  the  primary 
operation  in  most  patients.  Some  of 
the  reasons  for  this  are  outlined 
above,  including  the  fact  that  the 


81  MALE  GASTRIC  BYPASS  PATIENTS 


4 WEIGHT  GROUPS 


YEARS 

■ 7 MALES  200-275  + 44  MALES  275-350 

o 23  MALES  350-425  a 7 MALES  425-500 


Figure  2:  Weight  loss  in  various  weight  groups  of  male  gastric  bypass  (GBP) 
patients. 


VBG  is  simpler  and  safer,  and  the 
weight  loss  is  almost  as  good  as 
the  GBP  without  some  of  the  se- 
quelae that  may  occur  with  the  GBP. 
As  mentioned,  the  GBP  is  a much 
more  difficult  operation  with  an  in- 


creased instance  of  morbidity  and 
possible  mortality.  Also,  patients 
may  have  deficiencies  of  B12,  iron, 
calcium,  and  some  other  nutrients, 
such  as  thiamine  or  folic  acid,  un- 
less they  take  vitamins  and  other 


419  FEMALE  GASTRIC  BYPASS  PATIENTS 


3 WEIGHT  GROUPS 


YEARS 

■ 306  FEMALE  200-275  + 105  FEMALE  275-350 

o 8 FEMALE  350-425 


Figure  3:  Weight  loss  in  various  weight  groups  of  female  gastric  bypass  (GBP) 
patients. 
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supplements  regularly.  It  is  very  dif- 
ficult to  get  many  patients  to  take 
such  medications  faithfully  over  an 
extended  period. 

However,  the  most  important 
consideration  is  that  bariatric  sur- 
gery is  done  primarily  for  health, 
not  cosmetic  reasons.  There  is  gen- 
eral agreement  that  the  initial  weight 
loss  is  what  produces  the  most  dra- 
matic changes  in  a patient’s  blood 
pressure,  cholesterol,  triglyceride 
levels,  and  improvement  in  or- 
thopedic problems,  as  well  as  gen- 
eral well  being.  The  ultimate  15  per- 
cent greater  weight  loss  from  the 
gastric  bypass  compared  to  the  ver- 
tical banded  gastroplasty  would  not 
seem  to  justify  the  increased  poten- 
tial risk  and  greater  incidence  of 
complications  associated  with  the 
longer,  more  complicated  GBP.  As 
a result,  we  are  increasingly  en- 
couraging patients  to  have  the  VBG. 

A secondary  factor  that  can  influ- 
ence the  choice  of  procedure  is 
whether  or  not  the  patient  is  a com- 
pulsive sweets  eater.  The  effect  of 
continual  sweets  was  demon- 
strated by  Sugarman,  et  al.®  They 
randomized  40  patients  to  VBG  or 
GBP  with  Roux-en-Y.  At  1 year,  there 
was  a large  and  significant  differ- 
ence in  percent  of  excess  weight 


457  VERTICAL  BANDED  GASTROPLASTY  PATIENTS 


YEARS 


391  FEMALE  VBG 


66  MALE  VBG 


Figure  4:  Comparison  of  weight  loss  in  male  and  female  vertical  banded  gastro- 
plasty (VBG)  patients. 


lost  between  sweets  eaters  (36%) 
and  non-sweets  eaters  (57%)  hav- 
ing VBG,  as  well  as  between  sweets 
eaters  having  VBG  and  those  having 
GBP  (69%). 

There  are  definite  indications  for 
the  GBP.  For  instance,  it  is  difficult 
to  convert  the  horizontal  gastro- 


65 MALE  VERTICAL  BANDED  GASTROPLASTY  PATIENTS 


3 WEIGHT  GROUPS 


YEARS 


9 MALE  200-275 


33  MALE  275-350 


23  MALE  350-425 


Figure  5:  Weight  loss  in  various  weight  groups  of  male  vertical  banded  gastro- 
plasty (VBG)  patients. 


plasty  to  a vertical  banded  gastro- 
plasty. The  gastric  bypass  lends  it- 
self much  better  to  this  revision. 
Also,  when  a gastric  bypass  has 
been  done  with  too  large  a pouch, 
it  is  simpler  and  safer  to  revise  the 
size  of  the  pouch  rather  than  con- 
vert it  to  a vertical  banded  gastro- 
plasty. On  the  other  hand,  the  VBG 
can  be  done  readily  in  the  same 
operative  procedure  when  an  intes- 
tinal bypass  is  taken  down. 

Occasionally,  patients  who  have 
had  the  vertical  banded  gastro- 
plasty will  defeat  the  operation.  The 
primary  effect  of  either  the  GBP  or 
the  VBG  is  to  prevent  the  patient 
from  binge  eating.  Some  VBG  pa- 
tients, however,  ingest  large 
amounts  of  high-calorie  liquids, 
such  as  ice  cream,  alcoholic  bev- 
erages, or  candy.  A VBG  patient  may 
defeat  the  operation  by  snacking 
throughout  the  day  and  evening. 
Such  patients  who  have  defeated 
the  VBG  are  reasonable  candidates 
for  a revision.  This  is  done  by  sta- 
pling shut  the  lower  end  of  the 
pouch  and  converting  the  proce- 
dure to  a lesser  curvature  gastric 
bypass  with  a distal  Roux-en-Y  an- 
astomosis in  which  the  jejunum  is 
connected  to  the  ileum  about  4 feet 
from  the  ileocecal  junction,  thereby 
creating  a partial  malabsorptive 
procedure. 

Whichever  operation  is  chosen. 
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we  emphasize  that  neither  the  GBP 
nor  the  VBG  is  a magic  procedure 
that  works  on  its  own.  GBP  and  VBG 
are  similar  to  each  other,  and  dif- 
ferent from  JIB,  in  that  both  are  be- 
havior modification  procedures. 
The  pouch  restricts  the  patient’s  in- 
take, but  the  patient  must  be  coun- 
seled that  both  gastric  bypass  and 
gastroplasty  require  their  coopera- 
tion. Patients  can  rupture  the  staple 
line  by  eating  or  drinking  too  much 
after  surgery.  This  occurs  in  less 
than  2%  of  patients. 

In  the  end,  the  question  is  not 
which  procedure  is  better,  but 
which  is  better  for  an  individual  pa- 
tient. In  our  presurgical  videotape, 
the  two  operative  procedures  and 
our  results  are  presented  to  the  pa- 
tients. For  the  most  part,  with  the 
above  exceptions,  the  VBG  will  be 
the  operation  of  choice.  A mother- 
daughter  pair  we  operated  on  illus- 
trates the  decision  process.  The 
daughter  was  28  years  old,  weighed 
334  pounds  and  said  she  had  no 
willpower.  The  mother  was  50  years 
old,  weighed  250  pounds,  and 
thought  she  could  control  her 
sweets  intake.  The  daughter  chose 
a GBP,  the  mother  a VBG. 


Long-term  Follow-up  of  Bariatric 
Surgery  Patients 

Because  long-term  data  are 
needed  to  evaluate  various  bariatric 
surgery  procedures,  we  and  others 
doing  obesity  surgery  have  at- 
tempted to  follow  as  many  of  our 
patients  as  possible  for  as  long  as 
possible.  Many  of  us  are  now  con- 
tributing our  data  to  the  comput- 
erized National  Bariatric  Surgery 
Registry  organized  by  Dr.  Edward 
Mason  at  the  University  of  Iowa. 

In  our  practice  we  see  patients  2 
months  after  surgery,  then  at  6 
months  and  1 year.  Following  that, 
we  try  to  maintain  contact  by  mail 
and  phone.  We  periodically  send 
questionnaires  which  patients  are 
asked  to  fill  out  and  return.  Data 
are  entered  into  a computer  file  and 
updated  frequently.  At  intervals,  all 
patients  on  whom  we  have  done 
bariatric  surgery  are  invited  to  re- 
turn to  the  Baldwin  County  Hospital 
for  a Surgical  Obesity  Support  (SOS) 
group  meeting.  We  initiated  for- 
mation of  SOS  groups  in  Georgia  in 
1973  and  frequently  attend  regional 


meetings  to  update  our  data,  review 
our  latest  knowledge  with  patients, 
and  answer  their  questions. 

One  of  the  frustrating  outcomes 
of  an  obesity  surgical  operation  is 
the  need  for  conversion  or  revision. 
Different  procedures  have  charac- 
teristic revision  rates,  from  the  60 
percent  5-year  revision  rate  for  the 
horizontal  gastroplasty  to  20  per- 
cent 5-year  rate  with  Roux-en-Y  gas- 


tric bypass  and  the  2 percent  2-year 
rate  with  the  VBG. 

We  have  performed  about  140 
revisions  of  our  own  and 
other  surgeons’  operations.  These 
have  primarily  been  conversions  of 
horizontal  gastroplasty  done  else- 
where to  the  gastric  bypass,  de- 
creasing the  size  of  the  gastric 
pouch,  or  conversion  of  intestinal 
bypass  to  the  GBP  or  — more  often 


384  FEMALE  VERTICAL  BANDED  GASTROPLASTY  PATIENTS 


3 WEIGHT  GROUPS 


YEARS 

■ 266  FEM. 200-275  + 104  FEM. 275-350 

o 14  FEM. 350-425 

Figure  6:  Weight  loss  in  various  weight  groups  of  female  vertical  banded  gastro- 
plasty (VBG)  patients. 


Whichever  operation 
is  chosen,  we 
emphasize  that  neither 
the  gastric  bypass  nor 
the  vertical  banded 
gastroplasty  is  a magic 
procedure  that  works 
on  its  own. 


— to  the  VBG.  In  Figures  8 and  9, 
weight  loss  following  conversion  to 
a GBP  or  a VBG  is  compared  to 
weight  loss  in  patients  receiving  the 
same  procedure  as  their  first  bar- 
iatric operation.  The  data  are  most 
encouraging.  Within  a year,  con- 
verted patients  reach  the  maximal 
level  of  weight  loss  achieved  by 
persons  having  their  first  bariatric 
procedure.  They  maintain  this  de- 
gree of  weight  loss  as  well  as  first- 
time subjects. 

Revisions  are  necessary  both  be- 
cause of  procedural  failures  and 
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because  of  patients  who  are  ag- 
gressive eaters.  We  have  had  pa- 
tients with  both  GBP  and  the  VBG 
who  continued  to  eat  too  much  and 
too  fast  and  were  throwing  up.  They 
asked  for  a takedown  of  the  oper- 
ation. Afterwards,  they  gained  all 
the  weight  that  they  had  lost. 

We  have  seen  a number  of  med- 
ical benefits  from  weight  loss  fol- 
lowing obesity  surgery.  Ninety  per- 
cent of  patients  taking  insulin  for 
their  diabetes  no  longer  required 
insulin  after  the  surgery,  and  the 
other  ten  percent  needed  only  a re- 
duced dose.  These  same  figures  ap- 
ply to  patients  taking  antihyperten- 
sive drugs. 

Clearing  of  severe  dermatologic 
problems  has  also  been  observed. 
We  performed  gastric  bypass  on  a 


310-pound  woman  who  had  pso- 
riasis over  most  of  her  body.  The 
psoriasis  has  cleared  from  most  of 
her  body,  possibly  reflecting  her 
greatly  improved  psychologic  state 
following  extensive  weight  loss. 


The  encouragement 
of  a primary  care 
physician  is  valuable  to 
a patient  attempting  to 
regulate  his  or  her 
eating  patterns  to  get 
the  greatest  benefit 
from  the  surgery. 


Only  at  times  does  it  recur  on  her 
elbows. 

Whether  the  improvement  in 
medical  conditions  seen  after  bar- 
iatric surgery  leads  to  a reduction 


in  the  obese  person’s  increased  risk 
of  premature  death  has  not  been 
determined.  Certainly  successful 
weight  loss  leads  to  amelioration  of 
risk  factors  for  cardiovascular  dis- 
ease, such  as  diabetes,  hyperten- 


sion, and  hyperlipidemia.®  Reversal 
of  benign  intracranial  hypertension 
has  been  reported  in  one  patient 
following  successful  bariatric  sur- 
gery.’® 

It  is  not  clear  whether  these  ben- 
efits translate  into  increased  lon- 
gevity. Van  Itallie  and  Krai"  have 
offered  a model  describing  a the- 
oretical decrease  in  cardiac  mor- 
tality after  weight  loss.  Recently,  a 
decrease  in  cardiac  mortality  fol- 
lowing bariatric  surgery  has  been 
documented. 

By  following  our  patients  after 
surgery,  we  were  able  to  de- 
termine that  about  15  percent  of 
them  had  their  gallbladders  re- 
moved in  the  years  after  their  bar- 
iatric operation.  We  now  take  out 
the  gallbladder  at  the  time  of  sur- 
gery in  44  percent  of  VBG  patients. 
(Approximately  15  percent  have  al- 
ready had  it  removed  before  sur- 
gery.) 

To  identify  gallbladders  that  need 
removal,  we  check  them  for  calculi 
at  the  time  of  surgery  and  for  the 
appearance  of  cholesterolosis  as 
seen  through  the  wall  of  the  gall- 
bladder. Bile  aspiration  has  been 
done  in  about  200  patients  and  the 
bile  analyzed  for  cholesterol  and 
calcium  bilirubinate.  The  gallblad- 
ders with  a high  level  of  calcium 
bilirubinate  are  more  likely  to  need 
removal,  but  this  approach  has  not 
been  especially  helpful  in  the  de- 
cision on  the  individual  patient.  In 
360  patients  having  gallbladder  re- 
moved concomitantly  with  obesity 
surgery,  we  have  had  no  compli- 
cations of  cholecystectomy  and  no 
extra  hospital  days  because  of  the 
added  surgery. 

Severely  obese  women  have  ab- 
normal sex  hormone  levels,  due  to 
their  massive  amounts  of  adipose 
tissue.  Weight  loss  following  bar- 
iatric surgery  has  been  found  to  im- 
prove morbidly  obese  females’  clin- 
ical gynecologic  problems,  in  many 
cases  with  normalization  of  sex 
hormones.’^  Patients  are  encour- 
aged not  to  get  pregnant  until  after 
their  weight  has  stabilized.  Despite 
these  warnings,  however,  many  pa- 
tients become  pregnant  soon  after 
surgery.  Printen  and  Scott’’’  traced 
pregnancies  in  45  female  patients 
following  obesity  surgery.  They 
found  no  increased  incidence  of 
pregnancy  problems. 


GASTRIC  BYPASS  VS.  VERTICAL  BANDED  GASTROPLASTY 

457  10  CC  POUCH 


YEARS 

■ 247  GBP  10  CC  + 457  VBG  10  CC 


Figure  7:  Comparison  of  weight  loss  of  gastric  bypass  (GBP)  and  vertical  banded 
gastroplasty  (VBG)  patients. 


138 


Journal  of  MAG 


Among  the  children  of  women 
who  became  pregnant  soon  after 
bariatric  surgery  in  our  practice,  we 
found  no  evidence  of  fetal  abnor- 
mality. Scientists  at  the  Centers  for 
Disease  Control  anallyzed  our  data 
as  well  as  Mason’s  to  look  for  a 
possible  increase  in  the  incidence 
of  birth  defects  among  infants  born 
to  women  who  had  lost  weight 
through  surgery.  The  epidemiolo- 
gists had  been  alerted  by  the  oc- 
currence of  three  birth  defects 
among  infants  born  to  women  who 
had  obesity  surgery  in  one  practice. 
They  found  no  increased  risk  in  the 
overall  data  and  concluded  that  the 
cluster  had  been  a statistical  anom- 
aly. (Personal  communication.) 

Most  women  do  not  become 
pregnant  until  at  least  6 months 
postoperatively,  following  the  pe- 
riod of  maximum  weight  loss  and 
reversal  of  hormonal  irregularities. 
The  data  indicate  that  at  that  time 
pregnancy  does  not  pose  a threat 
to  either  the  mother  or  the  fetus. 

The  interpretation  of  massive 
obesity  as  psychoneurosis  or  mal- 
adaptive behavior  predicts  that 
weight  loss  will  cause  conversion 
of  the  inner  conflict  to  some  other 
maladaptive  behavior.  Follow  up  of 
persons  who  have  had  bariatric  sur- 
gery reveals  that  this  is  not  the 
case.’^  In  fact,  most  patients  react 
to  the  weight  loss  with  a very  nor- 
mal feeling  of  pleasure. 

Together  with  psychologist  Greg 
Jarvie,  Ph.D.  of  Georgia  College,  we 
have  explored  the  psychology  of 
morbidly  obese  patients  pre-  and 
postoperatively.  We  find  that  after 
surgery,  patients  are  less  de- 
pressed, less  anxious,  and  have  a 
better  self-image.  However,  they 
continue  to  see  themselves  as  mor- 
bidly obese  for  a long  time,  even 
after  they  approach  normal  weight. 
Our  positive  findings  agree  with 
those  of  Stunkard,  et  aP®  who  re- 
ported striking  improvement  in  vo- 
cational and  psychosocial  func- 
tioning and  marital  relations  after 
surgical  weight  loss.  They  added 
that  the  emotional  state  of  patients 
during  weight  loss  following  sur- 
gery is  far  superior  to  that  during 
attempts  at  weight  reduction  by 
other  methods. 

Even  with  diligent  follow  up,  we 
cannot  take  complete  care  of  pa- 
tients on  whom  we  have  done  sur- 


509  GASTRIC  BYPASS  PATIENTS  COMPARED  TO 
93  OBESITY  OPERATIONS  CONVERTED  TO  GBP. 


YEARS 

■ 509  GBP  - NO  CONV.  + 93  - CONV.  TO  GBP 


Figure  8:  Other  bariatric  procedures  converted  to  gastric  bypass  (GBP). 


gery  for  morbid  obesity.  These  pa- 
tients’ own  physicians  need  to 
become  acquainted  with  the  pa- 
tients’ procedures,  their  probable 
postoperative  weight  loss  course, 
and  the  potential  complications  of 
the  surgery.  We  are  happy  to  co- 
operate with  any  physicians  who 
wish  to  learn  more  about  their  pa- 
tients’ weight-loss  surgeiy.  The  en- 
couragement of  a primary  care  phy- 
sician is  valuable  to  a patient 
attempting  to  regulate  his  or  her 
eating  patterns  to  get  the  greatest 
benefit  from  the  surgery. 

The  advantage  to  the  primary  care 
physician  of  knowing  about  a pa- 
tient’s weight-loss  procedure  comes 
when  an  emergency  arises,  whether 
or  not  the  surgery  is  the  causation 
of  the  problem.  This  can  be  im- 
portant, since  in  certain  situations 
it  is  imperative  to  act  quickly  and 
correctly  to  care  for  a patient  who 
has  had  obesity  surgery.  At  the  very 
least,  the  physician  should  know 
how  to  get  in  touch  with  the  sur- 
geon who  did  the  procedure  to  get 
the  benefit  of  his  experience. 


Summary 

Persons  who  are  20  percent  or 
more  over  ideal  weight  have  a 
greatly  increased  risk  of  premature 
death  as  well  as  being  subject  to  a 
range  of  debilitating  diseases.  When 
a person  reaches  100  pounds  or 
more  above  ideal  weight,  he  or  she 
may  become  a potential  candidate 
for  surgery  to  promote  weight  loss 
and  maintenance  of  weight  loss, 
with  its  accompanying  improve- 
ment in  related  medical  problems. 
The  earliest  successful  surgical 
procedure,  jejunoileal  b}q3ass,  is  no 
longer  done  because  better  bari- 
atric surgical  procedures  have  been 
developed.  Gastric  bypass  is  an  ef- 
ficient successful  procedure  for 
producing  extensive  long-term 
weight  loss,  but  it  is  difficult  to  per- 
form and  may  have  a high  rate  of 
complications  in  inexperienced 
hands.  Vertical  banded  gastro- 
plasty appears  to  be  the  safest  pro- 
cedure in  the  variatric  surgeon’s 
repertoire  at  this  time  for  the  man- 
agement of  medical  problems  re- 
lated to  morbid  obesity. 
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457  VERTICAL  BANDED  GASTROPLASTY  PATIENTS  COMPARED  TO 
21  OBESITY  OPERATION  CONVERTED  TO  VBG. 


YEARS 

■ 457  VBG-NO  CONV.  + 21  CONV.  TO  VBG 


Figure  9:  Other  bariatric  procedures  converted  to  vertical  banded  gastroplasty 


(VBG). 
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Neurosurgical  Experience  with 

Nd:Wj  Laser 


Fremont  P.  Wirth,  M.D.,  Edward  F.  Downing,  M.D.,  Cliff  L.  Cannon,  Jr.,  M.D., 

Roy  P.  Baker,  M.D. 


Introduction 

SINCE  THE  INTRODUCTION  of  lasers 
in  1960,  these  devises  have 
been  applied  to  many  areas  of  med- 
icine.’’^ The  argon  laser  has  been 
used  in  ophthalmology,  and  the 
carbon  dioxide  laser  has  been  used 
extensively  by  gynecologists  and 
otolaryngologists.  The  carbon  diox- 
ide laser  has  also  been  employed 
in  neurosurgery  because  of  its  abil- 
ity to  vaporize  tissue  with  precise 
- control.  The  ability  to  vaporize  tis- 
sue and  the  cutting  capabilities  of 
the  carbon  dioxide  laser  have  been 
well  documented.^’"'  Tissue  weld- 
ing has  also  been  described  with 
milliwatt  versions  of  these  lasers.^ 
Use  of  the  Nd:YAG  laser  in  med- 
icine is  a more  recent  development. 
It  has  been  established  as  effective 
in  the  pulmonary,  gastrointestinal, 
and  urologic  surgical  fields.  Expe- 
rience with  the  Nd:YAG  laser  in 
neurosurgery,  however,  is  more 
limited.  We  have  had  the  opportu- 
nity to  participate  in  the  initial  stages 
of  the  evaluation  of  the  Nd:YAG  la- 
ser in  this  country  through  an  in- 
vestigational use  protocol  from  the 


The  capability  of  the 
Nd:YAG  laser  to 
coagulate  tissue 
beneath  the  surface 
offers  theoretical 
advantages  in 
destruction  of  tumor 
attachments  to  the 
skull  base  and  bone 
flaps. 


Food  and  Dmg  Administration.  This 
report  concerns  our  experience 
during  the  past  3'/2  years  and  ex- 
pands upon  that  which  we  have  re- 
ported previously.® 

Characteristics  of  the  Nd:YAG 
Laser  vs.  the  Carbon  Dioxide 
Laser 

The  Nd:YAG  laser  has  a wave 
length  in  the  near  infrared  spec- 
trum, 1.06  microns.  The  energy  of 
the  laser  beam  is  therefore  prefer- 


The  authors  are  with  the  Neurological  Institute  of 
Savannah.  Send  reprint  requests  to  Dr.  Wirth,  #4 
Jackson  Blvd.,  Savannah,  GA  31405. 


entially  absorbed  by  pigmented 
structures,  unlike  the  carbon  diox- 
ide laser.  Vascular  lesions  and  other 
pigmented  tissues,  such  as  tumors, 
absorb  the  Nd:YAG  laser  energy 
which  is  converted  to  heat  in  these 
tissues  producing  coagulation  ne- 
crosis.In  this  manner,  the 
Nd:YAG  laser  acts  as  a volume  co- 
agulator. Whereas  the  carbon  diox- 
ide laser  energy  is  absorbed  on  the 
surface  of  the  tissue,  vaporizing  the 
areas  it  contacts,  the  Nd:YAG  laser 
penetrates  the  tissue  to  a depth  of 
6 to  7 millimeters  causing  coagu- 
lation of  the  tissue.  The  value  of  this 
form  of  laser  energy  has  been  em- 
phasized by  Beck  in  Germany  and 
by  Takeuchi  in  Japan. 

The  availability  of  a fiberoptic 
(flexible)  delivery  system  for  the 
Nd:YAG  laser  is  another  fundamen- 
tal difference  and  potential  advan- 
tage over  the  carbon  dioxide  laser, 
which  at  present  requires  a rigid 
delivery  arm."  Moreover,  the  beam 
of  the  Nd:YAG  laser  is  not  absorbed 
by  colorless  fluid  and  can  therefore 
be  transmitted  through  cerebrospi- 
nal fluid.  The  ability  to  coagulate 
veins  up  to  3 millimeters  in  diam- 
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eter  under  water  is  a definite  ad- 
vantage when  compared  to  the  car- 
bon dioxide  laser.'® 

Materials  and  Methods 

The  Medilas  YAG  laser  (MBB-AT, 
Munich,  Germany)  was  used  under 
investigational  Food  and  Drug 
Administration  permits  at  St.  Jo- 
seph’s Hospital  and  Memorial  Med- 
ical Center  in  Savannah,  Georgia, 
through  the  spring  of  1986.  These 
studies  were  supervised  at  each 
hospital  by  the  respective  investi- 
gational use  committee.  The 
Nd:YAG  laser  was  approved  for  he- 
mostasis in  neurosurgery  in  1986. 

A total  of  46  cases  were  operated 
on  during  this  3'/2-year  period. 
These  are  detailed  in  Tables  1 and 
2.  Standard  operating  exposures 


TABLE  1 — Operations  Using 
Nd:YAG  Laser  1983-86, 
Savannah 


Meningioma 

Basal  10 

Convexity  9 

Cerebellopontine  2 

Subtotal  21 

Glioma 

Glioblastoma  (Recurrent)  3 

Ependymoma  1 

(Recurrent)  2 

Oligodendroglioma 
(Recurrent)  2 

Subtotal  8 

Sella  Tumor 

Pituitary  Adenoma  3 

Cyst  1 

Craniopharyngioma 

(Recurrent)  1 

Subtot^d  5 

Acoustic  Neuroma  1 

Hemangioblastoma  2 

Arteriovenous  Malformation  2 

Metsustasis  2 

Subtotal  7 

TOTAL  41 


were  used  together  with  the  oper- 
ating microscope  where  indicated 
and  other  adjunctive  measures  such 
as  corticosteroids.  The  ultrasonic 
aspirator  (CUSA,  Cavitron  Surgical 
Systems,  Inc.,  Stamford,  CT)  was 
used  in  many  instances  and  was  of 
great  benefit  in  speeding  removal 
of  the  devascularized  tumor.  De- 
tails of  many  of  these  cases  have 
been  reported  previously.® 


TABLE  II  — Operations  on 
Spine  Tumors  Using  Nd:YAG 
Laser,  1983-86,  Savannah 


Extradural 

Metastasis  2 

Chondrosarcoma  1 

Chordoma  _1 

Subtotal  4 

Intradural 

Neurilemmoma  1 

TOTAL  5 


The  laser  was  used  in  the  con- 
tinuous mode.  Power  bursts  of  from 
2-5  seconds  were  applied  through 
various  manually  controlled  focus- 
ing hand  pieces.  The  bayonet- 
shaped, air  cooled  hand  piece 
proved  to  be  the  most  optimal  of 
several  designs  tried.  Power  set- 
tings of  10  to  20  watts  were  ade- 
quate for  most  procedures  and,  in- 
deed, settings  of  5 watts  were 
occasionally  adequate.  Power  set- 
tings of  up  to  60  watts  were  used 
for  tumor  destruction  in  free  bone 
flaps  (the  Medilas  laser,  MBB-AT, 
Munich,  Germany,  delivers  power 
bursts  of  up  to  5 seconds  duration 
and  of  up  to  100  watts). 

Protective  eye  wear  was  worn  at 
all  times  by  all  operating  room  per- 
sonnel, and  the  window  panels  of 
the  operating  room  doors  were  cov- 
ered with  protective  film  or  opaque 
cloth.  A nurse  was  designated  to 
assist  with  operation  of  the  laser  at 
all  times. 

Results 

Three  patients  died  in  the  per- 
ioperative period.  Two  of  these  were 
over  70  years  of  age.  One  with  a 
frontal  lobe  tumor  died  of  a cardiac 
arrhythmia  3 days  postoperatively, 
and  a second  patient  with  known 
severe  cardiac  disease  died  3 weeks 
after  an  otherwise  uneventful  re- 
covery from  removal  of  a large  ol- 
factory groove  meningioma.  The 
third,  a 27-year-old  patient  with  a 
recurrent  foramen  magnum  tumor, 
died  4 days  postoperatively  follow- 
ing her  seventh  craniotomy  for  mul- 
tiple meningiomas  associated  with 
Von  Recklinghausen’s  disease. 
None  of  these  deaths  could  be  at- 
tributed to  the  use  of  the  laser. 

Transient  cranial  nerve  palsies 
were  observed  in  all  four  middle 
fossa  basal  meningiomas  following 


laser  radiation  of  their  attachments 
to  the  skull  base.  Two  patients  had 
transient  worsening  of  preoperative 
deficits  which  subsequently  im- 
proved, and  three  patients  had  de- 
layed development  of  facial  weak- 
ness ipsilateral  to  tumor  removal. 
These  changes,  which  appeared  on 
the  4th  and  7th  postoperative  days, 
cleared  completely  by  the  21st  day. 

Nd:YAG  laser  radiation  was  par- 
ticularly effective  in  meningiomas 
in  decreasing  blood  loss.  These  ob- 
servations have  been  made  by  oth- 
ers as  well.'*’ Transfusion  in 
this  series  was  rarely  necessary  de- 
spite the  removal  of  several  highly 
vascular  meningiomas  of  greater 
than  100  ccs  volume,  where  blood 
loss  requiring  replacement  might 
otherwise  have  been  expected.  This 
hemostatic  effect  was  also  noted  in 
the  two  hemangioblastomas  surgi- 
cally removed.  For  the  gliomas  en- 
countered, hemostasis  provided  by 
the  laser  was  of  less  benefit  and  in 
general  hemostasis  from  these  tu- 
mors is  less  of  a problem.  The  abil- 
ity of  the  Nd:YAG  laser  to  coagulate 
the  dura  of  the  sella  floor  prior  to 
transphenoidal  surgery  was  also 
useful  but  not  essential  to  this  sur- 
gical approach.  The  laser  was  not 
used  on  the  intrasellar  contents. 

In  the  spine,  as  intracranially,  the 
Nd:YAG  laser  was  of  unique  benefit 
in  the  control  of  hemorrhage  from 
vascular  lesions  such  as  metas- 
tases,  where  hemostasis  is  fre- 
quently a problem.  Despite  two 
highly  vascular  tumors,  one  an  un- 
differentiated carcinoma  and  an- 
other a thyroid  carcinoma,  blood 
transfusion  was  avoided,  and 
bleeding  from  bony  metastases  was 
well  controlled  with  the  laser. 


The  NdiYAG  laser 
causes  heating  of  a 
much  greater  volume 
of  tissue  than  the 
carbon  dioxide  laser. 


The  capability  of  the  Nd:YAG  la- 
ser to  coagulate  tissue  beneath  the 
surface  offers  theoretical  advan- 
tages in  destruction  of  tumor  at- 
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tachments  to  the  skull  base  and 
bone  flaps.  Of  10  basal  menin- 
giomas where  the  laser  was  used 
to  irradiate  tumor  attachments,  re- 
currences are  known  to  have  oc- 
curred in  two  cases  14  months 
postoperatively.  Follow  up  of  five  of 
the  remaining  eight  cases  after  2 
years  has  shown  no  sign  of  recur- 
rence. Destruction  of  tumor  attach- 
ments to  free  bone  flaps  is  possible 
with  high  power  settings  without 
concern  for  injury  of  adjacent  struc- 
tures. This  does  appear  to  be  effec- 
tive in  destroying  residual  tumor. 
No  recurrences  have  been  seen  in 
any  of  these  five  cases. 

Follow-up  in  this  series  of  46  pa- 
tients has  averaged  just  under  23 
months,  range  1 to  38  months.  No 
unanticipated  side  effects  of  the 
Nd:YAG  laser  were  encountered. 
Because  of  the  penetrating  ability 
of  this  laser,  great  caution  must  be 
exercised  when  it  is  used  adjacent 
to  vital  structures.  It  causes  heating 
of  a much  greater  volume  of  tissue 
than  the  carbon  dioxide  laser,  and 
we  have  documented  electrophys- 
iologic  changes  in  tissue  adjacent 
to  tumor  during  irradiation.''’  This 
limits  the  use  of  the  Nd:YAG  laser 
in  critical  areas,  such  as  the  spinal 
cord,  and  adjacent  to  critical  struc- 
tures of  the  base  of  the  brain,  such 
as  the  optic  and  selected  other  cra- 
nial nerves. 

It  is  essential  that  operating  sur- 
geons be  capable  of  appreciating 
the  three  dimensional  effects  of  the 
laser  beneath  the  visible  surface  of 
the  operating  field  if  they  are  to  use 
this  device  with  safety.  Other  risks, 
such  as  tissue  explosion  from  the 
Nd:YAG  laser,  must  also  be  consid- 
ered and  have  been  reported  by 
others. We  believe  these  can  be 
avoided  by  careful  use  of  the  laser 
with  low  wattage  settings  and  more 
abbreviated  power  bursts  of  5 sec- 
onds or  less.  We  have  not  experi- 
enced these  unfortunate  changes  in 
our  patients. 

Conclusions 

The  Nd:YAG  laser  provides  the 
neurosurgeon  with  an  additional 
tool  for  control  of  hemostasis  from 


The  ability  to  deliver 
the  Nd:YAG  laser 
beam  under  water  or 
cerebrospinal  fluid 
offers  the  prospect  of 
endoscopic  surgical 
uses  which  have  not  as 
yet  been  perfected. 


vascular  tumors.  Acting  as  a vol- 
ume coagulator,  this  device  not  only 
devascularizes  tumors  but  also 
shrinks  them,  making  removal  eas- 
ier and  relatively  bloodless.  The 
availability  of  fiberoptic  delivery 
systems  also  simplifies  the  use  of 
the  device  relative  to  other  lasers. 
The  penetrating  ability  of  this  laser, 
which  provides  its  unique  hemo- 
static properties,  is  also  cause  for 
caution,  and  necessitates  restric- 
tion of  the  use  of  this  device  to  sur- 
geons experienced  with  its  prop- 
erties because  of  the  potential  to 
damage  adjacent,  normal  struc- 
tures. Future  applications  of  the 
Nd:YAG  laser  are  many.  While  this 
laser  is  not  presently  known  to  be 
effective  in  prolonging  survival  from 
malignant  brain  tumors,  the  use  of 
this  laser,  together  with  appropriate 
photosensitizing  compounds,  may 
allow  for  selective  tumor  cell  de- 
struction. The  ability  to  deliver  the 
Nd:YAG  laser  beam  under  water  or 
cerebrospinal  fluid  offers  the  pros- 
pect of  endoscopic  surgical  uses 
which  have  not  as  yet  been  per- 
fected. Milliwatt  Nd:YAG  lasers  may 
also  allow  tissue  welding  and  much 
wider  application  to  vascular  prob- 
lems in  the  future. 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


BUILDING  922,  NORTH  END 
FORT  GILLEM 

FOREST  PARK,  GA  30050-5000 
(404)  362-3374 


( 


I 

■m 

I 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  AUYOU  CAN  BE. 
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Science  and  Serendipity:  The 
Morphology  of  the  Conduction 
System  and  Surgery  for 
Sup'aventricular  /irhythmia 

Will  C.  Sealy,  M.D. 


Introduction  By  Serendipity 

SOME  YEARS  AGO  when  1 became 
interested  in  cardiac  arrhyth- 
mia surgery,  I soon  found  that  1 had 
to  get  closely  acquainted  with  the 
morphology  of  the  cardiac  conduc- 
tion system,  if  I expected  to  avoid 
injuring  it  or  wanted  to  alter  it.  Dur- 
ing this  search,  I was  impressed  that 
many  of  the  important  discoveries 
were  made  while  the  investigators 
were  searching  for  something  else. 
The  word  for  these  happy  events  is 
serendipity.  Since  I now  have  more 
time  for  fun  things,  I looked  up  the 
derivation  of  this  odd  term,  which 
in  Webster’s  Ninth  New  Collegiate 
Dictionary  is  defined  as:  “the  gift  of 
finding  valuable  and  agreeable 
things  not  sought  for.”  The  word  is 
frequently  used  as  a dignified  sub- 
stitute for  the  term  luck.  Horace 
Walpole,  who  in  1747  introduced 
“serendipity”  into  the  language,  in- 
cluded something  else.  His  source 
was  the  Persian  fairy  tale  of  The 
Three  Princes  of  Serendip.'  Wal- 
pole’s account  is  as  follows:  “As  the 
princes  travelled,  they  were  always 
making  discoveries  by  accident  and 


An  interesting 
historic  review  of 
experiments  that 
revealed,  often 
serendipitously,  the 
morphology  of  the 
conduction  system  and 
how  these  have 
influenced  surgery  for 
supraventricular 
arrhythmia. 


sagacity  of  things  which  they  were 
not  in  quest  of.”  The  key  word  and 
difference  here  with  Webster  is  sa- 
gacity. Some  have  suggested  that 
there  are  individuals  who  are 
blessed  with  this  faculty,  the  good 
luck  of  finding  unexpected  treas- 
ures. 


Dr.  Sealy  is  Professor  Emeritus  of  Thoracic  Surgery, 
Duke  University,  Durham,  North  Carolina;  a Con- 
sultant for  the  Sanger  Clinic  in  Charlotte,  North 
Carolina;  and  Professor  of  Surgery,  Mercer  Uni- 
versity School  of  Medicine,  and  the  Medical  Center 
of  Central  Georgia.  This  paper  was  presented  in 
part  before  The  Southeastern  Pediatric  Cardiology 
Society,  September,  1988,  in  Charleston,  South 
Carolina. 


In  writing  about  arrhythmias,  1 feel 
humble,  for  1 am  a practical  mor- 
phologist, not  an  electrophysiolo- 
gist, thus  my  interest  in  the  surgical 
anatomy  of  the  conduction  system. 
Let’s  begin  by  looking  back.  Carl 
Wiggers^  quoted  B.  G.  Niebuhr,  who 
stated  quite  well  what  fun  it  is  to 
check  on  history:  “He  who  calls  the 
departed  ages  back  again  into  being 
enjoys  a bliss  like  that  of  creating.” 
This  is  the  happy  approach  to  his- 
tory rather  than  that  usually  attrib- 
uted to  Santayana,  which  poses  the 
threat  of  dire  consequences,  if  one 
does  not  heed  history’s  lesson. 

An  Historic  View  of  the 
Anatomy  of  the  Conduction 
System 

In  understanding  the  morphol- 
ogy of  the  conduction  system,  two 
early  experiments  stand  out.  They 
could  be  called  surgical  experi- 
ments. Both  were  designed  to  prove 
that  impulse  conduction  from 
atrium  to  ventricle  was  neurogenic. 
The  first  investigator,  Walter  H. 
Gaskell,  of  the  famous  Cambridge 
School  of  Physiology,  was  one  of 
many  scientists  at  that  time  study- 
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Figure  1 — Kent  bundle  causes  two  types  of  tachycardia.  On  the  left  is 
shown  the  pathways  involved  in  the  reentry  supraventricular  tachycar- 
dia. It  is  started  by  an  extra  atrial  beat.  The  atrial  impulse  enters  the 
atrium  by  theAV node.  This  changes  the  QRS  to  normal  and  is  sometimes 
called  narrow  QRS  tachycardia.  To  complete  the  circus  movement,  the 
impulse  enters  the  atrium  by  a now  excitable  Kent  bundle. 

On  the  right,  the  effect  of  atrial  flutter  is  diagramatically  shown.  Had 
not  a pathway  been  present,  many  of  the  impulses  would  have  been 
rejected  in  the  AV  node.  With  a Kent  bundle  that  has  a short  refractory 
period,  the  impulses  go  one-to-one  to  the  ventricle  leading  to  a malig- 
nant ventricular  arrhythmia. 


ing  the  autonomic  nervous  system. 
He  noted  in  1883^  that  atrioventric- 
ular conduction  in  the  turtle  con- 
tinued after  nerve  ablation.  Con- 
duction occurred  through  the 
myocardium,  which  in  this  specie 
is  continuous  from  the  atrium  to  the 
ventricle.  In  other  experiments,  he 
interrupted  in  stages  the  connec- 
tion between  the  proximal  and  dis- 
tal atrium.  When  stimuli  were  ap- 
plied proximal  to  the  cut  and  the 
division  progressively  increased,  the 
response  in  the  distal  atrium 


changed  from  a one-to-one  to  a two- 
to-one,  and  eventually  to  a three-to- 
one.  Could  this  be  a model  for  an 
operation  to  inhibit  AV  nodal  con- 
duction in  patients  who  have  what 
is  called  enhanced  AV  nodal  con- 
duction rather  than  producing  heart 
block  as  is  now  done? 

The  next  beneficiary  of  serendip- 
ity, Wilhelm  His,  Jr.,  was  reared  in 
an  environment  conducive  to  study 
and  research.  His  father  is  num- 
bered among  the  great  embryolo- 
gists of  all  time.  The  younger  His 


was  also  interested  in  the  auto- 
nomic innervation  of  the  heart.  Nat- 
urally, of  course,  he  did  his  first 
studies  in  1892  on  the  chick  em- 
bryo. He  was  surprised  to  find  that 
atrioventricular  (AV)  conduction 
developed  before  the  innervation  of 
the  heart  occurred  Wondering 
that  if  nerves  did  not,  what  did,  he 
then  discovered  a small  bundle  of 
myocardial  tissue  that  connected 
the  atrium  to  the  ventricle.  In  a 
search  for  further  proof  that  this  my- 
ocardial bundle  was  indeed  the 
atrioventricular  conduction  system, 
he  made  21  attempts  to  divide  it  in 
the  rabbit.  He  was  successful  in  two, 
a feat  that  1 have  found  hard  to  do 
by  incision. 

Albert  Francis  Stanley  Kent,  a 
Doctor  of  Science,  was  a contem- 
porary of  Wilhelm  His,  Jr.  He  was 
really  the  first  to  prove  that  AV  con- 
duction in  the  mammal  was  my- 
ogenic.®-^ He  must  have  tried  to 
make  his  mammal  model  fit  the  tur- 
tle model  described  by  Gaskell,  for 
he  described  more  than  one  normal 
myocardial  AV  connection.  Maybe 
Kent  belonged  to  that  error-prone 
group  that  is  the  opposite  of  those 
blessed  with  serendipity.  Kent’s 
place  in  history  is  now  permanent 
as  an  eponym.  Kent  bundle  is  syn- 
onymous with  anomalous  atrioven- 
tricular pathway.  In  recent  years, 
both  interesting  and  heated  discus- 
sions have  occurred  concerning  the 
fairness  of  establishing  his  figura- 
tive cenotaph,  which  an  eponym 
really  is,  on  the  basis  of  an  error. 

Another  morphologist  and  pa- 
thologist, Suna  Tawara,  of  Japan, 
began  his  Western  studies  early  in 
this  century  with  the  famous  Ger- 
man pathologist,  Aschoff.  Tawara 
was  given  the  task  of  examining  the 
hearts  of  patients  who  died  from 
diphtheria.  In  this  study,  he  con- 
firmed that  a His  bundle  was  in  fact 
present,  but  was  only  a part  of  the 
atrioventricular  conduction  system. 
This  began  as  a club-shaped  struc- 
ture in  the  atrial  septum.®-®  It  then 
extended,  by  well  demarcated  fi- 
bers, through  the  posterior  aspect 
of  the  central  fibrous  body  to  the 
endocardium  of  both  ventricles.  He 
and  his  mentor,  Aschoff,  did  not 
become  so  taken  with  diphtherial 
heart  disease  that  they  didn’t  ap- 
preciate the  significance  of  the  AV 
node.  This  fits  Walpole’s  definition 
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of  serendipity,  luck  plus  sagacity. 

One  of  my  favorite  studies  was 
that  of  Arthur  Keith,  who 
along  with  Martin  Flack,  a neighbor 
and  medical  student,  found  the  SA 
node.'®  Although  Keith  had  exten- 
sive anatomic  experience  with 
hearts,  he  had  trouble  confirming 
that  Tawara  and  Aschoff  had  found 
a separate  structure  that  we  now 
know  as  the  AV  node.  In  a contin- 
uation of  experiments  to  confirm 
Tawara’s  work,  he  and  Flack  looked 
for  the  AV  node  in  a variety  of  an- 
imals and  found,  by  serendipity,  the 
SA  node.  The  following  is  an  ex- 
cerpt from  Keith’s  account  of  this 
discovery: 

“In  the  long  vacation  of  1906, 
Flack  and  1 turned  my  study  at  Bred- 
gar  into  a laboratory  — microtome, 
oven,  microscopes;  we  had  a vast 
store  of  human  hearts  and  were 
trapping  moles,  rats,  mice,  and 
hedgehogs  with  the  intention  of  ver- 
ifying and  extending  Tawara’s  dis- 
coveries of  their  hearts.  1 remember 
well  one  very  hot  day,  late  in  the 
summer  of  1906,  my  wife  and  1 going 
out  on  our  bicycles  leaving  Martin 
running  serial  sections  of  a mole’s 
heart.  On  returning,  he  bade  me 
look  through  a microscope  at  a 
strange  structure  he  had  found  at 
the  junction  of  the  superior  cava 
with  the  right  auricle.  The  structure 
was  muscular  but  quite  different 
from  the  musculature  round  about. 
1 remember  the  body  1 had  seen  in 
the  MacKenzie  hearts;  we  set  to 
work  and  found  it  at  the  same  site 
in  all  the  mammalian  hearts  at  our 
disposal.  In  structure  it  resembled 
the  node  of  Tawara;  hence,  we  in- 
ferred it  to  be  the  site  at  which  the 
cardiac  rhythm  was  normally  initi- 
ated.’’” 

Unfortunately,  there  are  prob- 
lems with  the  surgical  morphology 
that  may  require  the  assistance  of 
serendipity  to  solve.  In  the  atrial 
myocardium  outside  the  nodes  of 
Keith  and  Flack  and  Tawara,  excit- 
ing events  occur  in  what  appears 
under  the  microscope  to  be  ordi- 
nary working  myocardium.  For  ex- 
ample, the  preferential  pathways  of 
conduction  from  the  SA  node  to  the 
AV  node  assume  this  role  only  by 
virtue  of  their  mass.  Pacemakers 
capable  of  controlling  the  heart 


beat,  when  the  SA  node  does  not 
function,  are  in  working  myocar- 
dium in  the  region  of  the  coronary 
sinus.  There  are  two  separate  path- 
ways in  the  AV  node  and  its  ap- 
proaches, only  identifiable  by  elec- 
trophysiologic  means,  but  which 
can  be  the  routes  of  reentry. 


More  Modem  Surgical 
Approaches 

In  emphasizing  the  anatomy  of 
the  conduction  system,  1 have  failed 
to  mention  the  mechanism  of 
supraventricular  arrhythmias  that 
the  surgeon  can  help  by  an  oper- 
ation. There  are  two  clinical  types, 
with  a third,  atrial  fibrillation  and 
flutter,  that  is  hard  to  define.  Reen- 
try atrial  tachycaradia  requires  two 
pathways  connected  at  each  end, 
but  with  different  electrophysio- 
logic  characteristics  (Figure  1).  The 
classic  example  is  that  associated 
with  WPW.  An  extra  atrial  beat  usu- 
ally finds  the  Kent  bundle  refrac- 
tory, while  the  AV  node  and  bundle 
are  excitable.  Passage  through  the 
AV  node  is  slow,  and  when  the  im- 
pulse arrives  at  the  ventricular  end 
of  the  Kent  bundle,  it  is  now  excit- 
able. Reentry  in  the  atrium  occurs, 
causing  a circus  movement.  Reen- 
try tachycardias  can  be  induced  and 
reverted  by  programmed  stimula- 
tion. The  latter  is  a part  of  the  pre- 
operative electrophysiologic  study. 

Automatic  or  focal  atrial  tachy- 
cardia occurs  when  cells  other  than 
those  of  the  SA  node  fire  at  a faster 
rate  than  the  node  and  take  over 
control  of  the  heart’s  rhythm.  When 
the  tachycardia  starts,  the  rate  in- 
creases for  the  first  few  beats.  When 
the  tachycardia  stops,  there  is  a 
pause  as  a new  pacemaker  takes 
over.  Programmed  stimulation  will 
neither  induce  nor  revert  the  tach- 
ycardia. It  is  thought  that  automatic 
tachycardia  occurs  when  there  is 
either  a severe  metabolic  problem 
or  myocarditis.  In  automatic  atrial 
tachycardia,  the  surgeon  has  shown 
that  many  patients  have  a single  site 
of  origin  that  can  be  excised,  ex- 
cluded, or  ablated.  A few  months 
ago,  1 found  more  than  50  reported 
examples  distributed  about  both 
atria. 


Atrial  fibrillation-flutter  is  a 
common  arrhythmia  prob- 
lem that  does  not  fit  any  of  the 
above.  Surgical  treatment  is  pallia- 
tive and  drastic,  requiring  the  pro- 
duction of  heart  block.  The  indi- 
cations for  operation  are  an 
uncontrollable  fast  irregular  ven- 
tricular response  causing  low  car- 
diac output.  For  the  uncontrollable 
situation  to  occur,  the  AV  node  has 
to  have  enhanced  conduction  char- 
acteristics. In  years  past,  other  atrial 
tachycardias  were  treated  this  way. 
1 have  had  experience  with  more 
than  50  open  ablations  through  the 
open  heart,  mostly  because  of  fi- 
brillation-flutter, almost  all  by  de- 
struction of  the  AV  node  with 
cryothermia.’^  Now  catheter  sur- 
geons report  hundreds  of  patients 
who  have  ablation  with  a catheter 
electrode  connected  to  a defibril- 
lator, achieving  90%  success. 

Let  me  give  a personal  example 
of  failure  to  take  advantage  of  luck, 
and  thus  elevating  it  to  the  level  of 
serendipity.  A patient  with  uncon- 
trollable AV  nodal  reentry  tachy- 
cardia needed  His  bundle  inter- 
ruption. Reentry  in  AV  nodal 
tachycardia  is  over  two  physiolog- 
ically distinct,  but  not  recognizable 
morphologic  pathways  in  the  AV 
node  and  its  approaches.  Efforts 
through  the  open  right  atrium  to  in- 
terrupt conduction  by  cryothermia 
failed.  1 was  called  to  the  operating 
room  to  produce  heart  block  by  an 
incision  1 had  developed  in  the  lab- 
oratory. As  the  first  step  in  dividing 
the  AV  node  from  the  His  bundle, 
part  of  the  atrial  septum  was  di- 
vided. The  AV  nodal  reentry  was 
interrupted,  and  normal  AV  con- 
duction continued.  Another  step 
that  was  important  but  not  appre- 
ciated had  already  been  done.  The 
superior  approaches  to  the  node 
and  the  right  atrial  component  of 
the  atrial  septum  had  been  exten- 
sively damaged  by  the  cryothermia. 
This  patient’s  tachycardia  was 
cured,  as  confirmed  by  an  electro- 
physiologic  study  4 years  later.'®  If 
ever  there  was  an  opportunity  to  up- 
grade luck  to  serendipity,  this  was 
it.  Some  8 years  later,  two  saga- 
cious doctors  in  Australia  applied 
the  same  essentials  to  a large  num- 
ber of  patients  and  proved  it  to  be 
a useful  operation.''' 


MARCH  1989,  Vol.  78 


149 


[ 


WPW 

3elta  Wave 


Short  PR 

Normal  PJ 


gure  2 — This  tracing  represents  the  changes  that  occur  in  the  ECG 
ith  an  accessory  pathway  of  conduction  or  Kent  bundle.  Since  the 
rial  impulse,  shown  by  theP-wave,  avoids  the  AV node  and  bundle, 
arrives  at  the  ventricle  early.  This  is  described  as  a short  PR  interval, 
hen  the  impulse  reaches  the  ventricle,  it  causes  a slurring  of  the 
wave.  This  notch  on  the  upstroke  is  called  a Delta  wave.  The  QRS 
wider  than  normal.  The  time  lapse  from  P to  J is  normal.  This  is 
eexcitation,  which  means  ventricular  excitation  before  the  impulse 
rives  by  the  His  bundle. 


Dr.  Paul  White,  of  Boston,  and 
his  colleagues  reported  in  1928  on 
a group  of  young  people  with  short 
PR  intervals  and  wide  QRS  com- 
plexes; who  had  episodes  of  tach- 
ycardia (Figure  2).’^  They  were  at  a 
loss  to  explain  exactly  why  this  pe- 
culiar syndrome,  now  named  for 
them,  occurred.  Nearly  10  years 
later.  Doctors  Francis  Wood  and 
Charles  Wolferth  of  Philadelphia 
had  a patient  with  the  syndrome 
who  died  during  an  episode  of  arth- 
ythmia.’®  They  analyzed  this  prob- 
lem very  carefully.  In  looking  for  an 
explanation,  they  remembered  Al- 
bert Francis  Stanley  Kent’s  papers, 
which  erroneously  described  more 
than  one  normal  AV  myocardial 
connection.  They  postulated  that 
two  pathways,  the  Kent  bundle  and 
His  bundle,  would  explain  the 
mechanism  for  a reentry  tachycar- 
dia, as  well  as  the  short  PR  interval 


and  the  Delta  wave.  They  did  serial 
microscopic  sections  on  the  right 
free  wall  of  the  heart,  the  place  that 
Kent  described  a second  connec- 
tion in  man.  Here,  they  found  the 
bundle.'^  Although  lucky,  unques- 
tionably, they  were  sagacious. 
Preexcitation,  as  well  as  reentry 
could  only  be  explained  by  two  atri- 
oventricular pathways. 

My  experience  with  WPW  be- 
gan 20  years  ago  when  a 
fisherman  from  the  North  Carolina 
coast  was  admitted  to  Duke  Hos- 
pital with  a refractory  supraventric- 
ular tachycardia  due  to  an  acces- 
sory pathway.'®  Because  of  previous 
studies  of  activation  sequences  of 
the  myocardial  surface  done  in  the 
operating  room,  my  colleagues  and 
1 were  ready  to  locate  the  accessory 
pathway  of  AV  conduction,  the  Kent 
bundle.  It  was  found,  and  inter- 
rupted, on  the  right  free  wall  just 
where  Wood  found  the  first  one  and 


Figure  3 — This  shows  a horizontal  section  through  the  heart  just  aboi\ 
the  two  AV  valves,  which  depicts  the  various  locations  of  Kent  bundle 
AS  is  anterior  septal;  the  posterior  septal  (PS)  includes  the  membranou 
ventricular  septum  shown  as  the  small  white  ellipse.  The  left  free  wc 
(LFW)  extends  from  the  muscular  ventricular  septum  posteriorly  to  ti, 
left  fibrous  trigone  anteriorly.  Note  there  are  no  pathways  where  th, 
mitral  annulus  and  aortic  annulus  abut  each  other.  The  right  free  wc 
(RFW)  begins  arbitrarily  where  right  coronary  artery  enters  the  sulci' 
and  extends  to  muscular  ventricular  septum  posteriorly. 
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where  Kent  thought  normal  path- 
ways existed.  My  experience  with 
this  operation  has  grown  to  nearly 
400  patients. 

Kent  bundles  are  minute  and  are 
not  grossly  visible  or  palpable  as 
they  cross  from  atrium  to  ventricle. 
Their  width  may  be  a millimeter  or 
less.  There  may  be  more  than  one 
pathway,  up  to  three  in  my  expe- 
rience. They  can  be  anywhere  that 
atrium  and  ventricle  abut  each 
other.  1 devised  a practical  classi- 
fication which  is  now  generally 
used.  Pathways  can  be  in  the  right 
free  wall,  left  free  wall,  anterior  sep- 
tal, or  posterior  septal  areas  (Figure 
3). 

Pathways  may  have  different 
physiologic  properties.  Some  path- 
ways will  only  conduct  from  ven- 
tricle to  atrium,  causing  frequent 
episodes  of  reentry  tachycardia. 
After  AV  nodal  reentry,  this  is  the 
second  cause  of  supraventricular 
reentry  tachycardia.  The  ECG  be- 
tween episodes  of  tachycardia  will 
be  normal.  Rarely,  a pathway  will 
only  conduct  antegrade,  in  which 
case  it  will  be  the  unlikely  partici- 
pate in  reentry,  but  can  cause  a 
more  dreaded  problem  just  as  can 
a pathway  with  both  antegrade  and 
retrograde  capacity  (Figure  2) . If  the 
antegrade  function  of  a pathway  has 
short  effective  refractory  period,  that 
is,  it  recovers  its  excitability  early, 
then  this  pathway  may  conduct  a 
fast  atrial  rate,  such  as  atrial  fibril- 
lation-flutter, one-to-one  to  ventri- 
cle. This  causes  what  is,  in  fact,  a 
malignant  ventricular  arrhythmia. 
That  can  degenerate  to  ventricular 
fibrillation.  In  my  experience,  25% 
of  patients  had  to  be  operated  upon 
because  of  this  problem.  The  other 
reason  for  operation  was  frequent 
episodes  of  refractory  reentry  tach- 
ycardia. Young  people,  in  particu- 
lar, who  need  constant  medication 
should  have  the  operation. 

Before  operating,  however,  an 
extensive  preoperative  electrophys- 
iologic  study  is  needed  to  find  the 
pathway,  to  make  sure  it  causes  the 
tachycardia,  and  to  determine  if  it 
has  a lethal  potential.'^ 

Operations  for  WPW  are  de- 
signed to  interrupt  the  acces- 
sory pathway,  which  is  one  arm  of 
the  reentry  circuit.  To  find  it,  sur- 
face maps  of  the  activation  se- 
quences of  the  ventricles  are  made 


Figure  4 — This  shows  a vertical  section  of  the  left  free  wall  made 
through  atrium,  coronary  sulcus,  and  ventricle.  The  mitral  valve  is  shown 
attached  to  the  annulus  fibrosus  to  the  left.  The  dotted  line  to  the  right 
shows  Kent  bundle  arising  from  the  atrial  muscle  that  surrounds  the 
coronary  sinus.  The  latter  is  located  superiorly  and  to  the  right.  This 
pathway  and  middle  one,  arising  from  the  atrium  courses  through  the 
sulcus  fat  to  the  ventricle.  The  third  one  hugs  the  annulus  of  the  mitral 
valve  on  its  way  to  the  ventricle. 
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Figure  5 — This  depicts  the  operation  for  a left  free  wall  pathway.  The 
open  left  atrium  is  shown  above  and  to  the  left.  A suture  is  shown 
piercing  the  atrium  at  the  pathway's  crossing  point.  The  dotted  line 
shows  the  intended  atrial  endocardial  incision  on  A.  The  sulcus  fat  is 
separated  from  the  summit  of  ventricle  and  mitral  annulus.  In  the  lower 
left,  the  superficial  ventricular  fibers  are  teased  away  from  the  annulus. 
In  B,  the  extent  of  the  dissection  is  shown.  These  maneuvers  divide  all 
possible  pathway  crossings. 


during  atrial  pacing,  with  an  elec- 
trode placed  close  to  the  atrial  side 
of  the  pathway.  The  crossing  point 
to  the  ventricle  causes  the  earliest 
area  of  the  ventricular  activation. 
To  confirm  the  site  of  the  atrial  end 
of  the  pathway,  ventricular  pacing 
can  be  done  and  activation  times 
of  the  atrium  at  the  coronary  sulcus 
measured.  A still  better  way  is  to 
induce  the  reentry  tachycardia  by 
programmed  stimulation  and  make 
the  same  measurement,  for  the  im- 
pulse usually  travels  down  the  His 
bundle  and  returns  to  the  atria  by 
the  Kent  bundle. 

The  operation  for  a left  free  wall 
pathway  illustrates  a typical  pro- 
cedure done  with  cardiopulmonary 
bypass  and  cardioplegia.^^  After  lo- 
calization of  the  pathway  by  maps, 
the  surgeon  has  to  be  aware  of  the 
routes  they  take  from  atrium  to  ven- 
tricle. Figure  4 shows  the  left  free 
wall  pathway  routes  in  this  area  of 
the  heart.  The  left  atrium  is  opened 


just  as  for  mitral  valve  operations. 
An  incision  is  then  made  in  the  left 
atrial  endocardium  just  above  the 
annulus  of  the  mitral  valve;  second, 
the  coronary  sulcus  fat  is  separated 
from  the  annulus  and  ventricular 
summit;  and  third  the  superficial 
ventricular  fibers  are  divided  where 
they  insert  into  the  annulus  (Figure 
5). 

The  pathways  in  the  anterior  and 
posterior  septal  areas^’'^^  are 
the  most  challenging  of  all  to  the 
surgeon.  This  is  because  of  the  large 
number  of  possible  crossing  points 
from  atrium  to  ventricle,  as  well  as 
the  proximity  of  some  of  the  path- 
ways to  the  normal  conduction  sys- 
tem. The  AV  node  is  located  within 
the  easily  identifiable  atrial  septum, 
not  the  right  atrium.  After  the  AV 
bundle  emerges  from  the  septum, 
it  penetrates  the  membranous  ven- 
tricular septum.  Thus,  if  the  sur- 
geon is  very  careful  to  identify  the 


atrial  septum  and  to  follow  it  to  its 
insertion  into  the  central  fibrous 
body,  the  operator  will  always  know 
where  the  AV  node  is  located.  Ac- 
tually, there  is  no  reason  for  the 
surgeon  to  damage  the  AV  node 
either  in  operation  on  the  anterior 
septal  or  posterior  septal  locations. 
The  operator  must  clearly  identify 
the  atrial  septum  and  membranous 
ventricular  septum’s  extension  into 
the  right  atrium.  In  the  anterior  sep- 
tal area,  the  AV  node  and  the  His 
bundle  are  enclosed  within  the 
membranous  ventricular  septum. 
Pathways  coursing  adjacent  ante- 
rior aspect  of  the  membranous  sep- 
tum can  be  safely  divided.  Space 
does  not  permit  further  detailed  de- 
scription of  operations  and  the  sur- 
gical anatomy  associated  with  the 
Kent  bundles  in  this  or  other  lo- 
cations. 

After  division  of  the  pathway, 
success  is  shown  by  absence  of 
preexcitation.  To  confirm  this,  atrial 
and  then  ventricular  pacing  are 
done  at  increasing  rates  until  the 
Wenckebach  periodicity  occurs, 
showing  that  AV  conduction  is  now 
only  by  the  AV  Node  and  His  bun- 
dle. 


Summary  By  Serendipity 

So  by  a serendipitous  event,  the 
division  of  an  accessory  pathway  in 
a fisherman  with  a fast  pulse,  set 
in  motion  a whole  series  of  re- 
warding anatomic  studies  that  were 
applied  to  patients  with  a bizarre 
and  unusual  cause  of  supraventric- 
ular tachycardia  — a Kent  bundle, 
or  more  properly,  an  accessory 
pathway.  Arrhythmia  surgery  has 
now  been  expanded  to  include 
other  kinds  of  supraventricular  ar- 
rhythmias. These  are  automatic  and 
AV  nodal  reentiy.  Even  atrial  fibril- 
lation and  flutter  are  amendable  to 
palliation  by  a drastic  surgical  op- 
eration now  performed  with  a cath- 
eter. 

Szent-Gyorgyi’s  remark  offers  a 
fitting  conclusion,  then,  to  this  mor- 
phologic discussion:  “There  is  no 
real  difference  between  structure 
and  function.  They  are  two  sides  of 
the  same  coin.  If  structure  does  not 
tell  us  anything  about  function,  it 
means  that  we  have  not  looked  at 
it  correctly.”--* 
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No  Longer  a Gray  Area 

Twenty  years  ago,  a gray  area  of  uncertainty  clouded  the 
stroke  survivor’s  future.  But  today  the  path  to  stroke 
recovery  is  brighter  than  ever. 

For  many  stroke  victims,  early,  comprehensive  rehabilita- 
tion is  making  the  difference  between  self-sufficiency  and  a 
life  of  dependence.  In  fact,  the  National  Stroke  Associa- 
tion recommends  a physical  rehabilitation  hospital  as  the 
“preferred  next  step  for  most  stroke  survivors”  following 
the  general  hospital  stay. 

And  now,  with  the  opening  of  Walton  Rehabilitation 
Hospital  in  Augusta,  Georgia,  the  next  step  is  more  ac- 
cessible than  ever  before.  Our  multidisciplinary  team  will 
help  return  your  patient  to  an  independent  lifestyle. 

Whether  for  stroke,  head  injury,  chronic  pain  or  another 
disabling  illness  or  injury,  call  Walton  Rehabilitation 
Hospital  at  404/823-8519. 

1355  Independence  Drive  • Augusta,  Georgia  30901-1037  • 404/724-7746 


Wmton 

Rehabilitation 

Hospital 


Sponsored  by  St.  Joseph  Center  for  Life  Inc. 
and  University  Health  Services  Inc. 
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THE  LIGHT. 


It  is  the  light  of  the  laser.  And  the  miracle  it  is  performing  in  the  medical  world. 

At  DeKalb  General,  this  remarkable  tool  has  taken  the  form  of  Laser  Litho- 
trlpsy  an  alternative  to  percutaneous  or  transurethral  lithotripsy  procedures  to 
fragment  stones  in  the  middle  and  upper  ureter.  The  major  advantage  to  the 
procedure  is  the  reduced  risk  of  damage  to  the  ureteral  wall.  The  procedure 
itself  delivers  a pulsating  laser  beam  through  a microscopic,  flexible  fiber  direcdy 
to  the  stone.  It  can  be  viewed  through  a miniaturized  scope.  Often,  it  can  be 

administered  on  an  out- 
patient basis.  Laser  lithotripsy 
may  be  utilized  on  most 
stones  in  any  part  of  the 
urinary  tract.  Or  it  may  be 
used  to  complement  what 
will  be  another  new  addition 
at  DeKalb  General  in  June, 
Extra-Gorporeal  Shock  ^ve 
Lithotripsy  (ESWL).  which 
uses  externally  generated 
shock  waves  on  the  stone 
to  fragment  it.  Shock  wave  lithotripsy  significandy  more  cosdy  than  laser,  is 
best  limited  to  stones  occurring  in  the  Icidney  or  upper  third  of  the  urinary  tract. 
With  the  emphasis  on  outpatient,  DeKalb  General  offers  the  GO2  Laser  Surgery 
which  seals  lymphatics  and  nerve  endings  as  it  cuts,  reducing  post-operative 
edema,  pain,  bleeding,  and  surgical  time.  At  DeKalb  General,  GO2  procedures 
are  used  mainly  for  GYN,  urology  and  general  surgery  On  a more  general  basis, 
the  procedure  is  used  for  breast  resections,  tumor  excisions,  debridement,  endo- 
metriosis, pelvic  adhesions  and  genital  wart  virus.  A new  process  using  the 
GO2  Laser  is  operative  laparoscopy  which  allows  surgeons  to  perform  complex 
intrapelvic  procedures  through  a scope,  without  requiring  a large  incision.  The 
YAG  Laser  is  used  by  urologists  for  bladder  tumors;  by  gynecologists  for  endo- 
metrial ablation;  and  by  gastroenterologists  for  obstructive  lesions,  polyps  or 
strictures  of  the  GI  tract.  DeKalb  General’s  Magnetic  Resonance  Imaging  (MRI) 
will  become  available  later  this  year  in  the  new  Diagnostic  Imaging  Genter.  MRI 
represents  a significant  step  forward  in  diagnostic  imaging.  Its  capability  for  the 
central  nervous  system  goes  well  beyond  GT  imaging  for  the  head  and  spine. 
An  advantage  over  GT  is  that  MRI  does  not  utilize  ionizing  radiation.  The  tech- 
nology is  constandy  improving:  cardiac  imaging  and  evaluation  of  joint  spaces 
and  abdominal  soft  tissue  are  now  clinically  applicable. 


$ DE  HALB  GENERAL  HOSPITAL 


An  affiliate  of  SouthCare'"'  Medical  Alliance  and  VHA- 
©1989  DeKalb  General  Hospital 


Successful  Implementation  of 
Maximum  Surgical  Blood 
Order  Schedule 

Tracy  A.  Lowery,  M.D.,  Jerrold  A.  Clark,  M.D. 


Abstract 

A Maximum  Surgical  Blood  Order  Schedule  (MSBOS)  is  a 
schedule  of  commonly  performed  elective  surgical  procedures 
listing  the  maximum  number  of  units  of  blood  to  be  crossmatched 
preoperatively.  A MSBOS  reduces  the  preoperative  crossmatch- 
ing of  blood  in  surgical  cases  in  which  there  is  less  likelihood  of 
blood  transfusion.  The  reduction  in  crossmatched  units  of  blood 
saves  hospital  time  and  money. 

This  study  presents  the  steps  required  to  institute  a MSBOS. 
Savings  in  reduced  crossmatch  charges  were  calculated. 

After  a review  of  1400  operations,  a MSBOS  listing  35  operative 
procedures  was  established  at  the  Medical  Center  of  Central  Geor- 
gia. Staff  compliance  was  greater  than  99%,  crossmatch  to  trans- 
fusion ratio  was  reduced  from  5:1  to  2:1,  and  our  annual  savings 
was  greater  than  $110,000  in  reduced  crossmatch  charges. 


Introduction 

The  majority  of 
UNITS  of  blood 
transfused  in  the 
United  States  are 
administered  to  pa- 
tients undergoing 
surgical  proce- 
dures. A strategy 
commonly  em- 
ployed by  surgeons 
and  anesthesiolo- 
gists is  to  request 
units  of  blood  in  ex- 
cess of  anticipated 
needs  to  provide  an 
ample  margin  of 
safety  in  the  event 
of  unexpected  hemorrhage.  In 
practice,  however,  preoperative  or- 
dering is  more  often  guided  by  habit 
than  clinical  need.’ 

Many  investigators  show  that  it  is 
possible  to  realize  considerable  cost 
savings  by  changing  the  blood  or- 
dering practices  of  physicians  with- 
out compromising  the  quality  of  pa- 
tient care. 2’  This  is  accomplished 
by  implementation  of  a Maximum 
Surgical  Blood  Order  Schedule 
(MSBOS).  A MSBOS  is  a list  of  com- 
monly performed  elective  surgical 
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procedures  with  a 
maximum  number 
of  units  of  blood  to 
be  crossmatched 
preoperatively.  The 
goal  of  a MSBOS  is 
to  make  preopera- 
tive blood  orders 
more  closely  coin- 
cide with  the  num- 
ber of  units  of  blood 
that  will  actually  be 
transfused  to  pa- 
tients during  or  im- 
mediately after  sur- 
gery. A MSBOS 
reduces  the  preop- 
erative crossmatch- 
ing of  blood  in  sur- 
gical cases  in  which  there  is  less 
likelihood  of  blood  transfusion.  The 
reduction  in  crossmatched  units  of 
blood  saves  the  hospital  time  and 
money.  This  is  reflected  in  a de- 
creased outdating  of  blood,  re- 
duced blood  inventory,  decreased 
reagent  use,  and  better  use  of  tech- 
nical time.  Reduced  preoperative 
crossmatching  results  in  savings  for 
patients. 

Materials  and  Methods 

An  audit  of  1400  consecutive  in- 
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patient  operations  over  a 3-month 
period  was  performed  at  our  561- 
bed  regional  referral  hospital  to 
establish  a MSBOS.  The  audit  eval- 
uated the  number  of  patients 
undergoing  each  surgical  proce- 
dure, the  number  of  preoperative 
crossmatches  ordered,  and  the  to- 


tal units  of  crossmatched  blood 
transfused  during  or  within  24  hours 
of  surgery.  These  data  were  evalu- 
ated for  each  surgical  procedure  to 
determine  the  crossmatch  to  trans- 
fusion ratio,  mean  number  of  units 
transfused  per  patient,  and  the  av- 
erage number  of  units  cross- 
matched  per  patient  (Table  1).  If  the 
average  number  of  units  transfused 
per  patient  was  less  than  0.5,  a type 
and  screen  was  suggested.^  ® Thirty- 
five  of  the  most  common  elective 
operations  were  placed  on  the 
MSBOS  (Table  2). 

Reduced  crossmatch  charges 
were  calculated  for  each  of  the  35 
selected  MSBOS  cases  using  the 
following  formula: 

Actual  preoperative  cross- 
matches ordered  for  a selected 
surgery  as  determined  by  the  au- 
dit (minus)  — (number  of  pa- 
tients in  the  audit  for  that  sur- 
gery (times)  X MSBOS  recom- 
mended preoperative  cross- 
matches) (times)  X crossmatch 
charge. 

The  dollar  figure  for  each  of  the  35 
MSBOS  cases  was  calculated  by 
taking  the  3-month  audit  result  times 
four  (Table  1).  The  total  of  the  re- 
duced crossmatch  charges  was  the 
sum  of  the  projected  annual  figure 
for  each  of  the  35  surgeries  on  the 
MSBOS.  This  total  figure  was  in  ex- 
cess of  $1 10,000. 

The  MSBOS  was  presented  to  the 
Departments  of  Surgery  and  Anes- 


thesia and  finally  the  Executive 
Committee  of  the  medical  staff.  All 
committees  accepted  the  concept 
upon  realizing  the  safety  of  the 
MSBOS.  Prior  to  implementation, 
inservice  education  was  given  to 
blood  bank,  nursing,  and  operating 
room  staff. 


Implementation  of  the  MSBOS 
was  computer  assisted.'^  MSBOS  se- 
quential order/entry  screens  were 
developed  by  the  Transfusion  Di- 
rector, Blood  Bank  staff,  and  Nurs- 
ing Service.  The  Data  Processing 
Department  of  the  hospital  devel- 
oped software  for  placing  the 
screens  in  the  hospital  order/entry 
system. 

Using  the  operative  schedule,  the 
blood  bank  technologist  or  nurse 
would  insert  preoperative  surgical 
blood  orders  on  the  day  prior  to 
surgery  based  on  MSBOS  recom- 
mendation. After  completion  of  the 
blood  order,  specimens  would  be 
drawn  immediately  on  inpatients. 
Specimens  on  patients  admitted 
during  the  day  prior  to  surgery 
would  be  drawn  before  reporting  to 
the  floor.  Outpatient  blood  bank 
specimens  would  be  drawn  the  day 
prior  to  surgery  during  preoperative 
outpatient  registration.  This  would 
allow  for  early  collection  of  all  blood 
bank  specimens  so  that  preopera- 
tive laboratory  work  would  be  com- 
pleted early  in  the  day.  Positive  an- 
tibody screens  would  be  worked  up 
on  the  day  shift  by  the  most  expe- 
rienced blood  bank  technologists 
rather  than  late  in  the  evening  by 
less  experienced  technical  person- 
nel. 

The  preoperative  blood  bank  or- 
der, based  on  the  MSBOS,  would 
be  automatically  printed  on  the  pa- 
tients’ floor  and  inserted  into  the 
chart  for  the  physician’s  signature. 


All  patient  blood  samples  were 
tested  for  ABO  and  Rh  em- 
ploying routine  techniques  and 
commercially  available  reagents.® 
All  sera  were  screened  for  unex- 
pected antibodies  with  a set  of  three 
commercial  reagent  red  cells.  The 
screening  cells  were  tested  in  an 
immediate  spin  saline  phase  fol- 
lowed by  a 10  minute  37°  C incu- 
bation phase  with  a commercially 
prepared  modified  low  ionic 
strength  solution  containing  albu- 
min. An  anti-IgG  antihuman  glob- 
ulin phase  ensued.  All  antibody 
screening  tests  and  grading  of  ag- 
glutination reactions  were  in  ac- 
cordance with  the  Technical  Man- 
ual of  the  American  Association  of 
Blood  Banks  (AABB).®  Patients  with 
a known  history  or  currently  de- 
monstrable clinically  significant  al- 
loantibodies  would  have  antigen- 
negative crossmatch  compatible 
blood  available  exceeding  the 
MSBOS  recommendations  if  appro- 
priate. 

The  immediate  spin  crossmatch 
was  initiated  to  provide  intraoper- 
ative blood  urgently  for  patients  who 
exceeded  the  MSBOS  recommen- 
dation. The  immediate  spin  cross- 
match consists  of  reacting  two 


Many  investigators 
show  that  it  is  possible 
to  realize  considerable 
cost  savings  by 
changing  the  blood 
ordering  practices  of 
physicians  without 
compromising  the 
quality  of  patient  care. 


drops  of  the  patient  serum  with  one 
drop  of  a 3-4%  saline  suspension 
of  washed  donor  red  blood  cells 
obtained  from  segments  attached 
to  the  unit  of  blood.  The  mixture 
was  centrifuged  for  15  seconds  at 
3400  rpm  and  examined  immedi- 
ately for  agglutination  or  hemol- 
ysis. 

Three  months  following  the  im- 
plementation of  the  MSBOS,  an 
audit  of  218  consecutive  MSBOS 
operations  was  performed  to  deter- 
mine compliance. 


TABLE  1 — Maximum  Surgical  Blood  Order  Schedule 
for  Patients  Undergoing  Mastectomy 


Number  of  Patients 

10 

Mean  Units  Transfused  Per 
Patient 

.10 

Pre-Op  Crossmatches 
Ordered 

20 

Average  Units  Ordered  Per 
Patient 

2 

Total  Units  Transfused 

1 

Suggested  MSBOS 

T&S 

Crossmatch-to-T  ransfusion 
Ratio 

20 

Annual  Savings  with 
MSBOS 

$1,604.00 
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TABLE  2 — Maximum  Blood  Order  Schedule  for 
Common  Elective  Operations 


1.  Abdomino-Perineal  Resection  (AP  Resection) 

2 units 

2.  Abdominal  aortic  aneurysm  (Y-Graft,  Elective) 

2 units 

3.  Amputations'Above  knee/Below  knee  (AKA/BKA) 

T&S 

4.  Angioplasty 

T&S 

5,  AntrectomyA'^agotomy 

2 units 

6.  Anterior/Posterior  Repair  (AP  Repair) 

T&S 

7.  A-V  graft/fistula 

T&S 

8.  CABG 

3 units 

9.  Carotid  endarterectomy 

T&S 

10.  Cholecystectomy 

T&S 

11.  Colectomy 

2 units 

12.  C-Section 

T&S 

13.  Craniotomy 

2 units 

14.  Cystectomy-Radical 

3 units 

15.  Disc  Cervical/Lumbar 

T&S 

16.  Embolectomy/Thrombectomy 

T&S 

17.  Gastrectomy 

2 units 

18.  Gastric  Stapling 

T&S 

19.  Gastrostomy 

T&S 

20.  Grafts-peripheral  arterial  (fem/pop,  fem/fem,  ax/fem, 

T&S 

profundaplasty) 

21.  Hysterectomy  (TVH/TAH) 

T&S 

22.  Knee  Arthroplasty 

T&S 

23.  Mammaplasty 

T&S 

24.  Mastectomy 

T&S 

25.  Mediastinoscopy 

T&S 

26.  Nephrectomy 

2 units 

27.  Prostatectomy 

2 units 

28.  Radical  Neck  Dissection 

T&S 

29.  Thoracotomy 

2 units 

30.  Thyroidectomy/Parathyroidectomy 

T&S 

31.  Total  Hip  replacement 

2 units 

32.  Total  Knee  replacement 

T&S 

33.  Vagotomy/Pyloroplasty 

T&S 

34.  Cardiac  Valve  Replacement 

4 units 

35.  V-P  Shunt 

T&S 

A 3-month  post-implementation 
audit  of  218  consecutive  MSBOS 
operations  revealed  physician 
compliance  to  be  greater  than  99%. 
Only  three  cases  exceeded  the 
MSBOS  preoperative  crossmatch 
recommendations.  One  of  the  three 
cases  was  placement  of  a hip  pros- 
thesis in  a patient  with  a hemoglo- 
bin of  9.1.  Exceeding  the  MSBOS 
recommendation  was  appropriate. 
The  other  two  procedures,  cardiac 
angioplasty  and  aortobifemoral  by- 
pass graft  were  “add  on”  cases. 
Blood  bank  orders  were  generated 
by  the  physicians  instead  of  the 
MSBOS  recommendations. 

Four  surgical  cases  experienced 
intraoperative  bleeding  that  ex- 
ceeded blood  held  based  on  the 
MSBOS.  No  complaints  were  filed 
regarding  availability  of  intraoper- 
ative blood  during  the  four  cases  or 
any  other  operations  since  the  pro- 
gram was  implemented. 

The  crossmatch-to-transfusion 
ratio  ideally  should  not  exceed 
2 5:1  2.6,9, 10  jY\e  crossmatch-to- 
transfusion  ratio  for  the  35  selected 
cases  on  the  MSBOS  was  reduced 
from  5:1  to  2:1.  Compliance  has 
been  assured  with  our  computer  as- 
sisted MSBOS.  Annual  savings  of 
greater  than  $110,000  in  reduced 
crossmatch  charges  was  realized. 

Discussion 

A MSBOS  is  the  most  effective 
method  of  reducing  excessive 
preoperative  crossmatching  of 
blood.'’^  '*’^’ ” Many  MSBOS  oper- 
ations require  only  a type  and  screen 
(Table  2).  No  preoperative  cross- 
matching of  blood  is  performed  for 
these  operations.  To  understand  the 
MSBOS  requires  a knowledge  of  the 
type  and  screen. 

The  type  and  screen  (also  known 
as  the  type  and  hold)  consists  of 
an  ABO-Rh  typing  performed  by 
conventional  methods  and  a screen 
for  unexpected  antibodies.  The  type 
and  screen  is  99.99%  effective  in 
preventing  the  occurrence  of  in- 
compatible transfusions.®’ If  an 
antibody  is  detected  during  the 
screen,  it  is  identified  and  an  ap- 
propriate number  of  units  of  blood 
negative  for  the  corresponding  an- 
tigen are  crossmatched  for  that  pa- 
tient. The  surgeon  is  notified  of  the 
the  presence  of  an  unexpected  an- 


tibody. If  no  antibody  is  detected, 
the  elective  surgery  proceeds  with- 
out preoperative  crossmatching  of 
blood  according  to  MSBOS  rec- 
ommendations. In  the  unlikely  event 
that  the  patient  needs  blood  intra- 
operatively,  an  immediate  spin 
crossmatch  is  performed  and  blood 
released  to  the  operating  room.  The 
immediate  spin  crossmatch  con- 
sists of  centrifuging  a mixture  of  do- 
nor cells,  patient  serum,  and  saline. 
This  procedure  provides  for  an  ABO 
compatibility  check  prior  to  releas- 
ing blood.  The  immediate  spin 
crossmatch  takes  only  5 minutes  to 
perform  and  thus  provides  a mech- 
anism for  rapid  availability  of  blood 
products  if  unexpected  bleeding 
occurs  during  elective  surgical 
cases. 

Implementation  of  a MSBOS  re- 
quires cooperation  between 
blood  bank  and  surgical  staff.  De- 
spite optimal  conditions  for  imple- 
menting a MSBOS,  physician  com- 
pliance may  still  be  poor.  A surgeon 
may  forget  to  order  according  to  the 


schedule  and  fall  into  old  ordering 
patterns.  A physician’s  personal 
routine  order  sets  for  elective  sur- 
gical cases  must  be  changed  to  cor- 
respond with  MSBOS  recommen- 
dations. Some  physicians  may 
distrust  the  schedule  because  they 
lack  a clear  understanding  of  the 
program  or  lack  confidence  in  the 
blood  bank.  Teaching  institutions 
may  encounter  continuing  medical 
education  problems  with  orienta- 
tion of  new  surgical  house  staff.  In- 
corporation of  the  MSBOS  into  the 
hospital  computer  order/entry  sys- 
tem ensures  compliance. 

The  development  of  a MSBOS 
within  a hospital  is  apt  to  gain  phy- 
sicians’ acceptance  if  it  is  based,  at 
least  in  part,  on  the  local  hospitals’ 
blood  transfusion  experience.  Some 
blood  order  schedules  are  based 
on  the  experience  of  small  individ- 
ual hospitals  or  pooled  data  of  up 
to  300  hospitals.'’ These  reports 
are  relatively  consistent  in  their  rec- 
ommendations regarding  preoper- 
ative blood  bank  orders.  Surgeons 
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and  anesthesiologists,  however,  are 
more  likely  to  accept  local  data  than 
collated  data  from  regional  studies. 

Reduction  in  preoperative  cross- 
matches for  the  35  selected  MSBOS 
surgeries  results  in  an  annual  de- 
crease of  crossmatch  charges  ex- 
ceeding $110,000.  Reimbursement 
for  50%  of  our  surgical  patients  is 
in  a DRG-type  system.  Reduction  in 
preoperative  crossmatching  for  this 
patient  population  results  in  sav- 
ings to  the  hospital  of  technical 
time,  reagents,  and  expendables.’^ 
The  remaining  patients  glean  direct 
benefit  of  approximately  $55,000 
representing  the  balance  of  the  an- 
nual reduced  crossmatch  charges 
of  $110,000.  Our  crossmatch  to 
transfusion  ratio  is  reduced  from  5:1 
to  2 ; 1 for  the  35  most  common  elec- 
tive surgical  procedures  performed 
at  our  institution.  Reduction  in  pre- 
operative crossmatching  allows  for 
maximum  availability  of  blood  in- 
ventory. Blood  outdating  is  also  re- 
duced, since  fewer  crossmatched 
units  of  blood  are  placed  on  reserve 
status  and,  therefore,  unavailable 
for  transfusion  to  other  patients. 


A Maximum  Surgical  Blood  Or- 
der Schedule  can  be  set  up  in  a 
hospital  of  any  size.  If  the  steps  we 
present  are  followed,  the  physician 
staff  will  not  only  have  a more  ef- 
ficient blood  bank  at  their  disposal 
but  also  one  that  is  cost  effective 
for  their  patients. 


In  practice, 
preoperative  ordering 
of  blood  is  more  often 
guided  by  habit  than 
clinical  need. 
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A Medic  Computer  System  Located 
Hundreds  Of  Unpaid  Medicai  Biiis. 


And  Not  By  Accident. 


It’strue.When  a Medic  Computer  System  replaced 
another  in  one  large  practice,  itfound  thousands  of  dollars 
in  bills  never  sent  and  insurance  claims  never  filed. 

Medic  can  help  solve  your  cash  flow  problems  just 
as  easily.  Since  each  transaction  has  a unique  number, 
payments  are  easy  to  track.  Our  Aged  Accounts  Receiv- 
able Report  will  list  overdue  accounts  by  any  amount  or 
time  frame  you  choose.  And  our  Aged  Insurance  Claims 
Report  even  calculates  the  number  of  days  since  a 
claim  was  filed.  So  you  can  act  before  a bill  gets  too  large 
or  a claim  gets  too  old. 

Medic’s  already  at  work  in  more  than  2,000  prac- 
tices from  coast  to  coast.  And  more  than  6,000  physicians 
enjoy  the  security  of  a system  backed  by  a $2.5  billion 
organization.  PlusTexas  Instruments  hardware,  a leader 
in  expandability,  compatibility  and  reliability.  That  makes 
Medic  the  system  you  can  start  with  and  stay  with. 

So  choose  a system  that  will  turn  your  bottom  line 


around.  Call  Medic.  The  specialists  in  computer 
systems  for  America’s  medical  community. 
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Revisiting  Georgia’s  Medical  Malpractice  Arbitration  Statute 

Robert  N.  Berg,  Atlanta 


During  its  1988  legislative 
session,  the  Georgia 
General  Assembly  enacted  the 
Georgia  Arbitration  Code,'  in 
order  generally  to  revamp  the 
application  and  structure  of 
commercial  arbitration  in  Georgia. 
The  new  Arbitration  Code  did  not 
significantly  alter  certain  aspects 
of  Georgia’s  existing  arbitration 
law,  however,  including 
specifically  the  arbitration  of 
medical  malpractice  claims.  At 
the  same  time,  adoption  of  the 
new  Arbitration  Code  might  be 
viewed  as  a reminder  to 
physicians  and  other  health  care 
practitioners  that  Georgia  already 
has  in  place  an  alternative  dispute 
mechanism  for  resolving  medical 
malpractice  claims. 


^ The  arbitration  of 
medical  malpractice 
claims,  as  an 
alternative  to  litigation, 
has  been  viewed  by 
many  as  offering 
significant  benefits,  y 


The  arbitration  of  medical 
malpractice  claims,  as  an 
alternative  to  litigation,  has  been 
viewed  by  many  as  offering 
significant  benefits.  For-example, 


it  is  argued  that  arbitration  serves 
to  reduce  the  legal  expenses 
otherwise  incurred  in  connection 
with  medical  malpractice 
litigation.  Similarly,  the  arbitration 
process  may  result  in  more 
expeditious  decision-making  than 
that  seen  in  the  typical 
malpractice  case.  Additionally, 
many  arbitration  supporters 
contend  that  the  arbitration 
mechanism  may  serve  to  reduce 
the  risk  of  an  unreasonable  result 
(i.e.,  a “runaway  jury  verdict”). ^ 
Georgia’s  medical  malpractice 
arbitration  statute,  enacted  in 
1978  (but  still  not  widely  used),  is 
the  subject  of  this  month’s  Legal 
Page. 

Authorizing  the  Arbitration  of 
Medical  Malpractice  Claims 

In  the  typical  commercial 
setting,  the  parties  to  a contract 
may  agree,  in  that  contract,  to 
arbitrate  all  or  certain  specific 
future  disputes.  In  contrast,  the 
arbitration  of  medical  malpractice 
claims  under  Georgia  law  cannot 
be  authorized  at  the  time  the 
physician  and  patient  enter  into 
the  “agreement”  for  the  provision 
of  health  care  services.  Rather,  a 
medical  malpractice  claim  may 
be  arbitrated  only  by  an 
agreement,  entered  into  in  writing 


This  article  was  prepared  at  the  request  of  the 
Journal.  Mr.  Berg  is  a principal  in  the  law  firm  of 
Vincent,  Chorey,  Taylor  & Feil,  Suite  1700,  The 
Lenox  Building,  3399  Peachtree  Road,  NE, 
Atlanta,  Georgia  30326.  Send  reprint  requests  to 
Mr.  Berg. 


subsequent  to  the  alleged 
malpractice  and  “after  a dispute 
or  controversy  has  occurred.” 
Moreover,  no  agreement  to 
arbitrate  a medical  malpractice 
claim  may  be  entered  into  unless 
the  claimant  at  that  time  is 
represented  by  legal  counsel.^ 

Once  the  parties  to  the  dispute 
have  entered  into  a written 
arbitration  agreement,  they  must 
petition  the  superior  court  of  the 
county  where  either  of  the  parties 
reside,  to  obtain  an  order 
authorizing  arbitration.  Within  30 
days  of  the  filing  of  this  petition, 
the  court  is  required  to  appoint  a 
referee,  who  serves  as  a non- 
voting member  of  the  arbitration 
panel.  By  law,  the  referee  must  be 
an  attorney.'* 

Following  appointment  of  the 
referee,  he  or  she  must  meet  with 
the  parties  to  the  dispute,  to 
assist  them  in  preparing  an 
“arbitration  submission.”  This 
document  sets  out  the  nature  and 
scope  of  the  dispute,  including: 

(1)  a clear  and  accurate  statement 
of  the  matters  in  controversy;  (2) 
an  agreement  as  to  the  payment 
of  the  costs  of  the  arbitration;  (3) 
the  procedure  to  be  followed  in 
the  arbitration;  (4)  a list  of  the 
witnesses  whose  testimony  is 
intended  to  be  presented  to  the 
arbitrator;  (5)  the  name  of  the 
arbitrator  chosen  by  each  part}’; 

(6)  the  time  and  place  of  the 
meeting  of  the  arbitrators;  and  (7) 
any  other  matters  that  may  be 
pertinent  to  the  arbitration.^ 
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Once  the  arbitration  submission 
is  prepared  and  executed,  the  two 
arbitrators  designated  in  the 
submission  (one  by  each  party) 
then  must  select  the  third 
arbitrator  to  sit  on  the  panel.  If 
there  is  more  than  one  plaintiff, 
all  of  the  plaintiffs  together  must 
agree  on  one  arbitrator  to 
“represent”  them;  this  is  also  true 
in  cases  involving  multiple 
defendants.  Arbitrators  must  be 
impartial,  “without  favor  or 
affection  to  either  party”  to  the 
dispute,  and  this  is  ensured, 
under  law,  by  having  the  referee 
obtain  each  arbitrator’s  sworn 
statement  of  impartiality.^ 

As  indicated  above,  the 
arbitrators  and  the  referee  are 
compensated  by  the  parties  to  the 
arbitration  proceeding.  In 
addition,  the  arbitrators  may  not 
be  held  civilly  or  criminally  liable 
for  libel,  slander,  or  defamation  of 
any  of  the  parties  to  the 
arbitration,  for  any  statement  or 
action  taken  within  the  official 
capacity  of  the  arbitrator  during 
the  arbitration.^ 

The  Arbitration  Proceeding 

Once  the  arbitration  submission 
is  filed,  the  parties  to  the 
arbitration  are  then  authorized  to 
undertake  discovery  “in  the  same 
manner  as  provided  by  law  for 
discovery  in  civil  cases  in  the 
superior  courts.”®  In  that  regard, 
the  referee  is  authorized  to 
compel  the  attendance  of 
witnesses,  to  issue  subpoenas 


requiring  the  attendance  of 
witnesses,  and  to  compel  the 
parties  to  produce  books  and  all 
other  papers  which  may  be 
deemed  necessary  and  proper  for 
the  investigation  of  the  matters 
submitted  to  arbitration.^  At  the 
arbitration  hearing,  examination 
of  witnesses  and  the  admission  of 
evidence  is  governed  by  “the 
rules  applicable  to  the  superior 
courts.”'® 

Upon  the  completion  of  the 
hearing,  the  arbitration  panel 
must  make  written  findings  on 
each  of  the  matters  in  controversy 
contained  in  the  submission. 
Where  all  of  the  arbitrators  do  not 
agree  on  a particular  point,  a 
majority  of  the  arbitrators  are 
authorized  to  make  the  finding." 
These  findings  are  then  provided 
to  the  parties  and  filed  with  the 
court  and,  unless  appealed  by 
either  party,  have  the  full  force 
and  effect  of  a judgment  or 
decree  of  the  court. 

Appealing  an  Arbitration  Award 

Any  party  to  the  arbitration 
proceeding  is  authorized  to 
appeal  the  findings  of  the 
arbitration  panel,  within  30  days, 
by  filing  a notice  of  appeal  with 
the  referee.'®  Thereafter,  a hearing 
is  held  before  the  superior  court 
which  initially  authorized  the 
arbitration.  This  hearing  is  not  de 
nouo\  the  superior  court  does  not 
substitute  itself  for  the  arbitration 
panel  as  the  trier-of-fact.  Quite  the 
contrary,  the  superior  court  may 


only  overturn  the  decision  of  the 
arbitration  panel  on  one  or  more 
of  three  narrow  bases:  The  Court 
may  only  reverse  the  arbitration 
panel  if  the  findings  of  fact  (1) 
were  procured  by  fraud,  (2)  are 
not  supported  by  any  evidence,  or 
(3)  are  contrary  to  law.'"*  In  all 
other  cases,  the  court  must  affirm 
the  decision  of  the  arbitration 
panel. 

Conclusion 

As  all  tort  reform  proponents 
are  well  aware,  the  trial  of  a 
medical  malpractice  case  may  be 
a time-consuming  and  expensive 
proposition.  Under  current 
Georgia  law,  in  appropriate  cases, 
parties  to  a medical  malpractice 
claim  may  choose  to  air  their 
dispute  in  a different  forum  — by 
electing  in  writing  to  be  governed 
by  the  Georgia  statute  authorizing 
the  arbitration  of  medical 
malpractice  claims. 
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Treatment  of  Early  Stage  Vocal  Cord  Carcinoma 

Gary  Ayers,  M.D. 


^The  cure  rates  for 
early  stage  vocal  cord 
cancer  are  excellent 
with  primary 
radiotherapy.  Voice 
quality  remains  as  good 
or  becomes  better  than 
prior  to  treatment,  y 


As  USED  IN  THIS  DISCUSSION, 
early  stage  vocal  cord 
cancers  are  those  included  in  the 
follow  AJCC  categories: 

TINO  — Tumor  confined  to  one 
or  both  vocal  cords  with 
normal  mobility, 
including  extension  to 
anterior  and  posterior 
commissures. 

T2N0  — Supraglottic  or  subglottic 
extension  of  tumor  with 
either  normal  or 
decreased  vocal  cord 
mobility. 

This  subclassification  from  more 
advanced  cases  of  laryngeal 
carcinoma  is  important,  because 
these  early  cancers  have  an 
excellent  cure  rate,  and  chances 
are  good  that  normal  voice  quality 
can  be  maintained. 

Incidence  and  Treatment 

There  are  approximately  10,000 
cases  of  laryngeal  cancer  in 
the  United  States  each  year,  and 
many  of  these  present  as  early 
stage  cancers.  Hoarseness  is  the 
most  common  complaint  and 
occurs  when  the  tumors  are  very 
small.  Indirect  laryngoscopy  and 
biopsy  are  easily  performed,  but 
unfortunately  many  of  these 
patients  have  had  symptoms  for 
months  and  have  seen  more  than 
one  doctor  before  a diagnosis  is 
made.  The  single  most  important 
prognostic  factor  for  all  cancers  is 
stage  of  disease  at  the  time 
treatment  is  started. 


Indirect  laryngoscopy  with  a 
mirror  is  easy  to  learn,  and  all 
physicians  should  be  able  to 
perform  it.  Any  patient  who 
complains  of  hoarseness, 
particularly  if  longer  than  2 
weeks’  duration,  should  have  the 
vocal  cords  examined  by  this 
technique. 

The  treatment  for  early  stage 
vocal  cord  cancer  may  be 
either  radiation  therapy  or 
surgery,  and  the  cure  rates  are 
similar.  Because  there  can  be 
considerable  differences  in  size 
and  extension  of  tumors  in  each 
T-stage,  it  is  important  to 
compare  similar  lesions  when 
comparing  results  of  radiation 
and  surgery.' 

As  a radiotherapist,  my  bias  is 
naturally  in  favor  of  radiation 
treatment.  However,  there  are 
some  definite  advantages  to  this 
treatment  compared  to  surgery. 
With  radiation,  the  quality  of 
voice  is  likely  to  be  better, and 
an  operation  (usually  cordectomy 
or  hemilaryngectomy)  is  avoided. 
Also,  the  cost  of  radiotherapy  is 
about  half  that  for  surgery  for  this 
particular  situation. ^ 

The  dose  of  radiation  required 
is  in  the  range  of  6,000-6,500 
rads,  given  five  times  a week, 
over  5 to  6 weeks.  The  treatment 
is  well  tolerated,  usually  with  only 
mild  mucositis  and  skin  erythema 
within  the  treatment  field.  Severe 
complications  (requiring  surgery') 
are  rare,  occurring  in  only  about 
1%  of  the  cases. 
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TABLE  1 — Local  Control  of 
t Vocal  Cord  Cancer,  By  Stage  and 
Method  of  Treatment 

1 With 

Radiation  Surgical 

Alone  Salvage 

T1  87-93%  94-98% 

T2  68-75%  84-96% 


Local  control  is  shown  in  Table 
1 (minimum  2-year  follow-up).'  ® 
Of  the  patients  who  recur  after 
radiotherapy,  70-75%  can  still  be 
cured  with  surgery. 

This  would  be  the 


surgery.  Head  & Neck  Surg  1988;373-377. 

2.  DeWeese  D,  Saunders  W.  The  larynx  — 
Laryngeal  tumors.  Textbook  of  Otolaryngology, 
1982. 

3.  Ballenger  J.  Diseases  of  the  larynx. 

Diseases  of  the  Nose,  Throat,  and  Ear,  1977. 

4.  Harrison  DFN.  How  are  patients  chosen  for 
conservation  surgery  of  the  larynx?  Dilemmas  in 
Otorhinolaryngology,  1988. 

5.  Mittal  B,  Rao  D,  Marks  J,  Ogura  J. 
Comparative  cost  analysis  of  hemilaryngectomy 
and  irradiation  for  early  glottic  carcinoma.  Int  J 
Radiat  Oncol  Biol  Phys  407-408. 

6.  Hendrickson,  FF.  Radiation  therapy  of 
larynx  cancers.  Cancer  1985;55:2058-2061. 

7.  Million  R,  Cassisi  N.  Cancer  of  the  larynx 
and  pharynx.  Management  of  Head  and  Neck 
Cancer  — A Multidisciplinary  Approach. 

8.  Million  R,  Cassisi  N.  Treatment  — Vocal 
cord  carcinoma.  Management  of  Head  and  Neck 
Cancer. 


recommended  approach  to 
treatment  for  the  squamous 
cancers,  which  account  for  a 
large  proportion  of  these  tumors. 
An  exception  might  be  the 
verrucous  variety,  for  which 
. surgery  might  be  the  initial 
" treatment.^’ ^ 

Summary 

The  cure  rates  for  early  stage 
vocal  cord  cancer  are  excellent 
with  primary  radiotherapy.  Voice 
quality  remains  as  good  or 
, becomes  better  than  prior  to 
treatment.  For  the  local  failures 
that  do  occur,  surgical  salvage 
will  yield  ultimate  cure  rates  of 
about  95%  for  T1  and  90%  for  T2 
tumors. 
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MRI  UPDATE 


Figure  1 


HISTORY:  This  patient  is 

a 45  year  old  male  who,  on 
minor  trauma,  felt  a popping 
sensation  in  his  left  sterno- 
elavieular  region.  Diffuse  swell- 
ing developed  and  progressed 
down  the  left  anterior  ehest  wall 
over  the  next  few  weeks.  A CT 
scan  demonstrated  a fracture  of 
the  midportion  of  the  clavicle 
with  minimal  asymmetry  of  the 
soft  tissues. 

MRI  FINDINGS:  cor 

onal  images  demonstrated  dis- 
ruption of  the  midportion  of  the 
left  clavicle  (Fig.  1 , long  arrow) 
with  intermediate  signal  inten- 
sity material  extending  into  the 
adjacent  muscles  (arrowheads). 
Transverse  T2  weighted  images 


Figure  2 


(Fig.  2)  show  an  airea  of  in- 
creased signal  intensity  in  the 
region  of  the  clavicular  fracture 
with  extensive  intermediate 
signal  intensity  material  exten- 
ding into  the  surrounding 
muscles.  The  high  signal  area 
most  likely  represents  a 
hematoma  surrounding  the  frac- 
ture (short  arrow).  The  more  dif- 
fuse intermediate  signal 
represents  diffused  blood  and/or 
edema  in  the  surrounding 
muscles.  T 1 weighted  images 
(Fig.  3)  demonstrated  low  signal 
in  the  region  of  the  clavicle  near 
the  sternoclavicular  joint  (small 
arrow,  compare  to  high  signal  of 
right  clavicle,  arrowhead).  The 
low  signal  indicates  a bone  mar- 
row replacing  process.  Given  the 


Figure  3 


history  of  fracture  following 
minor  trauma,  low  signal  inten- 
sity within  the  left  clavicle  in- 
creases suspicion  of  underlying 
malignancy  rather  than  post 
traumatic  edema.  Biopsy 
showed  undifferentiated 
carcinoma. 

MRI  HIGHLIGHTS: 

While  the  fracture  and  minimal 
asymmetry  of  the  soft  tissues 
can  be  identified  on  the  CT  scan 
this  case  illustrates  the  superior 
soft  tissue  contrast  differentia- 
tion of  MRI.  Changes  that  are 
difficult  to  appreciate  on  the  CT 
scan  become  obvious  on  MRI, 
which  is  rapidly  becoming  the 
method  of  choice  for  evaluating 
occult  soft  tissue  abnormalities. 


Atlanta 
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800  Douglas  Road  / Atlanta,  GA  30342 


Atlanta 

Magnetic 

Imaging-South 


276  Medical  Way  / Riverdale,  GA  30274 


(404)  256-9296 


(404)  997-9313 


Athens 
Magnetic 
Imaging,  Ltd. 


2090-B  Prince  Ave.  / Athens,  GA  30606 


(404)  353-3873 


Heedth  Images  facilities  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  thin  slices,  high  resolu- 
tion head  and  body  coils,  state  of  the  art  surface  coils,  and  cardiac  gating. 

Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 

Copyright  © 1988  Health  Images,  Inc.  All  Rights  Reserved. 
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PHYSICIAN  WANTED 

Medical  Director.  Parkside  Health 
Management,  a national  company 
specializing  in  utilization  review,  is 
looking  for  a physician  to  assume 
directorship  of  Atlanta  office. 
Responsibilities  include  direction, 
supervision,  and  involvement  in 
utilization  review  services.  Five  years 
of  clinical  practice  in  primary  care 
specialty  and  utilization  review 
experience  preferred.  Contact  Ernie 
Hopp  404-984-2970. 

OB/GYN  — Very  successful 
established  2-man  group  seeks  BE/BC 
associate  to  join  growing  practice  in 
rapidly  expanding  community  of 
metro  Atlanta.  Support  by  full-service, 
progressive  100-bed  hospital  known 
for  high  standards  of  health  care 
delivery.  Excellent  housing,  shopping, 
outdoor  amenities,  quality  of  life,  and 
top  schools  in  state.  Salary  -F 
incentives  & full  benefits.  Contact 
Kathy  Hetz,  TYLER  & COMPANY,  9040 
Roswell  Rd.,  Atlanta,  GA  30350.  Call 
404-641-6411. 

GEORGIA:  Medical  Director  of 
emergency  department  needed  at  73- 
bed  hospital  in  Swainsboro.  6,000 
annual  ED  visits.  Competitive 
compensation.  Attractive  benefits 
package.  Professional  liability 
insurance  procurement  program. 
Please  call  or  submit  curriculum  vitae 
to:  Physician  Recruiter,  Coastal 
Emergency  Services,  Inc.,  P.O.  Box 
15697,  Dept.  SM,  Durham,  NC  27704; 
(800)  672-7225  (NC),  (800)  334-1630 
(US). 

Assistant  Professor/Associate 
Professor/Professor  of  Urology.  M.D. 
degree  required.  Board  certified  or 
eligible.  Primarily  clinical  teaching 
and  patient  care  responsibilities  at 
Gainesville  VA  Medical  Center. 
Application  deadline:  4/1/89.  Starting 
Date:  7/1/89.  Salary  negotiable:  David 
M.  Drylie,  M.D.,  Box  J-247,  JHMHC, 
University  of  Florida,  Gainesville,  FL 
32610.  Equal  Employment 
Opportunity/Affirmative  Action 
Employer. 

SPACE  FOR  RENT 

Super  location  for  medical  office. 

Ready  for  occupancy  in  North  Atlanta, 
Roswell  Road  in  Sandy  Springs. 
Tremendous  visibility.  Extremely  high 
traffic  count.  Call  (404)  475-4750. 


SERVICES 

Credit  & Cash  Flow  Problems  — A 

Sensible  Solution.  Increase  your  cash 
flow  by  25%.  Eliminate  internal 
billing/collecting  costs.  All  accounts 
accepted;  delinquent  included. 
Receive  100%  of  what  is  collected  . . . 
no  fees.  97%  pay  in  full  with  the 
Premier  System.  Complete  credit  & 
acc’t  receivable  system.  Twenty-five 
cents  (25C)  per  bill.  Call  today  for 
free  survey  & estimate  of  savings,  Carl 
Usiy  (404)  396-3317;  M.D.C.,  1849 
Peeler  Road,  Ste.  B.,  Atlanta  30338. 

Practice  Sales  & Appraisals.  Aftco 
Associates,  established  in  1968,  is  the 
largest  national  firm  specializing  in 
appraising  and  selling  health-care 
practices.  On-site  appraisals  optional. 
Appraisal  fee  applied  toward  seller 
commission,  if  sale  desired.  40 


offices  nationwide.  For  information, 
contact  Aftco  Associates,  600  Housz 
Way,  Ste.  12-D,  Roswell,  GA  30076. 
404-992-0924. 

OTHER 

1989  CME  Cruise/Conferences  on 
Medicolegal  Issues  & Risk 
Management  — Caribbean,  Mexico, 
Alaska/Canada,  China/Orient, 
Scandinavia/Russia,  Mediterranean, 
Black  Sea,  Trans  Panama  Canal. 
Approved  for  24-28  CME  Category  1 
Credits  (AMA/PRA)  and  AAFP 
prescribed  credits.  Excellent  group 
rates  on  finest  ships.  Pre-scheduled  in 
compliance  with  IRS  requirements. 
Information:  International 
Conferences,  189  Lodge  Ave., 
Huntington  Station,  NY  11746.  (800) 
512-0076  or  (516)  549-0869. 


CBE  MEMBERS  NOW  SAVE  20% 


NEW! 

Illustrating  Science: 

Standards  for  Publication 

Announcing  CBE’s  newest  book — the  result  of  eight  years  of  work  by 
editors,  illustrators,  photographers,  publishers,  and  printers. 

Illusirating  Science  presents  specific  standards  and  guidelines  for 
publication  of  illustrated  scientific  material.  You’ll  use  it  as  a 
definitive  reference  when  creating,  publishing  or  printing  scientific 
illustrations.  It  will  help  you  achieve  the  finest,  most  effective 
illustrations  possible. 

With  more  than  120  illustrations,  including  32  in  full  color,  this 
important  new  book  covers  scientific  illustrations  with  an  unmatched 
thoroughness. 

CONTENTS;  Prepress;  Getting  an  Illustration  Ready  to  Print  • Aspects  of 
the  Publishing  Process  Affecting  Illustrations  • Preparation  of  Artwork  • 
Graphs  and  Maps  • Computer  Graphics  • Camera-ready  Copy  • 
Continuous  Tone  Photographs  and  Halftone  Printing  • Color  Printing  • 
Materials  and  Handling  • Standards,  Illustrations,  and  Quality  Criteria  • 
Legal  and  Ethical  Considerations  • Glossary  of  Terms  in  Scientific 
Illustration  • Annotated  Bibliography  • Index 

Illustrating  Science  is  a valuable  reference  addition  to  your 
professional  bookshelf.  Order  your  copy  today! 

It's  easy  lo  order  Illusirating  Science:  Standards  for  Publication.  )ust  indicate  the  number  of  copies  you 
want  and  multiply  by  the  appropriate  price.  Mail  your  order  today! 

Please  send  me copies  of  Illustrating  Science:  Standards  for  Publication 

(ISBN:  0-914340  05  0;  clolhbound;  1988;  7"  x 10";  308  pages). 

@ $49.95  (regular  price)  $ 

(&  $39.95  (CBE  member  price)  $ 

Subtotal  $ 

Maryland  residents,  add  5%  sales  tax  + 

TOTAL  $ 

Name 

Organization 

City.  State.  Zip  Code 

Country Phone  ( ) 

SATISFACTION  GUARANTEED:  CBE  guarantee!  your  Miisfiction  if  you  arc  not  uiisfied,  return  (he  book  in 
onginal  condition  within  30  days  for  refund  (shipping  and  handling  charges  will  be  deducted). 

TERMS:  All  orders  must  be  prepaid  in  U S currency  drawn  on  a U S.  bank  Prices  include  book-rate  pottage  Add 
S3  00  per  book  for  UPS  delivery,  available  within  ihe  conlinenial  U S.  only.  Include  street  tddreu.  rather  than  ■ p.o. 
box.  for  UPS  delivery  Maryland  readenis,  add  $%  sates  tax  This  offer  is  available  for  a Umiied  bme  only 


Malt  your  ortkr  adih  paynKnl  lo: 

Counal  of  Biology  Editors,  Inc.  * Dept.  S8Z  • 9650  Rockville  Pike  * Bethesda,  Maryland  20814  • (301 ) 530-7036 
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ADVERTISING  INDEX 


MANUSCRIPT  INFORMATION 


Atlanta  Design  Associates  142 

Atlanta  Magnetic  Imaging  164 

Classified  Ads  165 
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CPC  Parkwood  Hospital  140 

DeKalb  General  Hospital  154 
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Vein  Clinics  of  America  116 
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MANUSCRIPTS  — Articles  are  accepted  for  publication 
on  the  condition  that  they  are  contributed  solely  in  this 
Journal.  Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original  and  one  copy  should  be  submitted.  Receipt 
of  manuscripts  will  be  acknowledged  and  unused  manu- 
scripts returned.  Used  manuscripts  will  be  returned  only  if 
requested. 

STYLE  — Ordinarily  articles  should  not  exceed  3,000  words. 
Only  under  exceptional  circumstances  will  articles  of  over 
4,000  words  be  published.  Footnotes,  bibliographies,  and 
legends  should  be  typed  on  separate  sheets,  double-spaced. 
Bibliographies  should  conform  to  the  following  style:  name 
of  author  (with  initials),  title  of  article,  name  of  periodical, 
date,  volume  (number,  if  available),  and  pages. 

Sorter  NA,  Wasserman  SI,  Austen  KF.  Cold 
urticaria  release  into  circulation  of  his- 
tamine and  eosinophil  chemotactic  fac- 
tor of  anaphylaxis  during  cold  challenge. 

N Engl  J Med  1976;294:687-90. 

NEWS  NOTES  — District  and  county  medical  societies. 
Association  members,  and  readers  are  invited  to  send  in 
any  news  items  of  general  concern  to  members  of  the  Med- 
ical Association  of  Georgia. 

REPRINTS  — Requests  for  reprints  should  be  made  di- 
rectly to  The  Ovid  Bell  Press,  Inc.,  1201-05  Bluff  Street, 
Fulton,  Missouri  65251.  Reprints  must  be  ordered  within  30 
days  after  publication,  since  all  type  will  be  destroyed  after 
that  time. 

ILLUSTRATIONS  — Illustrations  must  be  submitted  in 
duplicate.  Illustrations,  tables,  etc.,  should  bear  the  author’s 
name  and  figure  number.  Used  photographs,  drawings  and 
cuts  will  be  returned  after  publication  only  if  requested.  The 
cost  of  reproduction  of  illustrated  material  for  publication 
in  excess  of  three  average  illustrations  and/or  tables  will  be 
borne  by  the  author,  and  the  Journal  will  bill  the  author  for 
this  expense. 

GENERAL  POLICY  — Authors  will  be  given  as  wide  a 
latitude  as  the  general  policy  of  the  Journal  and  the  de- 
mands on  its  space  permit.  The  right  to  reduce,  revise,  or 
reject  any  material  submitted  for  publication  is  always  re- 
served. The  Journal  is  not  responsible  for  statements  made 
by  any  contributor.  All  communications  regarding  editorial, 
advertising,  subscription,  and  miscellaneous  matters  should 
be  sent  to  The  Editor,  938  Peachtree  Street,  N.E.,  Atlanta, 
GA  30309-3990. 

ADVERTISING  — All  pharmaceutical  advertising  must  be 
approved  by  the  State  Medical  Journal  Advertising  Bureau, 
Inc.,  to  be  acceptable  for  publication.  Other  advertising 
copy  may  be  accepted  subject  to  the  approval  of  the  Editor. 
All  copy  or  negatives  must  reach  the  Journal  office  by  the 
10th  of  the  month  preceding  publication.  General  and  clas- 
sified advertising  rates  will  be  furnished  on  request. 

MEDICAL  EDITING  SERVICES  — If  in  the  opinion  of 
the  Journal  Editorial  Board,  material  submitted  for  publi- 
cation could  be  improved  by  a Medical  Editing  Service,  the 
Editor  will  contact  the  author  for  his  approval.  Association 
members  needing  assistance  in  preparation  of  material  for 
publications  may  also  use  this  serv'ice.  A reasonable  charge 
is  made  for  this  service  and  the  cost  of  this  will  be  borne 
by  the  author. 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice. 


ROCHE 
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ME 
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Working  today  for  a healthier  tomorrow 
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Presenting 

the  winners  of  the  1989 

Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  health-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 
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An  insurance  company 
that  takes  your  interests 

to  heart: 


MAG  Mutual 

makes  the  difference. 


As  a physician, 
you’re  used  to  listening,  getting  to  the  heart 
of  the  matter,  then  putting  the  interests  of 
your  patients  first. 

So,  it  is  appropriate  that  a group  of 
physicians  would  put  together  a liability 
insurance  company  that  takes  the  interests 
of  Georgia  physicians  to  heart. 

That’s  just  how  MAG  Mutual  works. 
We’re  physician  owned  and  that  means  our 
insurance  and  services  are  directed  by  physi- 
cians like  yourself  concerned  with  curbing 
rising  rates  and  committed  to  changing 
Georgia’s  professional  liability  climate 
through  legislative  reform. 

We’re  also  flexible.  We  listen  and  respond 
by  providing  the  finest  service  and  best 
coverage  available  in  a wide  range  of  pro- 
grams so  you  can  choose  the  one  most  appro- 
priate to  your  insurance  needs.  From  tailor- 
made  insurance,  to  prior  acts  coverage,  to 
reporting  endorsement  options,  we  contin- 
ually refine  and  develop  programs  in 
response  to  your  input. 


And 


we  re  competi- 
tive. We  offer  a wide  variety  of 
premium  discounts  such  as  our  Loss 
Excellence  Appreciation  Discount  (LEAD) 
and  our  Loss  Prevention  program  to  help  you 
keep  your  cost  of  insurance  down. 

Most  importantly  of  all,  we’re  specialists. 
We’re  attuned  to  the  Georgia  medical  profes- 
sion and  all  the  considerations  that  commit- 
ment entails.  From  our  service-oriented  staff 
to  our  flexible  insurance  programs,  we’re 
always  here  for  you. 

Let’s  face  it.  You  put  your  heart  into 
your  profession  because  you  know 
you  can  make  a differ- 
ence. At  MAG 
Mutual,  we  take 
your  interests 
to  heart 
because  we 
want  to  make 


the  difference  for  you.  For  more  informa- 
tion or  an  application,  call 
(404)  842-5600  or  1-800-282-4882. 


fflUTUfll 


MAG  MUTUAL  INSURANCE  COMPANY 


Eight  Piedmont  Center,  Suite  600  3525  Piedmont  Road  Atlanta,  Georgia  30305-1533  (404)  842-5600 


Lillie  Davis  Isn't  Ready 
For  a Nursing  Home 

Lillie  Davis  loves  life.  She  has  always  been  active  and  independent. 
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MRI  UPDATE 


Figure  1 


Figure  2 


Figure  3 


Clinical  information: 

Non-meniscal  abnormalities 
are  commonly  suspected  and 
evaluated  by  MRI  and 
unexpected  non-meniscal 
abnormalities  are  commonly 
demonstrated  in  the  course  of 
MR  evaluation  for  internal 
derangements  of  the  knee. 

Findings:  Figure  i is  a 
sagittal  image  through  the 
lateral  compartment  of  a 
15-year-old  patient’s  knee.  The 
subarticular  portion  of  the 
lateral  femoral  condyle  is 
affected  by  low  signal  altera- 
tion containing  three  rounded 
areas  of  higher  signal  intensity. 
The  findings  here  are 
diagnostic  of  osteochondritis 
dessicans  (straight  arrows). 
Notice  the  normal  adjacent 
anterior  and  posterior  horns  of 


the  lateral  meniscus  (curved 
arrows). 

Figure  2 is  a sagittal  image 
through  the  intercondylar 
midportion  of  a 19-year-old 
patient’s  knee.  The  tibial 
insertion  of  the  anterior 
cruciate  ligament  is  indicated 
by  the  arrow.  The  remainder  of 
the  anterior  cruciate  ligament 
is  totally  disrupted  and  its 
expected  position  is  occupied 
by  inhomogeneous  material  of 
intermediate  signal  intensity 
compatible  with  hemorrhage. 
The  anterior  cruciate  has  been 
notoriously  difficult  to  evaluate 
by  MRI,  but  its  reliable 
evaluation  is  now  possible  with 
careful  positioning  and 
rescanning  of  questionable 
cases. 

Figure  3 is  a coronal  image  of 
the  posterior  aspect  of  the  knee 


of  a 33-year-old  patient.  The 
arrow  indicates  a 1.5  cm. 
ganglion  cyst  intimately 
applied  to  the  lateral  aspect  of 
the  biceps  femoris  tendon  just 
proximal  to  the  fibular  head. 
The  MR  study  clearly  demon- 
strates the  extra-articular  and 
extraosseous  nature  of  this 
process. 

Comment:  MRI  has  become 
clearly  established  for  evalua- 
tion of  internal  derangements 
of  the  knee.  Meniscal  evalua- 
tion is  known  to  be  highly 
accurate.  The  cases  shown 
here  are  meant  to  demonstrate 
the  efficacy  and  accuracy  of 
MR  evaluation  of 
extrameniscal  structures. 
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Health  Images  facilities  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  thin  slices,  high  resolution  head 
and  body  coils,  state  of  the  art  surface  coils,  and  cardiac  gating. 

Health  images  facilities  are  a community 
resource  available  to  all  area  physicians. 

Copyright  © 1988  Health  Images.  Inc.  All  Rights  Reserved. 


174 


Journal  of  MAG 


I* 


PRESIDENT'S  PAGE 


WHAT  IS  THIS  THING  Called  the  “Practice  of  Medicine”?  It  is 
certainly  a thing  that  requires  your  undivided  attention; 
a thing  that  requires  half  a lifetime  of  formal  education  and 
then  a continuing  educational  effort  almost  as  great;  a thing 
that  places  your  fellow  human  beings’  lives  in  your  hands;  a 
thing  that  takes  you  away  from  your  family;  a thing  that  places 
you  in  judgment  from  all  quarters;  a thing  that  is  a profession 
and  almost  a religion;  a thing  that  requires  intelligence,  com- 
passion, and  very  hard  work,  and  a thing  that  makes  you 
wonder  sometimes  just  why  you  are  doing  it. 

But  it  is  a profession  of  the  highest  calling.  It  is  an  oppor- 
tunity to  bring  something  of  value  to  your  fellow  human  being. 
It  is  an  opportunity  to  keep  learning.  It  is  a chance  to  do 
something  that  gains  for  you  an  element  of  self  respect.  It  is 
truly  the  opportunity  to  have  passed  through  this  life  having 
given  of  self  with  the  end  compensation  being  genuine  sat- 
isfaction. 


Joseph  P.  Bailey,  Jr.,  M.D. 


What  Is  This  Thing? 


To  each  of  you  1 extend  my  gratitude  for  your  never  ending 
positive  effort. 
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Broad  St.,  Albany  31701 

Ridley,  Charles  L.,  Ill,  Internal 
Medicine  — Bibb  — (Active 
N2)  330  Hospital  Dr.,  Ste.  205, 
Macon  31213 

Rives,  Douglas  A.,  General 
Surgery  — Cobb  — (Active  Nl) 
805  Campbell  Hill  St.,  Marietta 
30090 

Robinson,  Jean  H.,  Psychiatry  — 
Cobb  — (Active)  376  Powder 
Springs  St.,  #S-110,  Marietta 
30064 

Roper,  Amy  D.,  Obstetrics/ 
Gynecology  — MAA  — (Active 
Nl)  25  Prescott  St.,  Atlanta 
30308 

Rosenquist,  Richard  W., 
Anesthesiology  — MAA  — 
(Active  N2)  80  Butler  St., 

Atlanta  30335 

Schilling,  John  P.,  Obstetrics/ 
Gynecology  — Clayton-Fayette 

— (Active)  P.O.  Box  25, 
Jonesboro  30237 

Sedghi,  Shahriar,  Internal 
Medicine  — Bibb  — (Resident) 
777  Hemlock  St.,  Bldg.  74, 
Macon  31210 

Senel,  Lewis  H.  — MAA  — 
(Student)  1857  Merrimac  Court, 
Atlanta  30329 

Shaw,  Bill  D.  — MAA  — (Student) 
1231  Clairmont  Rd.,  Apt.  24-C, 
Decatur  30030 

Shaw,  James  O.,  Otolaryngology/ 
Head  & Neck  Surgery,  — Bibb 

— (Active)  700  Spring  St., 

Macon  31201 

Simmons,  Sherry  E.  — MAA  — 


ION  NEW 


(Student)  Emory  University, 

P.O.  Box  21784,  Atlanta  30322 

Skardasis,  Michael  G.  — MAA  — 
(Student)  1164  Roxboro  Cove, 
Atlanta  30324 

Skoufis,  Elias  G.  — MAA  — 
(Student)  2886  Thornbriar  Rd., 
Doraville  30340 

Smith,  William  R.,  Pediatrics  — 
Cobb  — (Active  N2)  323 
Merrydale  Dr.,  Marietta  30064 

Stern,  Mark  A.  — MAA  — 

(Student)  2974  Buford  Hwy.  #2, 
Atlanta  30329 

Stevens,  Norman  B.,  Internal 
Medicine  — Bibb  — (Active 
N2)  618  Orange  St.,  Macon 
31298 

Stevenson,  Robin  L.,  Obstetrics/ 
Gynecology  — Emanuel 
(Active)  100-A  Victory, 
Swainsboro  30401 

Stowe,  Michelle  M.  — MAA  — 
(Student)  1117  Druid  Oaks, 
Atlanta  30329 

Teixeria,  Fredrick  A.  — MAA  — 
(Student)  1552  Farnell  Court, 

#7,  Decatur  30033 

Turkel,  Randy  S.,  Internal 
Medicine/Cardiology  — MAA  — 
(Active  N2)  1151  Cleveland 
Ave.,  Atlanta  30344 

Walker,  Matthew,  III  — MAA  — 
(Student)  Emory  University, 

P.O.  Box  23619,  Atlanta  30322 

Weatherstone,  Robert  G., 
Gastroenterology  — Muscogee 
— (Active  N2)  2300  Manchester 
Expressway,  Columbus  31904 

Weeks,  Robert  L.  — MAA  — 
(Student)  4980  Mainstreetpark 
Dr.,  Stone  Mountain  30088 

Weichbrodt,  Gary  D.,  Psychiatry/ 
Internal  Medicine  — MAA  — 
(Active  Nl)  25  Prescott  St.,  Ste. 
4439,  Atlanta  30365 

Werbel,  Gordon  B.,  General 
Surgery  — Gwinnett-Forsyth  — 


(Active  N2)  2821  West  Main  St., 
#3,  Snellville  30278 

Williams,  Grant  A.,  Oncology  — 
Dougherty  — (Active  N2)  500 
Third  Ave.,  Albany  31701 

Wilson,  Walter  S.,  Family  Practice 
— Peachbelt  — (Active  Nl) 
Houston  County  Med.  Center, 
P.O.  Box  2886,  Warner  Robins 
31099 

Wunderlich,  Erika  Ann  — MAA  — 
(Student)  P.O.  Box  22353, 
McTyeire  Hall,  Rm.  108,  Atlanta 
30322 

Yoo,  Kevin  — MAA  — (Student) 
Emory  University,  P.O.  Box 
23656,  Atlanta  30329 

Zengo,  Gregory  P.  — MAA  — 
(Student)  1433  Druid  Oaks  Dr., 
Atlanta  30329 


SOCIETIES 

MAA  Hosts 

Communications 

Workshop 

Tom  Sinkovitz,  WXIA  Channel 
1 1 medical  news  reporter,  was 
one  of  three  representatives  from 
Atlanta’s  medical  media  who 
spoke  at  the  MAA 
Communications  Workshop  held 
at  the  Academy  of  Medicine  last 
January.  About  50  physicians 
attended  the  workshop,  which 
was  designed  for  doctors 
interested  in  working  with  the 
media. 

The  Atlanta  Journal! 
Constitution’s  Steve  Sternberg,  a 
14-year  veteran  of  medical 
journalism,  and  WSB  Radio’s 
medical  reporter  Mike  Summers 
were  also  on  the  program.  Each 
reporter  shared  their  thoughts  and 
ideas  on  how  physicians  and 
medical  reporters  can  best  work 
together  to  deliver  important  news 
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More  than  50  physicians  attended  the  Medical  Association  of  Atlanta’s  Communications  Workshop  last  January  to  learn 
how  to  work  more  effectively  with  the  media. 


about  health  and  medicine  to  the 
community. 

Martin  Weisberg,  M.D.,  of 
Philadelphia,  was  the  workshop’s 
keynote  speaker.  Dr.  Weisberg’s 
10  years’  experience  on  network- 
affiliated  television  and 
syndicated  talk  shows  fueled  a 
knowledgable  and  entertaining 
lecture.  His  presentation  was 
highlighted  by  a hilarious 
videotape  showing  outtakes  of 
well-known  network  journalists 
flubbing  their  lines,  primping 
before  beginning  their  reports 
(unaware  that  they  are  already 
being  filmed),  and  showing  their 
tempers  after  too  many  takes. 

Public  Relations  expert  Ken 


Martin  Weisberg,  M.D.,  of 


Philadelphia,  a practicing  physician 
who  also  hosts  a syndicated  talk 
show,  was  the  keynote  speaker  of 
MAA’s  Communications  Workshop. 


Williams,  owner  of  an  Atlanta  firm 
specializing  in  health  care  public 
relations,  also  spoke  about  the 
public  image  of  physicians  and 
their  role  as  communicators. 

An  afternoon  hands-on  session 
gave  physicians  an  opportunity  to 
participate  in  mock  media 
interviews  that  were  conducted  by 
Atlanta  journalist  and  author 
Maxine  Rock.  The  interviews  were 
videotaped  and  played  back  to 
illustrate  the  dos  and  don’ts  of  a 
successful  media  interview. 

Considering  the  positive 
response  to  the  workshop,  MAA 
plans  to  hold  similar 
communications  courses  on  an 
ongoing  basis. 
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James  A.  Kaufmann,  M.D.,  an  internist  in  Atlanta  and  Chairman  of  MAG’s 
Council  on  Legislation,  attended  a private  meeting  with  Vice  President  Dan 
Quayle  in  Palm  Beach,  Florida,  to  discuss  medical  issues.  Mr.  Quayle  was 
in  Palm  Beach  as  part  of  his  first  domestic  tour  as  Vice  President. 


PERSONALS 

Bartow  CMS 

Saunders  Jones  Jr.,  M.D.,  of 
Cartersville,  was  recently  inducted 
as  a fellow  of  the  American 
Academy  of  Orthopaedic 
Surgeons. 

Bibb  CMS 

Miguel  A.  Faria,  Jr.,  M.D.,  a 

neurosurgeon  in  Macon,  was 
recently  elected  the  1989  Chief  of 
Staff  of  the  HCA  Coliseum 
Medical  Centers.  Dr.  Faria  is  a 
Magna  Cum  Laude  graduate  of  the 
University  of  South  Carolina  and 
the  Medical  University  of  South 
Carolina  in  Charleston.  Certified 
by  the  American  Board  of 
Neurological  Surgery,  he  is 
Clinical  Associate  Professor  of 
Neurosurgery  at  the  Mercer 
University  School  of  Medicine. 

Georgia  Medical  Society 
Julia  L.  Mikell,  M.D.,  has 

been  installed  as  Chief  of  Staff  at 
Candler  General  Hospital.  Dr. 

Mikell  practices  with  the 
Neurological  Institute  of 
Savannah,  and  is  neurology 
medical  director  in  Candler’s 
rehabilitation  unit  and  co-director 
of  the  sleep  center. 

Dougherty  CMS 

Bernard  P.  Scoggins,  M.D., 

was  elected  medical  staff 
president  and  Chief  of  Staff  at 
Phoebe  Putney  Hospital  in 
Albany.  An  internist.  Dr.  Scoggins 
has  been  a member  of  the 
hospital’s  staff  since  1979. 

Also  elected  to  staff  positions 
were  L.H.  “Chip”  Moree,  M.D., 
an  anesthesiologist,  as  vice 
president;  and  W.  Carl  Gordon, 
M.D.,  a surgeon,  as  secretary. 

Stephens-Rabun  CMS 
Linda  J.  Harrell,  M.D., 
obstetrician  and  gynecologist,  was 
certified  as  a diplomate  of  the 


American  Board  of  Obstetrics  and 
Gynecology.  She  has  been  on  the 
staff  of  the  Toccoa  Clinic  since 
1986. 

Russell  Burken,  M.D.,  was 
certified  as  a diplomate  of  the 
American  Board  of  Dermatology. 
Dr.  Burken  also  serves  as  Clinical 
Assistant  Professor  of  dermatology 
at  the  Medical  College  of  Georgia. 


MEDICAL  STAFF  NEWS 

Six  physicians  who  have  been 
on  staff  at  DeKalb  General 
Hospital  in  Atlanta  for  25  years 
were  honored  for  their 
distinguished  service  at  a recent 
quarterly  medical  staff  meeting. 
The  physicians  recognized 
include  Byron  J.  Hoffmeui,  M.D. 
(MAA),  Ellis  B.  Keener,  M.D. 
(Hall  CMS),  Thomas  F.  Lowry, 
M.D.  (Decatur  Seminole  CMS), 
Lamar  McGinnis  Jr.,  M.D., 
Ronaldo  R.  Nodal,  M.D.,  Tom  D. 
Raaen,  M.D.,  Robert  A.  Reich, 
M.D.  (DeKalb  CMS).  These 
physicians  have  been  on  staff 
since  1963. 


DEATHS 

Walker-Catoosa-Dade 

John  W.  Acree,  M.D.,  a family 
physician  from  Towns  County, 
died  recently  at  the  age  of  64.  He 
had  been  in  failing  health  since 
suffering  a stroke  last  year. 

Dr.  Acree,  who  obtained  his 
degree  from  the  Medical  College 
of  Georgia  in  1953,  came  to 
Towns  County  from  Gordon 
County,  Georgia,  following  a 
period  of  service  in  the  U.S.  Army 
and  an  internship  and  general 
practice  residency  at  Macon 
Hospital. 

In  1962,  Dr.  Acree  was  elected 
to  the  state  legislature  where  he 
served  two  consecutive  terms. 

In  1971,  Acree  served  on  a 
committee  to  investigate  the 
possibility  of  adding  a badly- 
needed  nursing  home  to  the 
Towns  County  Hospital  and  the 
county’s  first  nursing  home 
became  a reality  in  May  1971. 

In  1975,  Dr.  Acree  was 
appointed  to  the  hospital’s 
governing  board  and  serv^ed  in 
that  position  until  1984.  He  was 
honored  in  ceremonies  at  Towns 
County  Hospital  in  May,  1986, 
when  the  adjacent  Wellness 
Center  was  named  after  him. 
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CARDIZEMSR 

(diltiazem  HCI) 

For  hypertension 


Controls  blood  pressure 
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well-being 
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Helps  prevent  end-organ  complications 
Helps  reduce  cardiovascular  risks 
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Please  see  brief  summary  of  prescribing  informafion  on  next  page. 


starting  Dosage: 


: do  mo ' 


90  mg  bid* 

Also  Available: 
120-mg  capsules 

’Dosage  must  be  adjusted  to  each 
patient’s  needs,  starting  with  60  to  120 
mg  twice  daily. 


BRIEF  SUMMARY 
CARDIZEM'  SR 
(dlltiazem  hydrochloride) 

Sustained  Release  Capsules 
CONTRAINDICATIONS 

CARDIZEM  IS  contraindicated  in  (1)  patients  with  sick  sinus  syndrome  except 
m the  presence  of  a functioning  ventricular  pacemaker,  (2)  patients  with  second- 
er third-degree  AV  block  except  in  the  presence  of  a functioning  ventricular 
pacemaker,  (3)  patients  with  hypotension  (less  than  90  mm  Hg  systolic), 
(4)  patients  who  have  demonstrated  hypersensitivity  to  the  drug,  and  (5)  pa- 
tients with  acute  myocardial  infarction  and  pulmonary  congestion  documented 
by  x-ray  on  admission. 

WARNINGS 

1 . Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refractory  periods  without 
significantly  prolonging  sinus  node  recovery  time,  except  in  patients  with  sick 
sinus  syndrome.  This  effect  may  rarely  result  in  abnormally  slow  heart  rates 
(particularly  in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (nine  of  2,111  patients  or  0.43%).  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive  effects  on  cardiac  conduc- 
tion. A patient  with  Prinzmetal’s  angina  developed  periods  of  asystole  (2  to 
5 seconds)  after  a single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative  inotropic  effect 
m isolated  animal  tissue  preparations,  hemodynamic  studies  in  humans  with 
normal  ventricular  function  have  not  shown  a reduction  in  cardiac  index  nor 
consistent  negative  effects  on  contractility  (dp/dt).  An  acute  study  of  oral 
diltiazem  in  patients  with  impaired  ventricular  function  (election  fraction 
24%  ±6%)  showed  improvement  in  indices  of  ventricular  function  without 
significant  decrease  m contractile  function  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  (diltiazem  hydrochloride)  m combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  limited.  Caution  should  be 
exercised  when  using  this  combination. 

3.  Hypotension,  Decreases  in  blood  pressure  associated  with  CARDIZEM  therapy 
may  occasionally  result  in  symptomatic  hypotension. 

4.  Acute  Hepatic  Injury.  Mild  elevations  of  transaminases  with  and  without 
concomitant  elevation  In  alkaline  phosphatase  and  bilirubin  have  been 
observed  in  clinical  studies.  Such  elevations  were  usually  transient  and 
frequently  resolved  even  with  continued  dlltiazem  treatment.  In  rare  in- 
stances, significant  elevations  in  enzymes  such  as  alkaline  phosphatase, 
LDH,  SCOT,  SGPT,  and  other  phenomena  consistent  with  acute  hepatic  injury 
have  been  noted.  These  reactions  tended  to  occur  early  after  therapy  initiation 
(1  to  8 weeks)  and  have  been  reversible  upon  discontinuation  of  drug  therapy. 
The  relationship  to  CARDIZEM  is  uncertain  in  some  cases,  but  probable  m 
some.  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metabolized  by 
the  liver  and  excreted  by  the  kidneys  and  m bile.  As  with  any  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be  monitored  at  regular  Inter- 
vals. The  drug  should  be  used  with  caution  in  patients  with  impaired  renal  or 
hepatic  function.  In  subacute  and  chronic  dog  and  rat  studies  designed  to 
produce  toxicity,  high  doses  of  diltiazem  were  associated  with  hepatic  damage. 
In  special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and  higher  in  rats 
were  associated  with  histological  changes  in  the  liver  which  were  reversible  when 
the  drug  was  discontinued.  In  dogs,  doses  of  20  mg/kg  were  also  associated  with 
hepatic  changes;  however,  these  changes  were  reversible  with  continued  dosing. 
Dermatological  events  (see  ADVERSE  REACTIONS  section)  may  be  transient 
and  may  disappear  despite  continued  use  of  CARDIZEM  However,  skin  eruptions 
progressing  to  erythema  multiforme  and/or  exfoliative  dermatitis  have  also  been 
infrequently  reported.  Should  a dermatologic  reaction  persist,  the  drug  should  be 
discontinued. 

Drug  Interaction.  Due  to  the  potential  tor  additive  effects,  caution  and  careful 
titration  are  v«r,fanted  in  patients  receiving  CARDIZEM  concomitantly  with  any 
agents  knowii  to  affect  cardiac  contractility  and/or  conduction.  (See  Vi/ARNINGS.) 
Pharmacologic  studies  indicate  that  there  may  be  additive  effects  in  prolonging 
AV  conduction  when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM.  (See  WARNINGS.) 

As  with  all  drugs,  care  should  be  exercised  when  treating  patients  with 
multiple  medications,  CARDIZEM  undergoes  biotransformation  by  cytochrome 
P-450  mixed  function  oxidase.  Coadministration  ot  CARDIZEM  with  other  agents 
which  follow  the  same  route  of  biotransformation  may  result  in  the  competitive 
inhibition  of  metabolism.  Dosages  of  similarly  metabolized  drugs,  particularly 
those  of  low  therapeutic  ratio  or  in  patients  with  renal  and/or  hepatic  impairment , 
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For  hypertension 

EFFECTIVE  MONOTHERAn^ 
WITH  HIGH 
PATIENT  ACCEPTANCE 


may  require  adjustment  when  starting  or  stopping  concomitantly  administered 
CARDIZEM  to  maintain  optimum  therapeutic  blood  levels. 

Beta-blockers:  Controlled  and  uncontrolled  domestic  studies  suggest  that 
concomitant  use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually  well 
tolerated,  but  available  data  are  not  sufficient  to  predict  the  effects  of  concomi- 
tant treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction 
abnormalities. 

Administration  of  CARDIZEM  (diltiazem  hydrochloride)  concomitantly  with 
propranolol  in  five  normal  volunteers  resulted  in  increased  propranolol  levels  in 
all  subjects  and  bioavailabilityof  propranolol  was  increased  approximately  50%. 
If  combination  therapy  is  initiated  or  withdrawn  in  conjunction  with  propranolol, 
an  adjustment  in  the  propranolol  dose  may  be  warranted.  (See  WARNINGS.) 

Cimetidine:  A study  in  six  healthy  volunteers  has  shown  a significant  Increase 
m peak  dlltiazem  plasma  levels  (58%)  and  area-under-the-curve  (53%)  after  a 
1-week  course  of  cimetidine  at  1,200  mg  per  day  and  dlltiazem  60  mg  per  day. 
Ranitidine  produced  smaller,  nonsignificant  increases.  The  effect  may  be  me- 
diated by  cimetidine's  known  inhibition  of  hepatic  cytochrome  P-450,  the  enzyme 
system  probably  responsible  for  the  first-pass  metabolism  of  diltiazem.  Patients 
currently  receiving  diltiazem  therapy  should  be  carefully  monitored  for  a change 
in  pharmacological  effect  when  initiating  and  discontinuing  therapy  with  cimeti- 
dine. An  adjustment  in  the  diltiazem  dose  may  be  warranted. 

Digitalis:  Administration  ot  CARDIZEM  with  digoxm  in  24  healthy  male  sub- 
jects increased  plasma  digoxin  concentrations  approximately  20%.  Another 
investigator  found  no  increase  m digoxin  levels  in  12  patients  with  coronary 
artery  disease.  Since  there  have  been  conflicting  results  regarding  the  effect  of 
digoxm  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiat- 
ing, adjusting,  and  discontinuing  CARDIZEM  therapy  to  avoid  possible  over-  or 
under-digitalization.  (See  WARNINGS.) 

Anesthetics:  The  depression  of  cardiac  contractility,  conductivity,  and  auto- 
maticify  as  well  as  the  vascular  dilation  associated  with  anesthetics  may  be 
potentiated  by  calcium  channel  blockers.  When  used  concomitantly,  anesthetics 
and  calcium  blockers  should  be  titrated  carefully. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 24-month  study  in 
rats  and  a 21  -month  study  m mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial  tests.  No  intrinsic  effect  on 
fertility  was  observed  in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  conducted  in  mice, 
rats,  and  rabbits.  Administration  of  doses  ranging  from  five  to  ten  times  greater 
(on  a mg/kg  basis)  than  the  daily  recommended  therapeutic  dose  has  resulted  in 
embryo  and  fetal  lethality.  These  doses,  in  some  studies,  have  been  reported  to 
cause  skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was  some 
reduction  m early  individual  pup  weights  and  survival  rates.  There  was  an 
increased  incidence  of  stillbirths  at  doses  of  20  times  the  human  dose  or  greater. 

There  are  no  well-controlled  studies  In  pregnant  women;  therefore,  use 
CARDIZEM  in  pregnant  women  only  if  the  potential  benefit  justifies  the  potential 
risk  to  the  fetus. 

Nursing  Mothers.  Diltiazem  is  excreted  m human  milk.  One  report  suggests 
that  concentrations  in  breast  milk  may  approximate  serum  levels.  If  use  of 
CARDIZEM  IS  deemed  essential,  an  alternative  method  of  infant  feeding  should 
be  instituted. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to  date,  but  it 
should  be  recognized  that  patients  with  impaired  ventncular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded  from  these  studies. 

The  adverse  events  described  below  represent  events  observed  in  clinical  studies 
of  hypertensive  patients  receiving  either  CARDIZEM  Tablets  or  CARDIZEM  SR 
Capsules  as  well  as  experiences  observed  in  studies  of  angina  and  during  market- 
ing. The  most  common  events  in  hypertension  studies  are  shown  in  a table  with 
rates  in  placebo  patients  shown  for  comparison.  Less  common  events  are  listed  by 
body  system;  these  include  any  adverse  reactions  seen  in  angina  studies  that  were 
not  observed  in  hypertension  studies.  In  all  hypertensive  patients  studied  (over 
900),  the  most  common  adverse  events  were  edema  (9%),  headache  (8%), 
dizziness  (6%),  asthenia  (5%),  sinus  bradycardia  (3%),  flushing  (3%),  and  1°AV 
block  (3%).  Only  edema  and  perhaps  bradycardia  and  dizziness  were  dose  related. 
The  most  common  events  observed  in  clinical  studies  (over  2,100  patients)  of 
angina  patients  and  hypertensive  patients  receiving  CARDIZEM  Tablets  or 
CARDIZEM  SR  Capsules  were  (ie,  greater  than  1%)  edema  (5.4%),  headache 
(4.5%).  dizziness  (3.4%),  asthenia  (2.8%),  first-degree  AV  block  (1.8%),  flushing 
(1.7%),  nausea  (1.6%),  bradycardia  (1,5%),  and  rash  (1.5%). 


DOUBLE  BLIND  PLACEBO  CONTROLLED 
HYPERTENSION  TRIALS 

Adverse 

Dlltiazem 
N=315 
# pts  (%) 

Placebo 

N=211 

#pts(%) 

headache 

38  (12%) 

17  (8%) 

AV  block  first  degree 

24  (7.6%) 

4(1.9%) 

dizziness 

22  (7%) 

6 (2.8%) 

edema 

19  (6%) 

2 (0.9%) 

bradycardia 

19  (6%) 

3(1.4%) 

ECG  abnormality 

13(4.1%) 

3 (1.4%) 

asthenia 

10  (3.2%) 

1 (0.5%) 

constipation 

5 (1.6%) 

2 (0.9%) 

dyspepsia 

4 (1.3%) 

1 (0.5%) 

nausea 

4 (1.3%) 

2 (0.9%) 

palpitations 

4 (1.3%) 

2 (0.9%) 

polyuria 

4(1.3%) 

2 (0.9%) 

somnolence 

4(1.3%) 

- 

alk  phos  increase 

3(1%) 

1 (0.5%) 

hypotension 

3(1%) 

1 (0.5%) 

insomnia 

3(1%) 

1 (0.5%) 

rash 

3(1%) 

1 (0.5%) 

AV  block  second  degree 

2 (0.6%) 

- 

In  addition,  the  following  events  were  reported  infrequently  (less  than  1%)  or 
have  been  observed  in  angina  trials.  In  many  cases,  the  relation  to  drug  is 
uncertain. 

Cardiovascular:  Angina,  arrhythmia,  bundle  branch  block,  tachycardia,  ven- 
tricular extrasystoles,  congestive  heart  failure,  syncope. 
Nervous  System:  Amnesia,  depression,  gait  abnormality,  hallucinations,  ner- 
vousness, paresthesia,  personality  change,  tinnitus,  tremor, 
abnormal  dreams. 

Gastrointestinal:  Anorexia,  diarrhea,  dysgeusia,  mild  elevations  of  SCOT,  SGPT, 
and  LDH  (see  hepatic  warnings),  vomiting,  weight  increase, 
thirst. 

Dermatological;  Petechiae,  pruritus,  photosensitivity,  urticana. 

Other:  Amblyopia.  CPK  increase,  dyspnea,  epistaxis,  eye  irritation. 

hyperglycemia,  sexual  difficulties,  nasal  congestion,  noctuna, 
osteoarticular  pain,  impotence,  dry  mouth. 

The  following  postraarketmg  events  have  been  reported  infrequently  in  pa- 
tients receiving  CARDIZEM;  alopecia,  gingival  hyperplasia,  erythema  multiforme, 
and  leukopenia.  Definitive  cause  and  effect  relationship  between  these  events 
and  CARDIZEM  therapy  cannot  yet  be  established. 

Issued  1,89 
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EDITOR'S  CORNER 


The  Experience 


This  month 's  Editor’s  Corner  is  a 
repeat  of  the  one  that  originally 
appeared  in  the  October,  1988, 
issue  of  the  Journal.  On  the  eve 
of  the  1989  Annual  Session  of  the 
MAG  and  the  attendant 
presidential  election  of  the 
organization,  it  is  felt  to  be 
appropriate. 


I THOUGHT  THE  OTHER  DAY  of  what 
I had  been  told  of  changing  a 
light  bulb  in  California.  “How 
many  people  does  it  take?” 

“Three.  One  to  hold  the  ladder, 
one  to  change  the  bulb,  and  one 
to  savor  the  experience.” 

That’s  the  way  it  was  with  the 
Democrats  and  their  gathering  in 
Atlanta  this  past  summer.  1 had 
thought  that  one  could  read  about 
it.  Lord  knows  enough  printer’s 
ink  flowed  onto  paper  in  doing 
so.  If  not,  the  “visual  media” 
flooded  the  airwaves  to  the  point 
of  tedium. 

Wrong!  Remember  Thou  the 
light  bulb!  Should  one  with 
serious  intent  wish  to  accurately 
grasp  this  accumulation  of  issue- 
motivated  fellow  beings,  then  he 
or  she  must  have  experienced  it. 

1 had  said  to  myself  all  week 
that  the  sheer  convenience  of  the 
Thing  made  a visit  into  town  a 
necessary  effort  in  the  ever 
continuing  task  of  not  missing 
anything  in  this  one  way  trip 
through  life.  And  so  we  went,  we 
political  inactivists,  into  the  maw 
of  the  city.  It  was  a day  of  magic 
— warm  with  summer  sun,  dry 
from  lack  of  rain,  wet  as  time 


passed  into  evening  and  thus 
possessed  with  the  same 
unpredictability  of  the  trip  into 
town. 

We  got  there  on  MARTA. 
Remember,  the  Metropolitan 
Atlanta  Rapid  Transit  Authority. 

It’s  a bit  like  the  Massachusetts 
Transit  Authority  (MTA).  Too 
young  for  the  Kingston  Trio?  Too 
bad.  They  wrote,  and  sang,  a little 
tune  called  “Riding  on  the  MTA.” 

It’s  a happy  little  song  about  a 
fellow  who  got  on  the  MTA  and 
just  kept  riding  round  and  round 
the  endless  tracks,  being  handed 
necessary  supplies  — sandwiches 
and  the  like  — as  he  traveled  by 
friends  waiting  in  the  station. 

We  should  have  done  it.  Gone 
round  and  round,  that  is.  But,  we 
exited  at  the  Five  Points  Station. 

Up  the  escalator  to  great  throngs 
of  placard-bearing,  flag-waving, 
button-festooned  delegates,  all 
espousing  a personally  held  view 
of  the  manner  in  which  grave 
matters  of  universal  concern 
should  be  viewed. 

“Save  The  Babies.” 

“Nuke  ’em.” 

“Get  ’em  Duke.” 

“Gays  Have  Rights,  Too.” 

“Save  Our  Forests.” 

“Women  Against  Ladies.” 
“Fetuses  Have  Rights,  Too.” 
Dear  Lord,  preserve  us  — “Docs 
For  The  Duke.” 

They  were  all  there:  the  radical 
right,  the  radical  left,  the  radical 
middle  of  the  roaders,  the  “1  think 
this,”  the  “1  think  that,”  the  “1  am 
not  sure  what  1 think.”  Everyone 
was  present. 


^In  May,  1989,  we 
shall  choose  that 
person  who  will  be  our 
President.  . . . Does  our 
candidate  understand 
the  issues?  . . . Will  he 
make  a desirable  and 
impressive 

representation  of  MAG 
to  the  public?  J 

And  there  in  the  midst  of  the 
swirling,  sweating,  professing 
mob  stood  1.  What  did  / believe? 
Who  did  / really  think  would 
make  the  best  President  of  the 
Republic?  Was  abortion  an  issue 
at  all?  Were  the  Irrational  Iranians 
worth  worrying  about?  Is  the 
deficit  really  a problem  or  a fiscal 
mirage?  Do  1 really  give  a damn 
anyway? 

I walked  the  streets,  inhaled  the 
odors,  tasted  the  indecision,  and 
gazed  at  the  ever-changing  vista.  1 
tried  with  no  success  to 
remember  what  the  last  GaMPAC- 
AMPAC  epistle  said  — something 
about  involvement  in  the  political 
process  — contribute,  vote.  1 
tried,  oh,  how  1 tried,  to 
experience  it  all. 

It  was  soon  over.  We  settled 
into  the  crowded  MARTA  train. 
Eight-five  cents  from  Peachtree 
Station  to  the  Arts  Center  Station. 
Quite  a change,  mind  you. 

Political  chaos  to  artistic  chaos. 
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But,  out  of  the  central  city  at  last. 
Out  of  the  turmoil  into  the  quiet 
and  peace  of  the  cultural  oasis 
that  Bob  Woodruff  had  helped 
give  to  the  City. 

Where  are  we  in  this  never- 
ending  quest  for  concensus 
building  in  the  nation?  Are  the 
PACS  truly  effective?  Do  they 
convey  to  those  they  represent  a 
fair  return  on  investment  for 
influencing  the  decisions  upon 
those  matters  of  interest  to  them? 
Do  political  conventions,  as  in 
Atlanta  and  New  Orleans  this 
summer,  provide  a method  of 
expressing  the  will  of  the  people 
or  are  they  but  a gathering  of 
influence  seekers  and  media 
elite?  My  conscious  self  found 
itself  but  little  helped  by  the 
throng  of  people  espousing  a 
personally  held  view  toward  the 
myriad  issues  in  question.  Was  1 
so  ingrained,  so  rigid,  with 
preconceived  notions  that  no 
amount  of  persuasion  could  sway 
or  impact  them? 

Well,  we  got  out  of  it  all  right 
— home  to  peace,  the  papers,  the 
T.V.,  the  indecision.  Home  to 
ponder  the  experience  in  the  days 
that  followed.  Home  to  ask  myself 
if  the  person  who  had  with 
singular  effort  brought  his  home 
state  hazardously  close  to  a 
socialized  state  of  medicine  as 
had  any  governor  in  the  nation, 
racing  ahead  of  those  liberals  of 
national  stature  we  had  so  long 
feared  and  opposed,  could  he 
safely  and  effectively  lead  us  into 
areas  equally  as  threatening  to 
our  safety  if  not  our  survival? 


S C O R N E 


There  were  in  Atlanta  that  day 
many  who  thought  him  possessed 
of  such  talents  and  capable  of 
such  feats.  1 wondered. 

We  face  a similar  decision- 
making process  ourselves, 
we  of  the  Medical  Association  of 
Georgia,  for  in  May,  1989,  we 
shall  choose  that  person  who  will 
be  our  President.  We  will  make  a 
choice  — for  once  in  some  time 
it  will  not  be  made  for  us  — 
between  two  individuals  seeking 
our  presidency.  Not  so  much  flag 
waving,  button  festooning,  or 
placard  carrying  surely,  but 
nonetheless  the  questions  we 
must  ask  ourselves  appear 
strikingly  similar  to  those  1 asked 
that  afternoon  in  Atlanta.  Does 
our  candidate  understand  the 
issues?  Will  he  be  willing  to  or 
capable  of  reasonable 
compromise?  Will  he  make  a 
desirable  and  impressive 
representation  of  the  MAG  to  the 
public?  Will  he  pay  attention  to 
and  consider  my  (our)  feelings 
regarding  issues,  or  with  callous 
disregard  armed  with  the  power 
of  office,  plunge  forward  into  the 
future  with  only  his  own  concerns 
and  opinions  to  guide  him? 

It  seems  to  me  that  races, 
contested  elections,  are  good  for 
us.  They  show  involvement, 
interest,  concern,  and  a hundred 
other  virtues  which  the 
unconcerned  care  not  to 
experience.  They  force  us  out  of 
the  listless  doldrums  and  demand 
that  we  ask  questions.  They 
demand  that  we  think.  One  of 
those  two  persons  running  for  the 


Presidency  of  MAG  will  be  seen 
as  you  and  1 in  the  eyes  of  the 
public  for  an  entire  year.  His 
choice  of  clothes  will  reflect  our 
taste.  The  cars  he  drives  will 
reflect  our  values  of  money.  The 
issues  he  defends,  or  opposes, 
our  feelings  and  concerns  about 
those  we  serve  and  live  amongst. 
The  maturity,  judgment,  and 
compassion  — the  character  — 
he  exhibits  will  reflect  our 
maturity,  our  judgment,  our 
compassion,  and  our  character. 
He  will  be  us. 


Surely,  and  with  effort,  must  we 
think  about  it.  But  then,  not 
too  deeply.  Perhaps  more  in  the 
form  of  casual  reflection.  More 
akin  to  the  random  thoughts  that 
rise  from  nothingness  as  one 
comes  home  from  work  well  done 
and  sits  to  savor  the  first  cool 
dusk  of  fall.  Thinking  can  be 
dangerous.  Joseph  Conrad  knew 
that.  He  told  us  in  the  preface  to 
his  novel.  Victory. 

“. . . self  assertion, . . . the 
mere  way  of  it,  the  trick  of  the 
thing,  the  readiness  of  mind 
and  the  turn  of  the  hand  that 
come  without  reflection  and 
lead  the  man  to  excellence  in 
life,  in  art,  in  crime,  in  virtue 
and  for  the  matter  of  that,  even 
in  love.  Thinking  is  the  great 
enemy  of  perfection.  The  habit 
of  profound  reflection  is  the 
most  pernicious  of  all  the 
habits  formed  by  the  civilized 
man.  ” 
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A New  Section  Faces  New  Problems 

William  B.  Jones,  M.D. 


i i IVyi  EDICAL  STAFF 

IV JL  development”  — 
sounds  innocuous  enough.  The 
purpose  was  to  develop  a 
committee  at  the  local  level  to 
determine  the  physician 
manpower  needs,  both  by  number 
and  speciality,  and  take  steps  to 
fill  those  needs.  By  this 
mechanism,  patients  would  not 
bypass  our  town  because  of 
inadequate  services.  The 
sophistication  and  influence  of 
the  physician  community  would 
increase,  the  hospitals  would 
remain  financially  healthy,  and 
the  whole  region  would  benefit. 
This  was  mother  and  apple-pie 
material.  Who  could  object? 

On  closer  inspection,  however, 
this  plan,  which  was  noble  in  its 
conception,  could  become  a 
disaster  in  execution.  The 
“committee”  was  to  be  composed 
exclusively  of  non-physicians 
from  the  hospital.  Once  the  needs 
were  established,  this  committee, 
without  physician  in-put,  would 
recruit  the  needed  physicians  and 
determine  which  groups  each 
particular  physician  would 
practice  with.  Physicians  moving 
into  town  would  not  be  given 
hospital  privileges  based  on  their 
qualification,  but  on  the  hospital’s 
perceived  needs.  By  implication, 
renewal  of  existing  physician 
hospital  privileges  would  be 
based  on  patterns  of  hospital 
utilization.  We  were  told  that  it 
was  essential  to  have  no 
physician  in-put  to  avoid  anti-trust 


problems.  In  fact,  a nationally 
known  law  firm  which  specializes 
in  helping  hospitals  meet  their 
manpower  needs,  was  brought  in 
to  facilitate  the  whole  process. 

Here  was  a well  meaning 
concept  that  very  easily  could 
have  resulted  in  the  physicians 
becoming  de  facto  employees  of 
the  hospital.  Indeed,  it  was  the 
contention  of  the  law  firm  that  the 
medical  staff  was  no  different 
from  the  nursing  staff,  and  held 
appointment  completely  at  the 
leisure  of  the  hospital  governing 
board.  But  the  administration  had 
all  the  organization,  and  the 
change  seemed  a foregone 
conclusion.  Physician  reservations 
were  felt  to  represent  unwarranted 
paranoia.  Things  seemed  to  be 
moving  too  fast.  What  could 
concerned  but  busy  physicians  do 
either  to  clarify  or  eradicate  their 
anxiety? 

Turn  to  the  hospital  medical 
staff  section  (HMSS).  This 
organization,  formed  in  1983  to 
address  increasing  potential 
economic  conflicts  between 
administration  and  medical  staff, 
is  extremely  active  nationally,  but 
has  been  moribund  in  Georgia. 
Georgia,  in  some  ways,  is 
fortunate  in  lagging  behind  the 
nation  in  the  number  and 
intensity  of  increasing  hospital/ 
physician  conflicts.  Many  areas  of 
the  country  have,  through  the 

Dr.  Jones  is  a urologist  and  chairman  of  MAG’s 
Hospital  Medical  Staff  Section.  His  address  is 
660-G  Lanier  Park  Dr.,  Gainesville,  GA  30501. 


HMSS,  well-established 
mechanisms  to  prevent  these 
conflicts  or  satisfactorily  resolve 
them  when  they  arise. 

With  the  “medical  staff 
development”  situation  just 
described,  Dr.  Howard  Lang, 
President  of  the  national  HMSS 
was  called,  and  through  his 
experience  and  contacts,  it 
became  clear  that  the  physicians’ 
potential  concerns  were  in  fact 
very  real.  Legal  counsel  for  the 
California  Medical  Association 
was  then  contacted  for  possible 
responses.  Through  that  counsel, 
we  learned  that  an  expert  in 
hospital/staff  conflicts  was  in  our 
own  backyard,  Mr.  Richard 
Vincent,  an  attorney  in  Atlanta. 

Mr.  Vincent  came  to  our 
Medical  Society  meeting  and 
educated  our  members  regarding 
the  implications  of  the  proposed 
plan.  When  the  hospital 
administration  was  aware  of  our 
concern,  the  whole  plan  was 
shelved.  In  fact,  due  in  part  to 
this  conflict,  new  channels  of 
communication  have  been 
opened  between  administration 
and  medical  staff,  which  can  both 
address  the  hospital’s  legitimate 
needs  while  not  impinging  on  the 
physicians’  ability  to  practice 
medicine. 

Although  the  immediate  cause 
of  this  conflict  was  poor 
communication  between  the 
hospital  medical  staff  and  the 
administration  (for  in  its  concept, 
the  plan  was  essentially 
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worthwhile),  there  is  a much 
deeper  problem.  The  change  in 
health  care  financing  has  forever 
changed  the  way  medicine  will  be 
practiced  in  America.  This  change 
occurred  in  1983  when  the  U.S. 
government  switched  from  a 
retrospective,  cost-plus  system,  to 
the  prospective  reimbursement 
system. 

^Although  the 
immediate  cause  of  this 
conflict  was  poor 
communication 
between  the  hospital 
medical  staff  and  the 
administration  (for  in 
its  concept,  the  plan 
was  essentially 
worthwhile),  there  is  a 
much  deeper 
problem.  ^ 

With  the  institution  of  the 
Diagnostic  Related  Grouping 
(DRGs),  hospital  revenues  from 
its  larger  payer  (Medicare)  have 
steadily  decreased.  Because  of 
the  seemingly  unquenchable  thirst 
for  health  care  in  America,  non- 
governmental third  party  payers 
have  seen  their  insurance  costs 
soar.  They  too  have  taken 
measures  to  switch  from  in- 
patient to  out-patient  care 
wherever  possible,  thus  further 
decreasing  hospital  income. 
Managed  health  care  plans  have 
increasingly  forced  hospitals  into 
signing  agreements  that  have 
further  decreased  their  margins. 
Technology  has  increasingly 
moved  once  exclusively  in-patient 
tests  and  procedures  to  office- 
based  ones.  And,  don’t  forget 
about  the  37  million  Americans 
that  are  uninsured  but  who 
continue  to  show  up  with 


amazing  regularity  at  the  steps  of 
the  hospital.  Is  it  any  surprise  that 
for  the  last  6 years  the  number  of 
hospitals  closed  for  financial  • 
reasons  has  steadily  increased?  A 
total  of  81  community  based 
hospitals  closed  in  1982,  two  of 
them  were  in  Georgia  (we  have 
been  made  aware  of  two  possible 
closures  in  Georgia  already  this 
early  in  1989).  The  private  payers 
will  only  get  tougher.  The  logic  of 
the  huge  federal  deficit  dictates 
further  cuts  in  Medicare 
reimbursement  as  the  utilization 
of  this  group  continues  to 
increase.  The  continued  shake 
out  in  the  managed  health  care 
field  will  only  lead  to  further 
economically  questionable  deals. 
The  term  “frantic”  would  not  be 
inappropriate  to  describe  the 
situation  of  the  hospital  industry. 

Their  very  survival,  in  truth,  is 
at  stake.  And,  as  a drowning  man 
understands  he  must  grasp  at  any 
object,  however  futile,  the 

e continued  shake 
out  in  the  managed 
health  care  field  will 
only  lead  to  further 
economically 
questionable  deals.  The 
term  frantic  would  not 
be  inappropriate  to 
describe  the  situation 
of  the  hospital 
industry,  y 

hospitals  increasingly  have  to  act 
this  way  as  their  financial 
solvency  slowly  declines.  But  we, 
as  physicians,  cannot  afford  to  let 
this  happen.  Which  among  us  can 
practice  without  a hospital? 

Which  of  us  would  want  to 
practice  in  a marginal  hospital 
which  could  not  provide  us  with 


the  latest  technology?  As  hospitals 
suffer,  so  will  we  and  our 
patients.  The  problem  is  to 
balance  the  hospitals’  need  for  a 
stable  revenue  base  with 
physician  independence. 

^As  originally 
organized,  the  Georgia 
chapter  of  the  Hospital 
Medical  Staff  Section 
has  been  a failure.  In 
part,  this  was  due  to 
the  statewide  IP  A 
which  usurped  many  of 
its  functions.^ 

Physicians  need  to  be  actively 
involved  in  the  hospitals’ 
financial  well-being  but  not  at  the 
expense  of  their  freedom.  We  feel 
that  the  solution  to  this  problem 
will  be  pluralistic,  each 
community  adjusting  and  flexing 
as  seems  appropriate  to  the  local 
situation.  This  is  where  the  state 
HMSS  comes  into  play.  In  some 
areas  of  the  state,  these  conflicts 
will  be  minimal,  and  in  these  the 
HMSS  will  be  dormant.  In  most, 
however,  it  is  felt  that  the  above 
increasing  financial  pressures  will 
lead  to  conflicts  in  which 
administration  and  physician  will 
be  opponents  rather  than 
partners.  By  adequate  physician 
involvement,  we  hope  to 
minimize  the  occurrence  of  such 
conflicts.  By  organizing  our 
members  under  the  HMSS,  we 
will  be  able  to  rapidly  address 
issues  of  concern  that  do  arise 
and  consider  possible  solutions. 

As  originally  organized,  the 
Georgia  chapter  of  the  HMSS  has 
been  a failure.  In  part,  this  was 
due  to  the  statewide  IPA  which 
usurped  many  of  its  functions. 
Although  it  is  still  active,  the  IPA 
no  longer  appears  to  be  the  ideal 
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conduit  for  the  task  at  hand.  At 
the  latest  MAG  Board  of  Directors 
meeting,  the  Hospital  Medical 
Staff  Section  was  reorganized  into 
an  Ad  Hoc  Committee,  and  1 was 
named  with  myself  chairman.  The 
Committee  will  be  composed  of 
physicians  throughout  the  state 
who  will  serve  as  a monitor  of 
hospital/staff  relations  in  their 
respective  communities  and  serve 
as  a resource  for  conflict 
resolution  when  such  arises. 

Their  ability  to  provide  options 
will  grow  from  the  contacts  with 
the  HMSS  on  a national  level,  as 
these  members  will  be 
encouraged  to  take  part  in  the  bi- 
annual HMSS  meetings  which  are 
held  concurrently  with  the  AMA 
annual  and  interim  meetings.  In 
addition,  a report  on  various  state 
and  national  HMSS  activities  will 
be  published  quarterly  in  the  MAG 
Journal  and  more  frequently  as 
needed  in  the  MAG  Newsletter. 


^MAG^s  newly 
organized  Hospital 
Medical  Staff  Section 
will  be  composed  of 
physicians  throughout 
the  state  who  will  serve 
as  a monitor  of 
hospital/staff  relations 
in  their  respective 
communities  and  serve 
as  a resource  for 
conflict  resolution 
when  such  arises.^ 

Also,  periodical  points  of  interest 
will  be  sent  to  the  Chief’s  of  Staff 
throughout  the  state  as  well  as  to 
the  members  of  this  Committee. 

It  is  not  the  intent  or  purpose  of 


the  HMSS  to  serve  as  a 
mechanism  to  block  any  and  all 
hospital  efforts  to  enhance  their 
business.  Rather,  this  organization 
hopefully  will  aid  those  efforts 
that  provide  for  economic  stability 
of  the  hospitals  while  protecting 
physicians  from  unwarranted  and 
non-productive  intrusions  into 
their  areas  of  responsibility. 
Examples  of  such  endeavors 
include  joint  ventures  for  out- 
patient diagnostic  equipment  or 
physician  office  buildings. 

The  membership  of  the 
Committee  is  being  drawn  up  at 
this  time.  If  you,  or  anyone  you 
know,  might  be  interested  in 
serving,  please  contact  Cam 
Taylor  at  MAG  Headquarters.  1 
can’t  think  of  a better  way  to 
quickly  get  into  action  than 
planning  to  attend  the  up-coming 
national  HMSS  meeting  to  be  held 
in  Chicago  this  June. 

Let’s  get  to  work! 


MEDICAL 

OFFICE 

DESIGN 


“COMPLETE  NEW 
CONCEPT  IN  MEDICAL 
ARCHITECTURE  AND 
DESIGN  THAT  MORE 
THAN  PAYS  FOR  ITSELF” 

Atlanta  Design  Associates 

(404)  451-8383 


III  health' QVIpJiNC. 

“Liquidators  for  the  Medical  Professions  ” 

FOR  SALE 

Used  and  Refurbished 
Surgery  Equipment 

operating  Tables  - AMSCO,  Shampagine 
Surgical  Lights  - AMSCO,  Castle 
EKG  Monitors  - Datascope,  H P 
EKG  Machines  - HP,  Burdick 
Defibrillators  - HP,  Life  Pak,  Datascope 
Autoclaves  - AMSCO,  Pelton,  Castle 
Exam  Tables  - Stools 

ALL  PRICES  CASH  & CARRY 

Visit  Our  Showroom 

MON.-FRI.  10:00-5:00  SAT.  10:00-3:00 

SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 

448*8924 


CALENDAR 


APRIL 

22-23  — Augusta:  Pathology 
Symposium.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH;  404/721- 
3967. 

29-30  — Atlanta:  The  Cardiac 
Patient.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

MAY 

1-6  — Augusta:  24th  Annual 
Primary  Care  and  Family 
Practice  Symposium.  AMA 

Category  1 credits  and  AAFP 
Prescribed  credits.  Contact  Div. 
of  Cont.  Ed.,  MCG,  Augusta 
30912.  PH;  404/721-3967. 

4 — Atlanta:  Soberfest 
Conference,  “Alcohol  and 
Drug  Abuse:  A Day  with  the 
Experts.”  Category  1 credit. 
Contact  Susan  E.  Pajari, 
Willingway  Hospital,  31 1 Jones 
Mill  Rd.,  Statesboro  30458.  PH: 
912/764-6236. 

5 — Statesboro:  Soberfest 
Conference,  “Alcohol  and 
Drug  Abuse:  A Day  with  the 
Experts.”  Category  1 credit. 
Contact  Susan  E.  Pajari, 
Willingway  Hospital,  31 1 Jones 
Mill  Rd.,  Statesboro  30458.  PH: 
912/764-6236. 

18- 20  — Jekyll  Island:  Georgia 
Rheumatism  Annual  Meeting. 
Category  1 credit.  Contact 
Richard  S.  Field,  M.D.,  Section 
of  Rheumatology,  MCG,  Augusta 
30912.  PH:  404/721-2981. 

19- 21  — Destin,  FL.‘ Georgia 
Radiological  Society  Annual 
Meeting.  Category  1 credit. 
Contact  Lloyd  B.  Schnuck,  Jr., 
M.D.,  3 Medical  Arts  Center, 
Savannah,  GA  31405.  PH:  912/ 
242-8090. 


24-26  — Calloway  Gardens: 
Perinatology  Conference. 
(Sponsored  by  The  Medical 
Center  in  conjunction  with  the 
Dept,  of  Pediatrics  & Ob/Gyn.) 
AMA  Category  1 credit,  ACOG, 
AAFP,  & PREP  prescribed 
credits.  Glenda  Driscoll,  710 
Center  St.,  Columbus  31994. 
PH:  404/571-1692. 


JUNE 

12-15  — Hilton  Head  Island,  SC: 
Clinical  Cardiology.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 

1 9-24  — Kiawah  Island,  SC: 

20th  Annual  Internal  Medicine 
Symposium.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH;  404/721- 
3967. 

22- 25  — Sea  Island:  GA 
Chapter,  American  Academy  of 
Pediatricians.  Category  1 credit. 
Contact  William  C.  Mankin,  4059 
Land  O’Lakes  Dr.,  NE,  Atlanta 
30342.  PH:  404/237-3922. 

23- 25  — Hilton  Head  Island,  SC: 
Daily  Anesthetic  Challenges. 
Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912. 
PH:  404/721-3967. 

26  — Atlanta:  Breast  Cancer: 
Conservative  Treatment. 

Category  1 credit.  Contact 
Donna  Cannon,  HCA  West 
Paces  Ferry  Hospital,  3200 
Howell  Mill  Rd.,  Atlanta  30342. 
PH:  404/350-5600. 

28-July  2 — Nairobi,  Kenya:  4th 
International  Interdisciplinary 
Conference  on  Hypertension  in 
Blacks.  Category  1 credit. 
Contact  International  Society  on 
Hypertension  in  Blacks,  69  Butler 
St.,  Atlanta  30303.  PH:  404/589- 
5810. 


29-July  2 — Kiawah  Island,  SC: 
Hematology  - Oncology  - 
Recent  Advances.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 

JULY 

10-12  — Kiawah  Island,  SC: 
Update  in  Gynecology. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912. 
PH:  404/721-3967. 

13-15  — Kiawah  Island,  SC: 
Clinical  Obstetrics.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 

1 8-22  — Kiawah  Island,  SC: 

11th  Annual  Critical  Care 
Medicine.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:  404/721- 
3967. 

24-26  — Kiawah  Island,  SC: 

12th  Annual  Pediatric  Update. 
Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912. 
PH:  404/721-3967. 

AUGUST 

10-13  — Hilton  Head,  SC: 
Georgia  Psychiatric  Physicians 
Association.  Category  1 credit. 
Contact  Jim  Moffett,  MAG,  938 
Peachtree  St.,  Atlanta  30309. 

PH:  404/876-7535  or  800/282- 
0224. 

SEPTEMBER 

15-17  — Augusta:  Clinical 
Psychiatry.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:  404/721- 
3967. 

21-23  — Hilton  Head,  SC: 
Frontiers  in  Nutrition.  Category 
1 credit.  Contact  Div.  of  Cont. 

Ed.,  MCG,  Augusta  30912.  PH; 
404/721-3967. 
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Hospital  Issues  on  the 
General  Assembly’s 
Agenda 

The  Georgia  General  Assembly 
is  looking  this  year  at  a number 
of  issues  affecting  the  state’s 
hospitals. 

Of  particular  interest  to 
hospital’s  serving  large  numbers 
of  indigent  patients  is  the  Indigent 
Care  Payment  Bill  (HB  597).  If 
passed,  the  bill  would  make  all 
counties  liable  for  the  cost  of 
providing  medical  care  to  their 
indigent  residents,  including 
physician  charges  for  emergency 
hospital  care.  All  charges  would 
be  billed  at  the  Medicaid  rate, 
and  county  liability  would  be 
equal  to  no  more  than  one  mil  of 
property  tax.  Counties  would  be 
able  to  contract  with  local 
hospitals  to  provide  the  required 
care. 

Exemptions  to  the  Open 
Meeting  Law  (HB  140)  saw 
favorable  action  when  a 
compromise  bill  received  the 
endorsement  of  the  Georgia  Press 
Association.  The  compromise, 
which  at  press  time  had  passed 
the  House  and  the  Senate 
Judiciary  Committee,  provides 
that  hospital  authorities  would  not 
have  to  disclose  information  that 
is  “potentially  commercially 
valuable.” 

The  Senate  passed  a bill  (SB 
137)  allowing  hospitals  with  fewer 
than  50  beds  to  obtain  certificates 
of  need  for  renovation  projects 
without  the  application  of  the 
bed-need  formula.  That 
exemption  would  apply  only  to 
projects  that  do  not  include  the 
addition  of  new  beds. 

And  a modification  has  been 
introduced  (HB  715)  to  the 
consent  to  treatment  statute  that 
would  allow  adult  children  to 
consent  to  medical  treatment  for 
their  parents  if  their  parents  are 
unable  to  give  consent 
themselves. 


Medicare  Payment 
Shortfalls  Get  Individual 

Congressional  Attention 

More  than  50  representatives 
from  Georgia  Hospital  Association 
(GHA)  hospitals  met  in 
Washington,  DC,  last  month  with 
Georgia  senators  and 
representatives  to  garner  support 
for  the  American  Hospital 
Association’s  (AHA)  “Resolve  to 
Protect  Medicare”  resolution 
calling  for  an  end  to  Medicare 
budget  cuts  in  1990.  The  visit  was 
part  of  the  AHA’s  annual  meeting, 
and  state  hospital  associations 
from  around  the  country  joined 
forces  to  recruit  support  for  the 
resolution. 

The  GHA  delegation  presented 
petitions  with  some  20,000 
signatures  supporting  the 
resolution,  and  at  press  time,  six 
of  the  state’s  congressional 
representatives  had  signed  the 
resolution  as  cosponsors. 

Nationally,  36  senators  and  177 
representatives  have  now  co- 
sponsored the  resolution.  Sen. 

Paul  Simon  (D-IL),  the  bill’s  main 
sponsor  in  the  Senate,  has  stated 
that  the  time  has  come  “to  make 
prudent  health  policy  decisions 
through  the  legislative  process 
and  not  solely  with  a budget 
knife.” 

Medicare  Losses  on  the 
Increase 

A new  study  prepared  at  the 
request  of  the  Georgia  Hospital 
Association  shows  a growing 
pattern  of  loss  for  the  state’s 
hospitals  under  Medicare. 

Small  hospitals  having  fewer 
than  100  beds,  for  example,  saw  a 
.05%  loss  in  treating  Medicare 
patients  in  1986.  The  following 
year,  that  loss  grew  to  4.24%,  with 
projections  of  a 6.94%  loss  for 
1988  and  a 9.6%  loss  in  1989. 

Large  hospitals  are  showing  a 
similar  pattern,  according  to  the 


NEWS 


study  results.  In  1986,  Medicare 
payments  to  hospitals  with  400  or 
more  beds  were  7.76%  higher 
than  the  cost  of  treating  those 
patients.  But  in  1987,  that  surplus 
had  decreased  to  4.28%,  with 
1988  expected  to  show  only  a 
.55%  profit  and  1989  a 3.39% 
loss. 

Indigent  Care  Accounts  for 
a Growing  Share  of 
Hospital  Expenses 

The  State  Health  Planning 
Agency  (SHPA)  reports  that 
hospitals  saw  a 52%  increase  in 
unreimbursed  indigent  and  charity 
care  from  1986  through  1987.  In 
1986,  says  SHPA,  unreimbursed 
care  represented  2.3%  of 
hospitals’  total  gross  revenues, 
whereas  in  1987  the  amount  rose 
to  3.1%  after  subtracting  bad 
debts  and  contractual 
adjustments. 

According  to  SHPA,  Georgia’s 
percentage  of  uninsured  citizens 
(18.2%)  is  higher  than  the 
national  percentage  (17.4%).  And 
those  figures,  says  SHPA,  so  not 
include  persons  who  are 
underinsured. 

Teaching  Hospitals  on 
Medicare’s  Hit  List 

The  U.S.  General  Accounting 
Office  proposes  to  cut  hospitals’ 
Medicare  indirect  education 
payments  by  one  third,  thus 
reducing  payments  to  teaching 
hospitals  by  $766  million  in  fiscal 
year  1989,  by  $843  million  in 
fiscal  year  1990,  and  by  $1  billion 
the  following  year. 

Such  drastic  reductions  are 
expected  to  affect  severely  the 
nation’s  1,300  teaching  hospitals, 
particularly  large  urban  hospitals 
that  treat  high  numbers  of 
indigent  patients  and  provide 
specialized  services. 
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Turning  Point  — Another  Way 


Regardless  of  our  back- 
grounds, I believe  that  most 
young  married  couples  believe 
that  they  will  be  the  ideal  couple 
who  “will  live  happily  ever  after.” 
Somehow,  1 seemed  to  think 
that  the  perfume  would  sit  on 
the  dresser  and  the  dust  would 
not.  Life  would  be  perfect 
forevermore. 

We  discussed  the  future  and 
had  a clear  picture  of  having 
children  “in  a couple  of  years.”  1 
would  put  my  nursing  career  on 
hold  because  by  that  time  my 
engineer  husband  would  be  able 
to  afford  my  staying  at  home  to 
be  a fulltime  mother. 

The  thought  of  sterility 
problems  never  entered  my  mind. 
In  fact,  the  thought  of  any 
problem  in  this  “perfect  marriage” 
never  entered  my  mind. 

When  two  years  had  passed,  I 
had  given  no  thought  to  a long- 
term career.  Birth  announcements 
came  from  friends,  and  I had 
even  chosen  the  one  I liked  the 
best  and  would  probably  use. 

After  three  childless  years,  I 
became  concerned.  1 made 
an  appointment  with  the  best 
sterility  specialist  in  the  city.  I 
was  so  confident  that  some 
“little”  problem  could  be  quickly 
j fixed.  I referred  some  of  my 
friends  to  this  wonderful 
specialist,  and  each  of  them 
thanked  me  when  they 
announced  that  they  were 
expecting  a baby. 


Days  turned  into  months,  and 
months  turned  into  years  as  my 
depression  began  to  interfere  with 
the  simple  act  of  even  going  to 
our  bridge  club.  It  seemed  that 
everyone  was  expecting  a new 
baby  or  had  just  had  one. 
Somehow  I didn’t  even  seem  to  fit 
in  anymore.  At  the  same  time, 
nurse  friends  were  taking 
maternity  leave,  and  some  people 
even  asked  if  we  didn’t  like 
children. 

After  7 years  and  two 
spontanenous  miscarriages,  it  was 
finally  clear  to  me  that  having 
children  was  not  probable.  My 
gynecologist  (sterility  specialist) 
asked  if  I had  considered 
adopting  children. 

This  quickly  offered  “another 
way”  to  fix  what  wasn’t  perfect. 
However,  when  my  husband  and  I 
had  our  first  appointment  with  the 
social  worker,  we  almost  ran  out 
the  door  and  had  to  admit  to 
each  other  that  it  was  too 
frightening  to  follow  through  with. 

Little  was  said  about  a family 
for  several  months.  Later,  we 
again  went  to  an  adoption  agency 
and  left  knowing  that  adoption 
was  an  option  for  us. 

We  applied  to  adopt  a son  on 
October  16  and  were  told 
that  the  process  could  take 
anywhere  from  9 months  to  2 
years.  Maintaining  my  optimism,  I 
said,  “Oh,  that  is  all  1 want  for 
Christmas  this  year.”  A son,  our 
first  child,  was  placed  in  our 


home  on  December  16  of  the 
same  year. 

Since  that  time  we  have 
adopted  two  other  lovely  children. 
This  has  made  me  more  sure  than 
ever  before  that  there  is  a master 
plan  for  our  lives  and  that 
achieving  success  is  not 
necessarily  as  we  initially 
planned. 

This  experience  has  also  made 
me  aware  that  there  are  many 
“bumps”  in  the  road  and  probably 
no  couple  actually  “lived  happily 
ever  after.” 

Once  I said  to  my  husband,  “I 
wonder  why  we  were  so 
afraid  of  adoption  that  first  time 
we  went  to  an  agency.”  His  calm 
answer  was,  “We  would  have 
gotten  the  wrong  children.”  God’s 
gifts  to  our  lives  came  “another 
way.”  Now  I know  that  some 
achievements  take  some  effort  on 
our  part  and  that  very  little,  if 
anything,  comes  in  a perfect 
package.  We  even  have  dust  on 
the  dresser. 

A Georgia  Nurse  and  Parent 


We  invite  contributions  to  this 
Department.  Please  send  them  % the 
Journal,  938  Peachtree  St.,  Atlanta 
30309. 
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Becoming  A Doctor:  A Journey  of  Initiation  in  Medical  School 

by  Melvin  Konnef,  M.D.,  Ph.D.  390  pp,  paperback  $7.95,  New  York,  Penguin  Books,  1988 


I DID  NOT  LIKE  THIS  BOOK,  but  I 
could  not  put  it  down.  In  fact, 

I read  it  twice  within  a 4-month 
period.  I read  it  the  second  time 
hoping  my  anger  and 
disappointment  were  sufficiently 
reduced  to  allow  me  to  review  it 
with  a little  less  passion.  At  least 
the  time  allowed  me  to  focus  on 
Dr.  Konner’s  grudging 
acknowledgement  that  there  are 
some  very  positive  forces  for 
change  at  work  in  American 
medical  education.  His  dismissal 
of  their  potential  becomes  just 
another  example  of  the  author’s 
grandiosity  in  judging  the 
profession  of  medicine. 

Dr.  Konner  is  the  Samuel 
Candler  Dobbs  Professor  of 
Anthropology  at  Emory  University. 
He  has  authored  a number  of 
other  books  including  The 
Tangled  Wing:  Biological 
Constraints  on  the  Human 
Species,  which  is  a very  readable 
_ ^ account  of  the  growing  evidence 
t of  the  power  of  biology  in  human 
behavior. 

I Becoming  a Doctor  is  Dr. 

1 Konner’s  account  of  his 
f experiences  as  a third  and  fourth 

iyear  medical  student  at  Harvard,  a 
school  not  identified  in  the  book. 
Why  he  ever  became  a medical 
} student  remains  a mystery  to  me, 

I although  family  influences  and 

!“an  appetite  for  experience  that 
exceeds  the  normal  restraints  of 
pride”  are  acknowledged. 

The  impact  of  this  book  is  in 
, the  accounts  of  Dr.  Konner’s 
clinical  rotations.  While  the 
experiences  are  very  personal  and 


subjective  and,  1 believe,  not 
representative  of  the  experiences 
or  reactions  of  most  students, 
they  should  be  of  concern, 
especially  to  those  of  us  in 
medical  education. 

Surgery,  anesthesiology, 
neurosurgery,  pediatrics, 
obstetrics,  gynecology,  pathology, 
psychiatry,  and  medicine  are  the 
clinical  experiences  which  fuel 
Dr.  Konner’s  observations  and 
descriptive  encounters.  While 
there  are  a few  physician  or 
resident  heroes  described,  most 
physicians  are  pictured  as 
arrogant,  blustering,  and/or 
dehumanizing,  and  denigrating  or 
abusive  of  patients.  Dr.  Konner’s 
experiences  left  him  with  very 
negative  feelings  about  surgeons 
and  a more  positive  regard  for 
primary  care  physicians  whom  he 
regards  as  having  some 
awareness  of  the  psychologic, 
social,  and  spiritual  dimensions 
of  the  human  experience. 

The  basic  science  years  he 
dismisses  as  “too  many  facts 
are  being  taught  too  thoughtlessly 
in  too  short  a time.”  While  the 
book  does  not  focus  on  the 
preclinical  years.  Dr.  Konner  does 
note  the  1984  Association  of 
American  Medical  Colleges  Report 
on  the  General  Professional 
Education  of  the  Physician  which 
recommended  less  emphasis  on 
test  scores,  fewer  laboratory  and 
lecture  hours,  development  of 
independent  learners,  and 
recognition  of  the  psychosocial 
aspects  of  medical  care. 

For  the  clinical  years  he  simply 


says  the  models  for  the  medical 
student  are  wrong.  By  wrong,  he 
means  the  role  models  are 
residents  who  are  overworked, 
sleep-derived,  overburdened  with 
responsibility,  barraged  by  ever 
changing  facts,  and  oppressed  by 
the  medical  hierarchy. 

Perhaps  what  he  describes  is 
Harvard  today,  but  I doubt  it.  In 
fact.  Harvard  — along  with 
Mercer,  New  Mexico,  Rush, 
Michigan  State,  and  10  or  so  other 
schools  in  the  United  States  — 
has  instituted  curricular  changes 
in  keeping  with  the  1984  Report 
on  the  General  Professional 
Education  of  the  Physician.  In 
addition,  several  efforts  are 
underway  to  improve  the  clinical 
education  of  physicians  by  a 
greater  focus  on  the  role  of 
medicine  in  society,  enhancement 
of  the  doctor-patient  relationship, 
shifting  of  primary  care  training  to 
ambulatory  settings,  and  requiring 
a period  of  community  service. 

Unfortunately,  none  of  the 
positive  changes  are  cited 
by  Dr.  Konner.  There  is,  in  fact, 
no  evidence  he  looked  for  them. 
What  is  clear,  however,  is  that  Dr. 
Konner’s  anger  at  medicine  and 
gift  for  descriptive  writing  has 
given  this  book  more  attention 
than  it  deserves. 

It  is  not,  according  to  the 
Ashley  Montagu  quote  on  the 
cover,  “The  most  important  book 
on  medical  education  in  almost 
80  years.”  Physicians  need  to  read 
it  to  understand  why. 

W.  Douglas  Skelton,  M.D. 
Mercer  University  School 
of  Medicine 
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The  IVfedical  Association 
of  Georgia’s 

1989  House  of  Delegates 


Next  month,  the  135th  annual 
meeting  of  the  Medical  As- 
sociation of  Georgia  House  of  Del- 
egates, our  policy-making  body,  will 
be  held  in  Atlanta  at  the  Hyatt  Rav- 
inia  Hotel,  located  north  of  the  city 
at  Interstate  Highway  285  and  Ash- 
ford-Dunwoody  Road. 

The  House  of  Delegates  is  MAG’s 
legislative  body,  charged  by  our 
Constitution  with  the  responsibility 
for  transacting  all  business  of  the 
Association.  Most  importantly,  the 
House  determines  MAG’s  positions 
on  current  issues  facing  the  medi- 
cal profession  in  Georgia.  And,  as 
always,  we  will  be  electing  MAG’s 
President-Elect  and  other  officers. 

All  members  of  the  Medical  As- 
sociation of  Georgia  are  cordially 
invited  to  attend  the  several  ses- 
sions of  our  House  and,  with  their 
elected  Delegates  and  Alternate 
Delegates,  to  participate  in  discus- 
sion of  the  issues  under  consider- 
ation. 

Reservations  for  Lodging 

Guest  rooms  at  the  Hyatt  Ravinia 
Hotel  are  available  for  participants 
in  our  House  meeting.  All  MAG  del- 
egates and  officers  have  received 
reservation  cards  from  MAG  head- 
quarters. .Ml  others  must  make  res- 
ervations directly  with  the  Ravinia 
reservation  staff,  preferably  by  call- 
ing the  hotel  at  404/395-1234.  For 
this  meeting  MAG  has  secured  a 
discounted  room  rate  of  $96.00  sin- 
gle or  double  occupancy  per  night. 


Hyatt  Ravinia  Hotel 
Atlanta 
May  4-6 


The  Auxiliary  to  the  MAG  will  hold 
its  64th  Annual  Meeting  at  the 
Hyatt  Ravinia  Hotel,  May  5-6. 
Please  refer  to  page  192  for  pro- 
gram information. 

A registration  desk  will  be  main- 
tained in  the  Ballroom  foyer  of  the 
Ravinia  for  delegates,  alternate  del- 
egates, directors,  and  all  members. 
The  registration  desk  will  be  open: 

Thursday, 

May  4 4:00  p.m.  - 8:00  p.m. 

Friday, 

May  5 7:30  a.m.  - 3:00  p.m. 

Saturday, 

May  6 8:30  a.m.  - 4:00  p.m. 

Thursday,  May  4 
General  Session 

The  opening  General  Session  will 
be  called  to  order  by  MAG  Presi- 
dent, Joseph  P.  Bailey,  Jr.,  M.D.  on 
Thursday,  May  4,  at  7:00  in  the  Ball- 
room. 

After  opening  ceremonies.  Dr. 
Bailey  will  present  MAG  Certificates 
of  Appreciation  to  members  who 
have  made  special  contributions  to 
MAG,  and  also  to  other  citizens  who 
have  distinguished  themselves  in 
service  to  the  medical  profession  in 
Georgia.  The  President  will  also 
honor  MAG’s  members  who  have 
been  in  practice  for  fifty  years  or 
longer;  those  who  have  been 
awarded  life  membership;  and 
those  who  have  died  during  the  past 
year. 


Special  events  during  this  open- 
ing session  will  be  the  address  of 
our  annual  Guest  Speaker  and  the 
report  of  the  Auxiliary  to  the  Med- 
ical Association  of  Georgia  by  Pres- 
ident Mrs.  Jan  Collins.  Following 
will  be  the  presentation  of  MAG’s 
four  special  awards: 

• Hardman  Cup  — presented  to  an 
individual  for  an  outstanding  dis- 
covery in  medicine  or  surgery,  or 
solution  of  a major  problem  in 
public  health 

• Distinguished  Service  Award  — 
for  meritorious  service  reflecting 
credit  and  honor  to  the  Associ- 
ation 

• Civic  Endeavor  Award  — for  out- 
standing public  service  and  par- 
ticipation in  civic  activities 

• Family  Physician  of  the  Year  — 
the  recipient  of  this  award  is  de- 
termined by  the  Board  of  Direc- 
tors of  the  Georgia  Academy  of 
Family  Physicians. 

First  Session  of  The  House 
Thursday  Evening 

After  these  ceremonies,  James  A.  . 
Kaufmann,  M.D.,  Speaker,  will  con-  ' 
vene  the  House  of  Delegates  at  8:00  I 
p.m.  in  the  Ballroom. 

The  order  of  business  will  in- 
clude: 

• nomination  of  candidates  for 
MAG  officers,  AMA  delegates  and 
alternates. 

• announcement  of  Reference 
Committees  for  Friday 
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• introduction  of  resolutions  or 
other  new  business 

Friday,  May  5 
GaMPAC  Breakfast 

MAG’s  Georgia  Medical  Political 
Action  Committee,  GaMPAC,  will 
sponsor  a champagne  breakfast  on 
Friday  morning.  May  5,  at  7:30  a.m. 
in  the  Ballroom. 

Reference  Committees 

According  to  the  Bylaws  of  the 
Association,  all  resolutions  and  re- 
ports submitted  by  MAG  officers, 
members  county  specialty  socie- 
ties, or  committees  which  contain 
recommendations  must  be  referred 
to  a Reference  Committee  for  open 
hearing. 

All  MAG  members  are  invited  to 
the  Hyatt  Ravinia  Hotel  and  en- 
couraged to  appear  and  express 
their  views  before  the  Reference 
Committees.  The  Committees  will 
open  their  hearings  on  Friday,  May 
5,  at  9:00  a.m. 

Our  House  customarily  features 
6 Reference  Committees,  each  with 
an  agenda  of  somewhat  related  is- 
sues: 

• Reference  Committee  A (Maple- 
wood “B”  Room):  socioeconom- 
ics 

• Reference  Committee  B (Maple- 
wood “A”  Room):  medical  prac- 
tice 

• Reference  Committee  C (Camel- 
lia Room):  legislation 

• Reference  Committee  D (Azalea 
Room):  medical  education 

• Reference  Committee  F (Oak- 
wood  “B”  Room):  MAG’s  budget 

• Reference  Committee  C&B  (Oak- 
wood  “A”  Room):  Constitution  & 
Bylaws 

Saturday,  May  6 
Second  Session 

The  Second  Session  of  the  House 
of  Delegates  will  convene  at  9:00 
a.m.  on  Saturday,  May  6,  in  the  Ball- 
room. 

Principal  item  of  business  will  be 
consideration  of  reports  submitted 


by  the  several  Reference  Commit- 
tees. The  Delegates’  vote  on  each 
of  the  numerous  resolutions  and 
recommendations  brought  before 
the  House  will  help  establish  MAG’s 
official  policies. 

Election  of  officers  nominated  on 
Thursday  evening  will  take  place 
during  the  Saturday  morning  ses- 
sion. The  Tellers  will  pass  out,  col- 
lect, and  count  the  ballots,  and  the 
results  will  be  announced  before 
the  lunch  break.  All  newly  elected 
officers  will  be  installed  during  the 
evening  session  on  Saturday. 

Installation  of  Officers 
Saturday  Evening 

All  Delegates,  Alternate  Dele- 
gates, Auxilians,  Guests,  MAG 
members  and  their  spouses  are  cor- 
dially invited  to  the  special  cere- 
mony for  the  installation  of  officers 
of  the  Medical  Association  of  Geor- 
gia, Saturday  evening.  May  6,  at  6:30 
p.m.  in  the  Dunwoody  Room  of  the 
Hyatt  Ravinia. 

At  that  time,  MAG’s  outgoing 
President,  Dr.  Bailey,  will  address 
the  House  and  help  install  our  new 
President,  Joe  L.  Nettles,  M.D.,  of 
Savannah.  Dr.  Nettles  will  deliver 
his  inaugural  address  and,  along 
with  other  officers  of  the  Associa- 
tion, will  take  his  official  oath  of 
office. 

President’s  Reception 

The  MAG  and  Auxiliary  to  the 
MAG  will  honor  our  Presidents,  Dr. 
Joseph  P.  Bailey,  Jr.,  and  Mrs.  Jan 
Collins,  at  a reception  and  dance 
beginning  at  7:00  p.m.,  or  imme- 
diately following  the  officers’  in- 
stallation on  Saturday  evening,  in 
the  Ballroom. 

Sunday,  May  7 

In  the  event  that  all  Reference 
Committee  reports  are  not  acted 
upon  in  Saturday’s  session,  the 
House  will  be  convened  at  9:00 
a.m.,  Sunday,  in  the  Ballroom. 


Schedule  at  a Glance  . . . 

Thursday,  May  4 

4:00-7:00  Registration  (Ballroom 
Foyer) 

7:00-8:00  General  Session 

(Ballroom) 

Presiding:  Joseph  P.  Bailey,  Jr., 
M.D.,  President 
Opening  Ceremonies 
Report  of  the  President  of  the 
Auxiliary  to  the  MAG,  Mrs. 

Jan  Collins 

Presentation  of  MAG  Awards 
Recess 

8:00-10:00  House  of  Delegates, 
First  Session  (Ballroom) 
Presiding:  James  A.  Kaufmann, 
M.D.,  Speaker 
and  Jack  A.  Raines,  M.D., 
Vice-Speaker 

Nominations  for  Association 
Officers  and  AMA  Delegates 
or  Alternates 
Review  of  House  Agenda 
Introduction  of  New  Business 
Recess 

Friday,  May  5 

7:30  a.m.  Registration 
(Ballroom  Foyer) 

7:30  a.m.  GaMPAC  Breakfast 

(Ballroom) 

9:00-3:00  Reference  Committee 
Hearings 

(Azalea,  Camellia,  Maplewood, 
and  Oakwood  Rooms) 

Saturday,  May  6 

8:30  a.m.  Registration 
(Ballroom  Foyer) 

9:00  a m.  House  of  Delegates, 
Second  Session  (Ballroom) 
Report  of  Reference 
Committees 

Announcement  of  Election 
Results 

6:30  p.m.  Installation  of 

Officers  (Dunwoody  Room) 
Address  of  the  President,  Dr. 
Bailey 

Address  of  the  President-Elect, 
Dr.  Nettles 

7:00  p.m.  Presidents’  Reception 
and  Dance  (Ballroom) 
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Auxiliary  to  the  MAG 

64th  Annual  Meeting 


THURSDAY,  MAY  4 

3:00-5:00  Registration  and  Information 

7:00  Opening  Session  of  the  MAG  House 
of  Delegates 

A-MAG  President’s  Report, 

Mrs.  William  C.  Collins 
AMA-ERF  Check  Presentation 


FRIDAY,  MAY  5 

9:00-5:00  Registration  and  Information 

Hospitality  and  Exhibits 

10:00  Pre-Convention  Executive  Board 
Meeting 

(All  former  state  presidents,  state 
officers,  state  committee  chairmen 
and  members,  county  presidents 
and  county  presidents  elect.) 

12:00  Auxiliary  Luncheon 

(Executive  Board,  Delegates,  MAG 
Committee  on  Auxiliary  and 
guests.) 

2:00  Opening  Session  of  the  Annual  A- 
MAG  House  of  Delegates 

Call  to  Order 

Spotlighting  County  Presidents 
Opening  Ceremonies 
President’s  Greetings 
Introductions 

Greetings  from  MAG  President 
Special  Address 
Business  Meeting 
Introduction  of  Pages 
Credential  Report 
Convention  Standing  Rules 
Adoption  of  Program 
Minutes 

Officers  and  Committee  Reports 
Unfinished  Business 
New  Business 

Bylaws  and  Handbook  Revisions 

Announcements 

Recess  of  Meeting 

Exhibit  Walk 

County  Exhibits,  Scrapbooks,  Doc- 
tor’s Day,  Medical  Heritage  (Re- 
search & Romance  of  Medicine) 


SATURDAY,  MAY  6 

9:00-12:00  Registration 

Hospitality  and  Exhibits 
9:00  Second  General  Session,  House 
of  Delegates 

Introduction  of  Guests 
Introduction  of  Past  Presidents 
Message  from  Southern  Medical 
Association 

Auxiliary,  Mrs.  Barbara  Thibo- 
deaux, President,  SMA-A 
Memorial  Service 
Business  Meeting  (Continued) 
Revised  Credentials  Report 
Election  of  1989-90  Nominating 
Committee 

Election  of  1989  A-MAG  Delegates 
for  AMA-A  Convention 
Report  of  Awards: 

Achievement,  AMA-ERF,  Bran- 
wer 

Certificates  of  Excellence,  Doc- 
tors’ Day,  Membership,  Safety, 
and  Scrapbooks 

Report  of  1988-89  Nominating 
Committee 

Election  and  Installation  of  Offi- 
cers 

Presentation  of  1989-90  President’s 
Pin  and  Gavel 
Inaugural  Address 
Presentation  of  Past  President’s  Pin 
Announcements 
Adjournment 
12:00  Luncheon 

(Newly  installed  state  officers,  out- 
going officers,  committee  chair- 
men, committee  members,  county 
presidents,  county  presidents-elect, 
nominated  presidents-elect,  dele- 
gates, alternate  delegates,  auxil- 
iary members  and  guests.) 

Post  Convention  Executive  Board 
Meeting 

Past  Presidents’  Luncheon 
7:00  Presidents’  Reception 

Reception  honoring  MAG  Presi- 
dent, Joseph  P.  Bailey,  Jr.,  MD  and 
A-MAG  President,  Mrs.  Jan  Collins. 
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The  Demise  of  American  Medicine? 

John  D.  Watson,  Jr.,  M.D. 


Have  we  finally  reached  that 
breaking  point,  whereupon 
the  people  of  this  nation  and  our 
government  will  say  enough  is 
enough,  and  we  will  have  a 
universal  health  service?  Have  we, 
in  our  apathy  and  disregard  of 
what  is  going  on  around  us, 
allowed  the  system  to  devour  us? 

1 feel  we  are  closer  to  a 
National  Health  System  today  than 
at  anytime  in  my  lifetime.  Why? 
Because  of  fiscal  constraints  — 
MONEY.  The  cost  of  Medicare, 
which  exceeds  $80  billion  per 
year,  is  escalating,  and  the 
professional  sector  is  increasing 
at  15%  a year.  The  most  recent 
figures  show  the  hospital  portion, 
which  is  approximately  60%,  is 
leveling  off  with  DRGs.  What  is 
the  next  target  — physicians? 

; Is  there  merit  in  this  appraisal? 
“Are  we  overutilizing  the  system? 
Are  we  allowing  the  excessive  use 
of  amenities  for  our  patients,  such 
as  special  beds,  wheel  chairs, 
bedside  commodes  — you  name 
it  — which  must  have  physician 
approval?  Are  we  gouging  the 
system  by  performing  repetitive 
tests  far  beyond  what  is  necessary 
for  good  medicine?  1 have  to 
contend  that  we  are. 

looked  at  the  emblem  of  the 
Medical  Association  of 
Georgia  which  displays  a 
handshake.  When  1 first  noticed 
this  many  years  ago,  1 was 
puzzled  somewhat  as  to  its 


meaning.  Then  it  became  obvious 
to  me  that  it  meant  physicians 
helping  physicians  take  care  of 
their  patients.  It  did  not  mean  a 
contractual  relationship  for 
monetary  gain;  rather  it  meant 
that,  “1  am  available  to  help  you, 
my  brother  or  sister,  in  any  way 
that  1 can  to  help  your  patient.  1 
am  here  to  help  us  all  as  an 
organized  profession  to  support 
and  promote  the  finest  health 
care  we  can  provide  for  the 
citizens  of  Georgia.” 

There  was  a time  when 
attendance  at  the  County  Society 
meeting  was  an  absolute  must.  To 
not  attend  was  a sign  of  disloyalty 
to  the  profession.  Look  at  us  now. 
To  not  belong  to  the  County 
Society,  State  Society,  and  the 
AMA  was  once  considered  not 
only  to  be  disloyal  but  also  to  be 
an  enemy  of  the  Profession.  Look 
at  us  now.  We  have  a lot  of 
gougers,  complainers,  lounge 
orators,  but  do  we  have  the 
support  and  cooperation  that  is 
necessary  to  function  in  the 
manner  that  is  needed?  You  know 
the  answer. 

Are  the  rewards  of  this  great 
Profession  not  enough  through 
professional  satisfaction?  To  save 
a child,  to  correct  a surgical 
emergency,  to  reshape  that  limb 
for  later  life,  and  to  help  those 
who  are  terminal  exit  this  life  with 
dignity.  Is  this  not  enough,  with  a 
reasonable  compensation  for  our 
services?  There  are  precious  few 


• I suggest  to  you  that 
if  we  do  not  return  to 
our  own  individual 
practices  and  conform 
them  to  prudent 
practices,  if  they  have 
been  otherwise,  we  will 
suffer  the  wrath  of  the 
nation.  ^ 


who  are  given  the  privileges  that 
we  hold  — that  of  life  and  death, 
and  freedom  from  pain  and 
infirmity.  Must  we  be  in  the 
“Business  of  Medicine” 
predominately  for  the  monetary 
gain? 

There  was  a time  when  we 
were  accused  of  not  being 
willing  to  testify  against  each 
other,  as  we  were  so  close  and 
protective.  Now,  we  see 
physicians  as  “hired  guns,”  who 
are  willing  to  sell  their  sacred 
trust  again  for  monetary  gain.  Is  it 
not  enough  to  receive  the  awards 
from  our  labors  within  our  own 
field  of  practice?  Is  it  really 
necessary  to  get  a piece  of  the 
action  from  each  referral  we  make 


Dr.  Watson  practices  therapeutic  radiology  and 
is  a Past  President  of  the  MAG.  His  address  is 
P.O.  Drawer  2787,  Columbus,  GA  31902. 
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to  a certain  diagnostic  facility,  or 
to  a hospital  in  which  we  have  a 
financial  interest?  Are  we  really 
that  financially  desperate? 

1 suggest  to  you  that  if  we  do 
not  return  to  our  own  individual 
practices  and  conform  them  to 
prudent  practices,  if  they  have 
been  otherwise,  we  will  suffer  the 
wrath  of  the  nation.  We  will  have 
legislation  which  will  control  us 
more  severely  than  we  would  ever 
have  imposed  upon  ourselves, 
although  our  own  control  would 
have  been  more  palatable. 

all  of  us  cut  one  or 
two  tests  a day,  the 
consequences  of  cost 
would  be  phenomenal, 
and  the  effect  of  health 
care  would  be 
miniscule,  f 

Where  is  that  camaraderie, 
where  is  that  fraternity,  where  is 
that  compassion,  where  is  that 
satisfaction?  1 would  suggest  to 
you  that  financial  needs,  financial 
gain,  and  just  plain  greed  are 
destroying  us  as  a profession  and 
will  relegate  us  to  a trade 
association  shortly,  and  that  will 
be  appropriate.  It  will  not  be 
appropriate  for  our  patients  or  the 
future  of  Medicine  in  our  great 
nation,  but  it  will  be  appropriate 
for  those  of  us  who  have  brought 
this  upon  ourselves.  Would  you 
like  a 10%,  30%,  or  70%  cut  in 
your  income?  How  you  practice, 
and  how  all  of  us  practice,  will 
have  much  to  say  in  this  decision. 
The  dollar  numbers  are  too 
evident.  The  deficit  facing  our 
government  is  too  great  not  to 


move  in  this  direction.  We  must 
all  examine  our  practices 
carefully  and  cut  everything  we 
can.  We  must  not  authorize 
expenditures  that  are  not  truly 
warranted.  If  there  is  a cheaper 
test  that  will  give  us  the  same 
information,  we  must  use  it.  You 
may  think  this  will  not  be 
meaningful,  but  I assure  you  it 
will.  If  all  of  us  cut  one  or  two 
tests  a day,  the  consequences  of 
cost  would  be  phenomenal,  and 
the  effect  on  health  care  would  be 
miniscule. 

Take  your  choice  — control 
yourself  now  and  your 
practice  or  look  for  that 
devastational  control  of  your 
practice  and  your  fees.  I have  not 
enjoyed  writing  this,  but  I felt 
compelled  to  express  my  opinion. 
The  handwriting  is  on  the  wall, 
and  the  time  is  short.  We  still 
have  a chance  to  make  a change. 

I would  add  one  more  caveat. 
Those  who  believe  that 
governmental  medicine  is  coming 
and  have  adopted  the  philosophy 
that,  “1  am  going  to  get  mine 
while  the  going  is  good,”  are 
merely  feeding  fuel  to  the  fire  and 
expediting  the  time  when  it  may 
occur. 

Let  us  reimbue  that  Sacred 
Trust  we  hold.  Let  us  somehow 
renew  our  vows  to  SERVICE, 
COMPASSION,  ETHICS,  and  most 
of  all  DEDICATION  to  the 
Profession.  ■ 
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Commentary  on  Surgery  for  Morbid  Obesity 

John  Page  Wilson,  M.D. 


The  complete  evaluation  of 
operations  for  morbid 
obesity,  as  for  most  operations, 
ultimately  must  include  a number 
of  very  broad  and  philosophical 
questions  and  answers  about 
health  and  intervention  that 
exceeds  the  scope  of  this  article. 
Therefore,  certain  assumptions 
must  be  made  to  address  more 
immediately  applicable  concerns. 

The  question  is  not  whether 
morbid  obesity  is  bad  but  rather 
what  can  be  done  about  it;  not 
whether  it  is  primarily  a societal, 
sociologic,  psychologic,  or 
physiologic  problem  (it  is 
undoubtedly  some  of  all)  but 
what  do  we  know  about  it,  what 
can  we  do  about  it  in  an  effective 
way  that  eliminates  the  problems 
of  obesity  and  does  not  create 
other  problems,  in  a reasonably 
cost-effective  manner? 

I wish  to  address  some  remarks 
to  the  article  by  Dr.  William 
Headley  in  the  February  and 
March  issues  of  the  Journal.  The 
nature  of  obesity  and  its  causes 
are  complex  and  not  completely 
understood  at  present  and  any 
approach  must  be  made  with  the 
caveat  that  more  knowledge  may 
alter  all  approaches  in  the  future. 
Therefore,  only  a few  specific 
aspects  of  the  questions  pointed 
up  in  Dr.  Headley’s  article  will  be 
addressed. 

Dr.  Headley  has  given  us  a 
well-documented,  researched,  and 
referenced  discussion  of  the 


problem.  He  has  certainly  raised 
most  of  the  questions  which  have 
been  attendant  to  these 
procedures,  and  he  has  also 
presented  a specific  approach.  He 
presents  a well-organized  and 
executed  program  of  bariatric 
surgery,  with  the  all-important 
evaluation  and  continuing  follow 
up.  Some  of  the  questions  that  he 
raises  are  unanswered  because 
there  are  no  answers  at  this  time. 
Some  of  the  answers  given  are 
subject  to  some  differences  of 
opinion.  To  those  surgeons  who 
are  not  intimately  familiar  with 
the  procedures  for  bariatric 
surgery,  he  has  clearly  defined  the 
outcome  to  be  expected. 

It  must  be  observed  that  the 
revision  rate  is  high  and  that 
the  more  acceptable  the 
procedure,  the  less  effective  it  is 
in  weight  reduction.  Vertical 
banded  gastroplasty  (VBG)  does 
not  return  the  patient  below  the 
20%  excess  weight  which  Dr. 
Headley  has  indicated  as  the 
recognized  point  of  increasing 
risk.  A more  detailed  discussion 
of  some  of  the  unwanted  or 
undesirable  side  effects  or 
complications  of  the  procedures 
would  have  been  of  interest  and 
help. 

Dr.  Headley  properly  notes  that 
bariatric  surgery  has  not  received 
“full  acceptance”  on  the  part  of 
many  surgeons.  He  notes  a 
“prevailing  view  that  obese 
patients  simply  lack  willpower” 


r.  Headley  has 
done  us  all  a service  in 
sharing  his  experience 
with  us.  Time  and 
effort  has  taught  us 
that  non- surgical 
measures  of  weight 
control  have  been  far 
from  satisfactory.  J 

and  could  lose  weight  “if  they 
really  want  to”  and  that  weight 
loss  is  “uncommon  and 
unpredictable.”  It  could  be 
suggested  that  there  are  probably 
a number  of  other  reasons. 

During  the  period  when  the 
evolution  of  the  present  VBG  was 
occurring,  the  evolution  of  peptic 
ulcer  surgeiy  was  proceeding  in 
the  opposite  direction  to 
eliminate  the  very  consequences 
that  bariatric  surgery  produces.  It 
is  difficult  to  suggest  to  surgeons 
taught  through  several  decades  of 
the  undesirable  sequelae  of 
peptic  ulcer  surgery  that  these 
sequelae  now  are  “desirable.” 

The  patient’s  responsibility  in 
obesity  cannot  be  casually  passed 
over.  One  of  the  concerns  that 
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many  surgeons  have  had  is  that 
this  surgery  might  be  approached 
as  a “quick  fix.”  As  Dr.  Headley 
has  indicated  in  the  article,  the 
current  procedures  for  obesity 
(VBG  and  gastric  bypass)  are 
basically  behavior  modification 
procedures  and  his  illustration  of 
the  mother  and  daughter  point  up 
this  fact.  There  is  simply  no  clear- 
cut  line.  Too,  in  the  early  days  of 
doing  jejuno-ileal  bypass,  one  was 
frequently  struck  by  the  insistence 
of  patients,  literally  dying  of  the 
consequences  of  their  operation, 
that  they  be  allowed  to  retain 
their  bypass  at  all  cost. 
Unquestionably,  these  patients 
would  frequently  tolerate 
discomfort  and  inconvenience  far 
beyond  that  which  most  patients 
would. 

Again,  as  Dr.  Headley  implied, 
in  the  early  days  and  throughout 
the  course  of  bariatric  surgery, 
some  bariatric  surgery  was  done 
by  those  with  limited  skills  and 
limited  facilities  in  circumstances 
which  would  seem  incongruous 
in  this  multifactorial  disease  with 
many  high-risk  conditions.  Even 
after  the  evolvement  of  guidelines 
for  bariatric  surgery,  these  were 
extended  and  expanded  beyond 
reasonable  limits  by  some.  As  Dr. 
Headley  again  points  out,  patient 
selection  is  most  important.  It  is 
extremely  difficult,  well  beyond 
the  specific  guidelines  relating  to 
excess  weight. 

Having  discussed  this  with 
many  colleagues,  some  of 
whom  do  bariatric  surgery,  the 
following  conclusions  can  be 
drawn.  In  general,  the  surgeons 
who  do  bariatric  surgery  are 
keenly  aware  of  their  successes 
and  those  who  do  not  are  keenly 
aware  of  the  failures.  There  is  a 
place  for  bariatric  surgery  in 
selected  patients,  but  the 
definition  of  these  patients  is 
difficult,  individual,  and  not  easily 


^There  is  a place  for 
bariatric  surgery  in 
selected  patients,  but 
the  definition  of  these 
patients  is  difficult, 
individual,  and  not 
easily  come  by.  J 

come  by.  Arbitrary  parameters  are 
not  necessarily  adequate  indices 
for  determining  who  needs  the 
operative  procedure.  These  are 
still  basically  procedures  which 
need  continued  evaluation,  that 
should  be  done  in  areas  and  by 
persons  completely  and  fully 
dedicated  and  capable  of  carrying 
out  the  proper  evaluation,  surgical 
procedure,  and  necessary  follow 
up. 

Dr.  Headley  has  done  us  all  a 
service  in  sharing  his  experience 
with  us.  Time  and  effort  has 
taught  us  that  non-surgical 
measures  of  weight  control  have 
been  far  from  satisfactory.  With 
time  and  effort  we  should  make 
progress  against  this  complex  and 
at  times  baffling  problem  and  can 
hope  ultimately  to  have  a 
completely  satisfactory  resolution, 
possibly  without  the  need  for 
surgery. 
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Pulmonary  Complications 
in  AIDS:  The  Radiographic 
Manifestations 


Neil  B.  Cooper,  M.D.,  William  Kenny,  M.D. 


Introduction 

IN  RECENT  SPECIAL  ISSUES  of  this 
Journal, the  subject  of  Ac- 
quired Immune  Deficiency  Syn- 
drome (AIDS)  was  comprehen- 
sively covered.  In  an  excellent 
article  by  Dr.  Nahmias,^  the  detec- 
tion and  diagnosis  of  AIDS  in  the 
community  at  the  primary  care  level 
was  discussed.  No  mention  was 
made,  however,  concerning  the  role 
of  radiology  as  an  adjunct  to  diag- 
nosis. Chest  radiography  as  well  as 
barium  studies,  computed  tomog- 
raphy, ultrasound,  and  nuclear 
medicine  play  an  integral  part  in  the 
work  up  of  a patient  with  AIDS. 

We  wish  to  review  the  pulmonary 
complications  and  the  associated 
changes  seen  on  chest  radiogra- 
phy. It  is  important  to  recognize 
these  findings  so  that  timely  and 
appropriate  diagnostic  testing  or 
therapy  be  instituted.  The  chest 
x-ray  is  sensitive  to  detecting  early 
disease  but  quite  nonspecific.  Many 
of  the  opportunistic  diseases  have 
a similar  appearance.  Bacteriologic 
and  histologic  material  must  be  ob- 
tained, as  there  are  no  pathogno- 


P.  carinii,  the  most 
common  pathogen,  and 
several  other 
opportunistic  agents 
usually  present  with  a 
fine  bilateral  interstitial 
or  ground  glass 
appearance. 


monic  radiographic  abnormalities. 
Despite  this  limitation,  recognition 
of  the  radiographic  patterns  of  dis- 
ease will  help  in  earlier  clinical 
evaluation  of  the  AIDS  patient. 


Dr.  Cooper  is  with  the  Department  of  Radiology 
and  Dr.  Kenny  is  Medical  Director  of  Respiratory 
Care,  Department  of  Pulmonary,  Piedmont  Hos- 
pital, Atlanta. Dr.  Cooper’s  address  is  the  Depart- 
ment of  Radiology,  Piedmont  Hospital,  1968 
Peachtree  Rd.,  Atlanta,  GA  30309. 


Opportunistic  Infection 

Well  over  half  of  all  AIDS  patients 
will  develop  pulmonary  manifes- 
tations during  the  course  of  their 
illness.  The  most  common  oppor- 
tunistic pneumonia  is  due  to  Pneu- 
mocystis carinii  which  affects  ap- 
proximately 80%  of  patients  at  least 
once."*  Symptoms  ofP.  carinii  pneu- 
monia (PCP)  include  fever,  non- 
productive cough,  and  dyspnea. 
Laboratory  findings  are  nonspecific 
and  may  reveal  lymphopenia  and  a 
low  arterial  oxygen  content.  While 
the  diagnosis  must  be  confirmed 
with  induced  sputum,  bronchial  la- 
vage, dr  transbronchial  biopsy,  the 
chest  film  is  nearly  always  abnor- 
mal at  the  time  of  presentation.  The 
typical  radiographic  findings  are  bi- 
lateral perihilar  or  lower  lobe  retic- 
ular or  reticulonodular  infiltrates. 
The  infiltrate  has  a fine  or  medium 
interstitial  pattern,  fairly  symmetric, 
and  described  as  having  a “ground 
glass”  appearance  (Figure  1).  Fol- 
lowing drug  therapy,  the  chest  film 
usually  clears  in  2 weeks,  although 
a rapid  progression  to  bilateral  al- 
veolar consolidation  may  occur. 
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Figure  1 — Pneumocystis  pneumonia.  Note  bilateral  fine  perihilar  infil- 
trates. 


Unfortunately,  up  to  50%  of  cases 
of  PCP  may  present  with  an  atypical 
roentgenographic  appearance.  This 
includes  unilateral  infiltrate,  upper 
lobe  disease  simulating  TB  and 
rarely,  diffuse  air  filled  cystic 
spaces.  These  pneumatoceles  or  air 
cysts  can  rupture,  and  the  individ- 
ual may  present  with  a sponta- 
neous pneumothorax.^  Pleural  ef- 
fusion and  hilar  adenopathy  are  vety 
unusual  in  uncomplicated  PCP.  The 
presence  of  either  should  suggest 
an  etiology  other  then  P.  carinii  such 
as  TB  or  Kaposi’s  sarcoma. 

Approximately  5%  of  patients 
with  PCP  have  a normal  chest  ra- 
diograph. In  these  instances,  when 
there  is  a high  degree  of  clinical 
suspicion  but  no  abnormality  on 
chest  film,  gallium  lung  scanning 
can  be  useful  for  further  evaluation 
(Figure  2) . When  the  pulmonary  up- 
take of  tracer  activity  is  equal  to  or 
greater  than  than  the  activity  in  the 
liver,  the  diagnosis  of  PCP  can  be 
made  with  a high  degree  of  accu- 
racy. The  lung  scan  in  this  setting 
is  100%  sensitive  and  90%  spe- 
cific.® Patients  with  a positive  lung 
scan  should  undergo  bronchos- 
copy to  document  PCP  prior  to  ther- 
apy. 


There  is  a high  prevalence  of  cy- 
tomegalovirus (CMV)  infec- 
tion in  AlDs  patients,  and  it  is  the 
most  ubiquitous  infectious  agent 
found  in  autopsied  AIDS  patients. 
In  the  lung,  CMV  is  commonly  found 
in  association  with  other  patho- 


gens. Radiographically,  CMV  pneu- 
monia cannot  be  distinguished  from 
other  opportunistic  infections. 
Symmetric  bilateral  perihilar  inter- 
stitial infiltrates  indistinguishable 
from  PCP  marks  the  radiographic 
appearance.  In  some  instances, 
CMV  is  more  nodular  than  PCP. 

Several  mycobacterial  species 
are  encountered  in  the  AIDS 
population.  The  most  common  is 
Mycobacterium  avium-intracellu- 
lare  (MAI),  occurring  in  up  to  20% 
of  cases.  MAI  is  usually  widely  dis- 
seminated at  the  time  of  presenta- 
tion. As  with  many  of  the  oppor- 
tunistic agents,  MAI  frequently 
coexists  with  other  pulmonary  dis- 
ease (Figure  3). 

In  the  immunocompetent  host, 
MAI  infection  is  primarily  a pul- 
monary process  causing  nodular 
infiltrates  that  cavitate.  Infection 
occurs  in  elderly  patients  with 
chronic  obstructive  pulmonary  dis- 
ease. In  the  immunocompromized 
patient,  the  radiographic  findings 
are  nonspecifc  and  differ  from  the 
typical  pattern.  Findings  range  from 
a normal  chest  x-ray  to  mediastinal 
adenopathy,  patchy  bilateral  infil- 
trates, and/or  bilateral  patchy  nod- 
ules.^ A miliary  pattern  or  cavitation 
is  rare.  In  the  presence  of  medias- 


Figure2  — Abnormal  lung  uptake  in  patient  with  Pneumocystis  pneumonia. 
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trates,  and/or  bilateral  patchy  nod- 
ulesJ  A miliary  pattern  or  cavitation 
is  rare.  In  the  presence  of  medias- 
tinal adenopathy  with  or  without  a 
patchy  infiltrate,  a high  index  of 
suspicion  for  MAI  should  be  main- 
tained. Infection  is  confirmed  with 
sputum  culture  or  bronchoscopic 
washings. 

Mycobacterium  tuberculosis  has 
been  isolated  from  AIDS  patients 
and  occurs  in  roughtly  10%  of  cases. 
At  the  time  of  presentation,  the  in- 
fection involves  extrapulmonary 
sites  up  to  50%  of  the  time.®  Wide 
dissemination  is  less  frequent, 
however,  with  TB  than  MAI.  The  ra- 
diographic appearance  simulates 
that  seen  with  primary  TB,  though 
the  mechanism  is  probably  reacti- 
vation. Mediastinal  and  hilar  ad- 
enopathy in  association  with  non- 
cavitary  upper  or  lower  lobe 
infiltrates  are  the  hallmark  findings. 
Unfortunately,  the  radiographic 
picture  may  simulate  other  oppor- 
tunistic infections  with  a diffuse  fine 
reticulonodular  bilateral  infiltrate. 
Upper  lobe  disease  and  cavitation 
are  very  unusual.  Again,  the  diag- 
nosis depends  on  sputum  culture 
or  bronchial  washings,  but  in  a pa- 
tient with  mediastinal  adenopathy 
and  pulmonary  infiltrate,  TB  must 
be  suspected. 


Not  all  infiltrates  represent  op- 
portunistic infection.  Com- 
mon bacterial  pneumonias  occur 
with  increased  frequency  in  hos- 
pitalized AIDS  patients  compared 
to  the  immunocompetent  host. 
Overall,  there  is  an  increasing  in- 
cidence of  bacterial  infections  in 
AIDS.  A bacterial  pneumonia  pre- 
sents with  the  typical  lobar  fluffy 
consolidative  appearance  on  chest 
x-ray.  Pneumonia  may  be  caused 
by  Hemophilus,  Streptococcus, 
Pneumococcus,  Klebsiella,  Legion- 
ella, or  any  of  several  other  path- 
ogens. The  presence  of  a focal  lo- 
bar consolidation  is  unusual  for  PCP 
and  should  alert  one  to  the  possi- 
bility of  an  underlying  bacterial 
pneumonia. 


Finally,  while  fungal  infections 
are  common  in  the  G1  tract  and 
CNS,  infection  in  the  lung  is  un- 
usual. Fungal  pneumonia  occurs  in 
less  than  5%  of  the  AIDS  patients. 
A variety  of  fungi  have  been  re- 
ported to  involve  the  lungs  includ- 
ing Histoplasma,  Cryptococcus, 
Coccidiodes,  and  Candida.  The 


Figure  3 — Mycobacterium  avium-intraceliulare.  Radiographically,  indis- 
tinguishable from  Pneumocystis. 


chest  radiograph  is  nonspecific, 
with  bilateral  interstitial  or  alveolar 
infiltrates  being  the  most  common 
appearance.  The  occurrence  of  his- 
toplasmosis and  coccidioidomy- 
cosis is  greater  in  persons  living  in 
endemic  areas.  Occasionally,  a 
miliary  pattern  is  seen  with  dissem- 
inated Histoplasma.  Cryptococcus 
may  produce  bilateral  pulmonary 
nodules  usually  in  association  with 
brain  or  meningeal  involvement. 


Radiology  has  a 
pivotal  role  in 
documenting  various 
opportunistic 
complications  so  that 
further  testing  and 
therapy  may  be 
instituted. 


An  increasing  number  of  indi- 
viduals with  symptoms  indis- 
tinguishable from  opportunistic  in- 
fection are  being  discovered  to  have 
a nonspecific  interstitial  pneumo- 
nitis. While  PCP  is  still  more  com- 
mon, up  to  one  third  of  AIDS  pa- 
tients may  have  nonspecific 
interstitial  pneumonitis.^  Radi- 
ographically, features  are  similar  to 
PCP  with  bilateral  interstitial  infil- 
trates. Histologically,  no  causative 
agent  has  been  isolated.  If  intersti- 
tial infiltrates  fail  to  clear  following 
drug  therapy,  nonspecific  intersti- 
tital  pneumonitis  should  be  sus- 
pected. Bronchoscopic  diagnosis 
is  difficult,  and  open  lung  biopsy 
may  be  necessary. 

Neoplasms 

About  25%  of  AIDS  patients  de- 
velop Kaposi’s  sarcoma  (KS).  This 
is  a multicentric  process  with  in- 
volvement of  lymph  nodes,  liver, 
spleen,  the  G1  tract,  and  to  a lesser 
extent  the  lungs.  Pulmonary  dis- 
ease occurs  in  20%  of  persons  with 
KS.  Patients  usually  already  have 
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Figure  4 — Kaposi’s  sarcoma.  Extensive  bilateral  infiltrates  and  pleural 
effusion. 


lymphadenopathy  or  cutaneous  in- 
volvement prior  to  pulmonary  KS. 
Rarely,  lung  involvement  precedes 
cutaneous  or  visceral  disease. 

In  the  pre-AIDS  era,  the  classic 
radiographic  findings  included  hi- 
lar and  mediastinal  adenopathy, 
pleural  effusion,  and  bilateral  nod- 
ular infiltrates.  AIDS  patients  may 
develop  similar  radiographic  fea- 
tures; however,  a diffuse  infiltrate 
like  PCP  is  not  uncommon.'®  Other 
descriptions  include  diffuse  patchy 
nodular  infiltrates  and  diffuse  lin- 
ear infiltrates.  Pleural  effusion  is 
present  30%  of  the  time,  either  uni- 
laterally or  bilaterally.  In  many  in- 
stances, KS  coexists  with  infection, 
and  radiographic  differentiation  is 
difficult  (Figure  4).  Bronchoscopy 
has  a low  diagnostic  yield,  and  the 
antemortem  diagnosis  often  re- 
quires open  lung  biopsy. 

While  Kaposi’s  sarcoma  is  the 
most  common  malignancy  ac- 
counting for  85%  of  the  cancer  in 
homosexual  men,”  lymphoma  is 
the  next  most  prevalent.  This  is 
usually  non-Hodgkin’s,  high  grade, 
B cel!  type  and  is  found  in  4-10% 
of  AIDS  patients.  At  the  time  of  di- 
agnosis, the  majority  of  patients 
have  extranodal  disease  primarily 
in  the  CNS  but  also  including  the 
GI  tract  and  bone  marrow.  Thoracic 


involvement  is  unusual.  Low-grade 
B cell  lymphoma  and  Hodgkin’s 
disease  are  not  considered  a part 
of  the  AIDS  spectrum.  Mediastinal 
adenopathy,  pleural  effusion,  and 
nonspecific  infiltrates  have  all  been 
reported  in  AIDS-related  lym- 
phoma. 


Summary 

The  AIDS  epidemic  continues  to 
spread  in  Georgia. ^ Almost  every 
medical  specialty  is  affected  in 
some  manner  by  the  increased 
number  of  patients  being  diag- 
nosed and  treated  with  AIDS  or  the 
AIDS-related  complex.  Radiology 
has  a pivotal  role  in  documenting 
various  opportunistic  complica- 
tions so  that  further  testing  and 
therapy  may  be  instituted. 

Because  of  the  large  number  of 
AIDS  patients  that  develop  thoracic 
disease,  we  have  reviewed  many  of 
the  potential  pulmonary  compli- 
cations and  their  radiographic  find- 
ings. Certain  patterns  of  disease  may 
suggest  etiologies,  though  admit- 
tedly the  chest  radiograph  is  non- 
specific. Diagnosis  must  be  con- 
firmed with  sputum  culture, 
bronchial  lavage,  and  biopsy  or 
open  lung  biopsy. 


There  are  key  features  that  should 
be  kept  in  mind.  P.  carinii,  the  most 
common  pathogen,  and  several 
other  opportunistic  agents  usually 
present  with  a fine  bilateral  inter- 
stitial or  ground  glass  appearance. 
The  presence  of  mediastinal  ad- 
enopathy and/or  pleural  effusion 
suggests  an  etiology  other  than  PCP. 
These  findings  are  indicative  of  my- 
cobacterial infection,  KS,  or  lym- 
phoma. PCP  can  present  as  a focal 
pulmonary  consolidation,  but  this 
is  unusual,  and  bacterial  pneu- 
monia must  be  considered.  Finally, 
a small  percentage  of  persons  will 
present  with  a normal  chest  x-ray 
despite  the  presence  of  pulmonary 
infection  or  neoplasm.  In  those 
cases  gallium  lung  scanning  can 
help  identify  the  affected  individu- 
als. 
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Change  the  1)11  System: 
ExpKDse  It  To  Patients 


1AM  NOT  AN  EXPERT  on  malpractice. 

I am  an  ex-obstetrician/now 
gynecologist,  who,  like  many  of  my 
colleagues,  is  a casualty  of  the  cur- 
rent tort  law  system.  Like  just  about 
everyone  else  in  America,  I hope  to 
achieve  financial  security  at  some 
point  in  life,  and  I have  no  desire 
to  become  a pauper  because  of  an 
isolated,  single,  honest  mistake. 
One  errant  decision  — even  one 
made  sincerely,  intelligently,  and  in 
good  faith  — can  lead  to  total  ruin. 
Specifically  speaking,  even  though 
the  obstetrician  made  no  error  in 
the  care  of  the  patient,  the  delivery 
of  one  imperfect  baby  could  lead 
to  a suit  causing  financial  disaster. 
I refuse  to  continue  to  expose  my 
family  to  such  liability. 

That  is  precisely  why  I stopped 
practicing  obstetrics.  The  liability  is 
simply  too  great.  Risk  now  exceeds 
the  pleasure,  and  monetary  gain. 
The  key  issue  is  not  excessive  pre- 
miums, even  though  $70,000  is  ex- 
orbitant. Undeniably,  it  is  the  stress 
and  the  liability.  Even  if  I were  to 
die  tomorrow,  this  vulnerability  and 
incessant  anxiety  would  be  borne 
by  my  family  and/or  my  estate  for 


Murray  Freedman,  M.D. 


The  true  merits  of  a 
case  need  to  be 
determined  through  an 
honest  and  impartial 
evaluation  by 
competent  experts 
prior  to  going  through 
the  expensive 
adjudication  process. 


another  18  years  under  Georgia  law. 
Would  a federal  judge  expose  his 
or  her  family  to  such  liability  for 
every  single  decision?  No  matter 
how  many  lives  are  saved  or  mir- 
acles worked,  your  entire  welfare 
can  be  threatened  by  any  individual 
performance.  Can  you  bat  1,000 
every  year,  my  friend? 

I have  no  animosity  toward  law- 
yers, but  I cannot  condone  what 
some  of  them  are  doing.  1 believe 
some  are  preying  not  only  on  the 


Dr.  Freedman  is  Associate  Clinical  Professor,  Dept, 
of  OB-GYN,  Medical  College  of  Georgia,  820  St. 
Sebastian,  Ste.  6-C,  Augusta,  GA  30910. 


medical  profession  but  also  on  so- 
ciety as  a whole.  1 firmly  believe  it 
is  time  we  physicians  responded  to 
what  is  happening  in  medicine,  not 
by  attacking  the  legal  profession, 
but  by  helping  to  reform  the  tort  law 
system  as  it  pertains  to  our  profes- 
sion. It  begs  revision,  and  patients 
will  lead  the  way  — once  they  are 
informed.  First,  my  fellow  physi- 
cians, you  must  stand  up  and  be 
counted. 

There  is  truly  a liability  crisis  in 
our  society  today.  Obstetrics  is  in- 
volved more  frequently  than  any 
other  specialty  because  of  some 
enormous  settlements  awarded  by 
sympathetic  juries  for  the  neurolog- 
ically  impaired  infant.  Since  2%  of 
all  pregnancies  culminate  in  the  de- 
livery of  an  abnormal  infant,  the  fre- 
quency of  suits  quickly  escalates  in 
a society  rightfully  anxious  to  com- 
pensate its  compromised  offspring. 
Society’s  obligation  is  genuine,  and 
the  physician  is  dutifully  account- 
able . . . but  not  necessarily  re- 
sponsible. The  obstetrician  wel- 
comes accountability  — not 
responsibility  — for  nature’s  mis- 
takes. The  physician  is  responsible 


APRIL  1989,  Vol.  78 


201 


Number  of  Medical  School 
Applicants  and  Matriculants 
1960  to  1987 


Reprinted  with  permission  of  Association  of  American  Medical  Colleges  — 1988 


only  when  the  “standard  of  care”  is 
not  provided. 


An  expanded  level  of  liability  is 
not  limited  to  obstetrics. 
While  73%  of  obstetricians  have 
been  sued  once  and  40%  have  been 
sued  three  or  more  times,  six  out 
of  every  10  doctors  have  been  sued.’ 
As  an  obstetrician,  you  can  expect 
eight  suits  during  a 35-year  career. 
Since  it  usually  requires  3-5  years 
to  settle  a claim,  you  are  always 
either  preparing,  fighting,  or  re- 
covering from  the  ravages  of  a suit. 
Any  doctor  can  be  sued  by  any  pa- 
tient at  any  time  for  anything  he  or 
she  did  or  did  not  do! 

Anyone  who  has  ever  been  served 
a summons  can  attest  to  the  cata- 
clysmic ramifications  of  such  an 
accusation  — irrespective  of  the 
suit’s  frivolity.  Physicians  in  Amer- 
ica are  being  sued  inordinately.  We 
have  the  best  medical  care  system 
in  the  world,  yet  we  have  three  times 
the  number  of  suits  of  any  other  free 
country. 2 There  are  incompetent 
doctors,  but  not  such  an  inordinate 
number  as  indicated  by  the  ple- 
thora of  suits. 

There  is  more  to  the  story.  A li- 
tigious society  presents  a problem 
for  medicine.  The  most  fundamen- 
tal issue,  however,  is  for  society  it- 
self: a decline  in  the  quality  of  health 
care.  This  is  a message  we  need  to 
get  to  our  patients.  As  a society, 
they  do  not  see  the  ultimate  effect: 
medicine  is  losing  (and  no  longer 
attracting)  many  of  its  best  doctors. 
Until  our  patients  perceive  this  and 
help  us  reform  the  tort  law  system 
as  it  applies  to  medicine,  we  are 
going  to  experience  a steady  de- 
cline in  the  quality  of  health  care. 

To  be  convinced  of  the  deterio- 
rating quality  of  health  care,  you 
need  only  look  at  what  is  happen- 
ing in  medical  school  applications. 
Ten  years  ago,  there  were  more  than 
three  applicants  per  position;  in 
1987  there  were  only  1 .7  applicants 
per  position.^  If  this  trend  contin- 
ues, there  will  soon  be  only  1 ap- 
plicant per  position.  When  almost 
anyone  who  finishes  college  can  at- 
tend medical  school,  the  quality  of 
health  care  will  suffer  accordingly. 


Medical  and  paramedical  people 
are  no  longer  encouraging  “their 
own”  to  pursue  medical  careers.  At 
several  recent  medical  meetings,  80- 
90%  of  participants  queried  stated 
they  no  longer  felt  medical  careers 
were  attractive.  My  father  is  a doc- 
tor, as  are  my  uncle,  my  wife,  and 
my  brother.  I now  find  it  rather  dif- 
ficult to  encourage  my  son  to  pur- 
sue a career  in  medicine.  The  clas- 
sic role  model  who  previously 
encouraged  the  outstanding,  aspir- 
ing students  is  now  discouraging 
this  stellar  group  of  young  people. 

The  public  needs  to  be  made 
aware  of  this  declining  appeal 
of  medical  careers.  Our  very  own 
personal  health  care  may  soon  be 
compromised  by  this  process.  What 
will  future  physicians  be  like?  We 
have  an  obligation  to  perpetuate  the 
present  quality  of  medical  care 
available  in  this  country. 


Three  factors  contribute  to  this 
increasing  disenchantment  with 
medicine: 

1)  an  escalating  bureaucracy  and 
federal  economic  constraints 

2)  the  AIDS  epidemic 

3)  an  ever-expanding  malprac- 
tice liability. 

Of  the  three,  the  one  most  ame- 
nable to  immediate  alteration  is  the 
liability  crisis.  If  we  enlist  the  voting 
power  of  our  patients,  we  can  solve 
this  problem.  Stand  up.  . . . It  is  cer- 
tainly more  a challenge  for  society 
as  a whole  than  for  physicians,  but 
we  must  educate  society.  Our  job 
is  education  — not  fighting  the  Trial 
Lawyers  Association.  Doctors  can 
walk  away  from  medicine,  but  dis- 
ease and  illness  will  always  remain 
a problem  for  society.  This  poten- 
tial inaccessability  of  good,  quality 
health  care  providers  is  a reality  pa- 
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tients  need  only  be  made  aware  of 
— then  they  will  become  involved. 
Patients  and  physicians  have  al- 
ways been  compatible  advocates. 
It  is  only  with  the  advent  of  ex- 
panded liability  that  this  traditional 
role  has  been  made  into  an  adver- 
sarial relationship. 

Among  physicians,  obstetri- 
cians are  the  most  suscepti- 
ble to  injustice  under  the  present 
tort  law  system.  Anything  less  than 
a perfect  infant  elicits  immediate 
anxiety  regarding  legal  repercus- 
sions — irrespective  of  the  quality 
of  care  provided!  The  vast  majority 
of  pregnancies  do  result  in  healthy 
babies,  but  this  jubilant  attitude 
should  be  couched  with  the  caveat 
that  some  of  these  pregnancies  will 
result  in  the  delivery  of  an  abnormal 
child. 

While  many  physicians  complain 
bitterly  about  the  economics  of  the 
liability  crisis,  this  offensive  mon- 
etary burden  is  merely  a secondary 
factor.  Unrelenting,  incessant  anx- 
iety remains  the  key  irritant.  Since 
40%  of  obstetricians  have  been  sued 
three  or  more  times,  who  will  elect 
to  deliver  the  babies  if  the  tort  sys- 
tem continues  unabetted?  The  stress 
simply  becomes  intolerable. 

Florida  happens  to  be  the  worst 
area  of  the  country  for  malpractice 
litigation,  but  Georgia  ranks  fourth. 
Sixty-seven  Georgia  counties  no 
longer  have  a practicing  obstetri- 
cian. Over  40%  of  obstetricians  in 
Georgia  no  longer  deliver  babies, 
and  two-thirds  of  those  stopping  OB 
practice  are  under  55  years  of  age. 
It  is  the  younger  doctors  who  are 
getting  out  of  obstetrics,  and  if  it 
were  not  for  a tail  coverage  rapidly 
approaching  $100,000,  more  obste- 
tricians might  elect  to  terminate 
their  obstetric  services. 

Part  of  the  increase  in  tort  cases 
can  be  attributed  to  the  easy  access 
to  suit.  It  only  requires  an  aggres- 
sive attorney,  an  unhappy  patient, 
and  $65.  An  expert  witness  is  often- 
times not  even  required  in  the  ini- 
tial stages  of  litigation.  It  has  been 
estimated  that  10%  of  all  patients 
in  any  given  practice  are  disgrun- 
tled about  something.'  In  a popu- 
lation of  260  million  people,  there 
will  always  be  many  unhappy  pa- 
tients. There  is  certainly  no  paucity 


of  eager  lawyers  to  encourage  them 
to  become  malpractice  plaintiffs. 

Ironically,  the  tort  law  system  is 
particularly  good  in  principle.  It 
provides  a rational,  civilized  method 
to  redress  wrongs.  Without  it,  angry 
patients  would  be  stalking  physi- 
cians in  the  streets  with  clubs  in 
hand.  Tort  law,  the  concept,  is  less 
the  problem  than  the  abuse  to  which 
it  is  exposed.  Consider  New  Jersey: 
there  were  over  75,000  tort  cases 
submitted  in  1985  alone.  How  can 
any  system  handle  that?  Though  in 
principle  the  system  is  good,  its 
current  implementation  is  absurd. 

The  obvious  enticement  for  a 
lawyer  is  the  contingency  fee.  This 
is  usually  about  40%  of  the  settle- 
ment; even  50%  on  occasion.  This 
is  entirely  irrespective  of  how  little 
time  a case  may  require.  In  a recent 
local  suit  with  a big  six-figure  set- 
tlement, the  lawyers  took  $450,000 
in  cash  at  settlement  and  the  plain- 
tiff received  $4,000  per  month 
($48,000  per  year)  for  10  years  in 
an  annuity  contract.  In  terms  of  pur- 
chasing power,  the  lawyers  re- 
ceived far  more  compensation  than 
the  plaintiff.  This  raises  a real  ques- 
tion about  integrity. 


Over  40%  of 
obstetricians  in 
Georgia  no  longer 
deliver  babies,  and 
two-thirds  of  those 
stopping  OB  practice 
are  under  55  years  of 
age. 


This  is  the  kind  of  situation  that 
needs  exposure.  Such  examples  of 
greed  will  make  the  public  aware 
of  plaintiff  abuse  by  some  attor- 
neys. Large  contingency  fees  are  av- 
aricious to  say  the  least.  California 
has  already  put  a limit  on  attorneys’ 
excessive  contingency  fees.  If  we 
compensated  police  officers  via  a 
contingency  fee  (i.e.,  40%  of  the 
citations  issued),  there  would  soon 


be  no  one  but  police  and  slow  over- 
crowded buses  on  the  highways. 
Just  as  contingency  fees  for  police 
officers  would  create  chaos  for  driv- 
ers, it  has  done  so  for  the  medical 
profession.  Attorneys  should  work 
on  a fee-for-service  basis  just  like 
any  other  self-respecting  profes- 
sional. 


While  73%  of 
obstetricians  have  been 
sued  once  and  40% 
have  been  sued  three 
or  more  times,  six  out 
of  every  10  doctors 
have  been  sued. 


There  are  numerous  examples  to 
show  that  medicine  and  law  are  im- 
missible: 

• Different  therapies  may  be  equally 
effective  — only  large  studies 
over  a period  of  time  will  prove 
which  is  better.  In  a court  of  law, 
a decision  is  made  today  as  to 
one  therapy  being  right,  the  other 
being  wrong. 

• Caring-sharing  relationships  lead 
to  better  medical  care  — lawyers 
thrive  on  creating  an  adversarial 
relationship  to  initiate  more  suits. 

• Medicine  favors  equitable  repa- 
ration for  injury  if  negligence  is 
involved  (i.e.,  the  purpose  of  in- 
surance). Law  favors  awards 
based  upon  emotion  determined 
by  untrained  jurors  whose  only 
medical  knowledge  is  obtained 
from  biased,  paid  advocates.  So- 
ciety needs  a mechanism  to  de- 
termine reasonable  reparation  for 
injury  when  negligence  causes  it, 
not  a lottery  system  of  windfall 
for  some  and  nothing  for  others. 

A logical  solution  would  be  to 
remove  health  related  injury 
from  the  traditional  tort  law  system. 
It  would  be  better  served  in  a new 
system  built  from  the  framework  of 
workman’s  (or  more  properly 
“worker’s”)  compensation.  The 
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AMA  has  proposed  this,  but  better 
yet,  patients  will  probably  demand 
it  when  all  the  facts  are  known.  Fair 
compensation  for  injury,  if  allo- 
cated by  professional  adjusters, 
would  eliminate  the  need  for  caps 
on  pain  and  suffering.  These  panels 
of  adjusters  could  be  comprised  of 
attorneys,  physicians,  ministers. 


The  public  needs  to 
be  made  aware  of  this 
declining  appeal  of 
medical  careers.  Our 
very  own  personal 
health  care  may  soon 
be  compromised  by 
this  process. 


and  knowledgeable  business  lead- 
ers. Unconscionable  contingency 
fees  and  the  agonizing  delays  in  the 
normal  adjudication  process  might 
thus  be  eliminated,  and  such  a 
board  could  dispense  with  cases 
very  expeditiously  and  economi- 
cally. Patients,  physicians,  society 
— even  lawyers  — would  be  win- 
ners. 

In  any  event,  the  true  merits  of  a 
case  need  to  be  determined  through 
an  honest  and  impartial  evaluation 
by  competent  experts  prior  to  going 
through  the  expensive  adjudication 
process.  Currently,  only  25-28%  of 
indemnity  dollars  ultimately  go  to 


the  plaintiff!  Even  the  federal  bu- 
reaucracy operates  under  a system 
wherein  only  '/s  of  the  money  in  a 
program  is  retained  for  administra- 
tion and  % goes  to  the  program’s 
recipients.  The  present  tort  law  sys- 
tem pays  the  injured  party  only 
about  Va  of  all  of  the  money  in- 
volved. 

Fellow  colleagues,  stand  up  and 
be  counted!  Under  current  tort  law, 
the  quality  of  health  care  in  this 
country  is  at  stake.  This  is  an  issue 
to  which  the  public  will  respond. 
The  scenario  goes  something  like 
this:  “Doctor,  you  drive  a Mercedes, 
you  wear  fine  clothes,  and  your 
children  go  to  expensive  private 
schools  while  you  live  in  expensive 
homes.  I really  don’t  care  how  much 
you  pay  for  malpractice  insur- 
ance. . . . What,  you  mean  my 
daughter  may  have  difficulty  find- 
ing a good  obstetrician  to  take  care 
of  her?  Now,  1 am  interested  in  that!” 

We  must  enlist  our  ally,  the  pa- 
tient. Patients  know  and  trust  their 
doctor.  Numerous  polls  reveal  that 
patients  may  have  great  reser- 
vations about  medicine,  but  when 
asked  about  their  own  personal 
doctor,  the  physician  fares  reason- 
ably well.  Public  opinion  of  doc- 
tor’s esteem  and  high  ethical  stand- 
ards range  in  the  high  50%  range 
whereas  lawyers  are  in  the  20% 
range.'*'® 

Let  us  not  waste  all  of  our  efforts 
trying  to  legislate  change.  To  be 
counted,  let  us  educate  our  pa- 
tients. All  that  is  needed  is  to  inform 
them.  We  can  all  do  this,  but  it  must 
be  done  individually  by  you  with 
your  patients. 


Is  there  other  help  available?  Yes. 
Remember:  as  private  medicine 
goes,  so  goes  the  pharmaceutical 
industry.  If  there  is  nationalization 
of  health  care,  there  will  probably 
be  only  one  generic  for  each  cate- 
gory of  brand-name  drug.  Large 
pharmaceutical  companies  have 
billions  of  dollars  in  assets  to  pro- 
tect; product  liability  remains  a tre- 
mendous concern  for  all  such  com- 
panies. Expanded  liability  is  as 
onerous  to  them  as  it  is  to  medi- 
cine. Using  their  resources  and  our 
knowledge  (and  an  alliance  with  our 
patients),  changes  can  be  made. 
Lawyers,  abundant  as  they  are,  still 
comprise  less  than  1%  of  the  pop- 
ulation. Out  patients  are  our  ad- 
vocates, not  our  adversaries.  There 
is  strength  in  these  numbers. 

Stand  up  and  be  counted.  We  owe 
medicine  a debt  of  gratitude.  This 
profession  is  still  a most  rewarding 
endeavor,  and  it  must  be  preserved. 
We  owe  it  to  our  families  and  to 
society.  Our  greatest  enemy  is  ap- 
athy, not  the  legal  system.  Pogo  is 
appropo:  “We  have  met  the  enemy 
and  they  is  us."  Let  us  educate  our 
patients;  they  will  demand  the  nec- 
essary change. 
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Ffealth  Care  History  and  Utilization 
for  Atlantans  Who  Died  Homeless 
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Introduction 

TO  DATE,  there 
is  only  one 
published  study  of 
mortality  among 
homeless  per- 
sons, and  that 
study  is  limited.’ 

There  are  no  stud- 
ies in  the  literature 
regarding  prior 
health  care  utili- 
zation by  persons 
who  died  home- 
less, although 
studies  of  health 
problems  among 
living  homeless 
persons  do  exist.^ 

This  report  is  a 
limited  pilot  study 
of  health  care  uti- 
lization by  home- 
less persons  who 
died  in  Atlanta, 

Georgia,  during 
the  first  six  months  of  1987,  di- 
rected at  providing  preliminary  data 
that  may  have  practical  application 
to  public  health  care  strategies, 
death  investigation,  and  further 
studies  of  mortality  in  the  home- 
less. 


Abstract 

A LIMITED  STUDY  of  18  deaths  among  homeless  per- 
sons in  Atlanta,  Georgia,  has  shown  that  about  two- 
thirds  had  utilized  public  health  care  facilities  prior  to 
their  death,  often  over  a period  of  many  years.  Utilization 
of  two  available,  specific  clinics  for  the  homeless  could 
not  be  demonstrated.  The  county  hospital  and  alcoholism 
treatment  center  accounted  for  all  documented  episodes 
of  health  care.  Formal,  medical  documentation  of  signif- 
icant alcohol-related  morbidity  was  shown  in  50%  of  those 
who  died  homeless.  Other  common  medical  problems 
included  seizure  disorders,  h}rpertension,  pneumonia, 
chronic  pulmonary  disease,  and  non-lethal  trauma.  These 
data  may  be  used  practically  during  medico-legal  death 
investigation  and  by  public  health  agencies  when  plan- 
ning policy  and  procedure  relevemt  to  the  homeless  pop- 
ulation. Paucity  of  data  concerning  mortality  in  the  home- 
less should  prompt  additional,  region-specific  studies  to 
determine  risk  factors  in  areas  where  homelessness  is 
manifest. 


Dr.  Hanzlick  is  Associate  Medical  Examiner,  Ful- 
ton County,  and  Assistant  Professor,  Dept,  of  Pa- 
thology and  Lab  Medicine,  Emory  University  School 
of  Medicine;  Dr.  Lazarchick  is  a resident  with  the 
Dept,  of  Pathology  and  Lab  Medicine,  Emory  Uni- 
versity School  of  Medicine.  Dr.  Hanziick’s  address 
is  50  Coca  Cola  Place,  SE,  Atlanta,  GA  30303. 


Methods 

Deaths  of  home- 
less persons  who 
died  in  Atlanta- 
Fulton  County, 
Georgia,  in  the  first 
6 months  of  1987 
were  computer 
catalogued  as  they 
were  reported  to 
the  Fulton  County 
Medical  Examiner. 
Fulton  County  has 
an  estimated  1987 
population  of 
650,500  persons, 
of  which  4,000  to 
7,000  are  report- 
edly homeless.’ 
Specific  demo- 
graphics of  the  liv- 
ing hom.eless  pop- 
ulation are  unre- 
ported and  un- 
known. Although 
homelessness  per 
se  does  not  require  a death  to  be 
reported  to  the  medical  examiner, 
many  such  deaths  are  sudden,  sus- 
picious, or  unattended  by  a physi- 
cian which  results  in  an  investiga- 
tion by  the  medical  examiner. 
Medical  examiner  data  should 
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therefore  be  fairly  sensitive  with  re- 
gard to  detection  of  mortality  in  the 
homeless.  However,  an  unknown, 
but  probably  small  number  of 
deaths  among  homeless  persons 
who  died  in  hospitals  would  not 
require  medico-legal  investigation 
and  are  not  included  in  this  report. 

An  attempt  was  made  to  locate 
medical  records  and  document 
health  care  utilization  at  several  lo- 
cal health  care  facilities.  These  in- 


its,  and  if  available,  the  reason  for 
admission  or  consultation. 

Results 

Eighteen  deaths  occurred  during 
the  study  period,  quite  consistent 
with  previous  Atlanta  homeless 
mortality  rate  estimates  of  5.7  to  10 
per  1000  homeless  persons.' 

Table  1 summarizes  demo- 
graphic data,  cause  of  death,  blood 
alcohol,  and  health  care  utilization 


median  age  was  56  years,  and  61% 
were  caused  by,  related  to,  or  in- 
volved alcohol. 

Alcohol  Treatment  Center  Data 
Eight  of  the  18  individuals  had 
previously  been  inpatients  at  the 
Fulton  County  Alcoholism  Treat- 
ment Center,  and  all  were  males. 
The  interval  between  the  first  ad- 
mission and  most  recent  admission 
(rounded  to  the  nearest  whole 


TABLE  1 — Age,  Race,  Sex,  Cause  of  Death,  Blood  Alcohol  Concentration  (BAC)  At  Time  of  Death,  amd 
First  aind  Last  Visit  Dates  For  Persons  Seen  at  Fulton  County  Alcoholism  Treatment  Center  (FCAT) 

and  Grady  Memorial  Hospital  (GMH). 


AGE 

R 

S 

CAUSE  OF  DEATH 

BAC 

FCAT 

GMH  Visits 

56 

W 

M 

Chronic  Alcohol  Abuse 

Neg 

10/73-1/86 

3/74-1/85 

6 

51 

B 

M 

Homicidal  Gunshot 

359 

76 

B 

M 

Building  Fire 

Neg 

38 

B 

M 

Alcohol  Poisoning 

570 

8/81-6/86 

1/86 

1 

25 

B 

M 

Hypothermia 

Neg 

40 

B 

M 

Chronic  Lung  Disease 

NT 

12/86-1/87 

3 

49 

W 

M 

Chronic  Alcohol  Abuse 

328 

6/74-8/86 

64 

W 

M 

Clothing  Fire 

23 

3/77-12/86 

7/81-11/87 

3 

58 

B 

M 

Heart  Disease 

Neg 

57 

W 

F 

Heart  Disease 

NT 

7/83-4/87 

4 

50 

W 

M 

Heart  Disease 

Neg 

4/78-4/80 

47 

B 

M 

Homicidal  Stab  Wound 

242 

2/83-10/83 

54 

W 

M 

Heart  Disease 

Neg 

8/85-3/87 

4 

63 

B 

M 

Building  Fire 

357 

12/75-10/85 

6/85-1/86 

2 

57 

B 

M 

Hypertension/ Alcoholism 

NT 

58 

W 

M 

Chronic  Alcohol  Abuse 

Neg 

Record  Lost 

60 

W 

M 

Chronic  Alcohol  Abuse 

Neg 

30 

B 

M 

Homicidal  Gunshot 

194 

Number  at  far  right  indicates  number  of  visits/admissions  to  Grady  Hospital.  Data  is  for  homeless  persons  who  died  in  Atlanta,  Georgia 
during  the  first  six  months  of  1987. 


stitutions  were  located  in  the  cen- 
tral city  close  to  areas  typically 
inhabited  or  frequented  by  home- 
less persons.  Health  care  histories 
were  obtained  from  Grady  Memo- 
rial Hospital  (a  large,  county  hos- 
pital), the  Fulton  County  Alcohol- 
ism Treatment  Center,  the  Health 
Care  Clinic  for  the  Homeless  (op- 
erated by  the  Georgia  Nursing 
Foundation,  Inc.),  and  the  Medical 
Association  of  Atlanta’s  Clinic  for 
the  Homeless.  Grady  Hospital  and 
the  Alcohol  Treatment  Center  have 
been  open  for  decades,  while  the 
latter  two  institutions  have  been  op- 
erating since  May  of  1984  and  Oc- 
tober of  1986,  respectively.  The 
main  study  objective  was  to  deter- 
mine if  homeless  persons  who  died 
had  used  any  of  these  facilities. 
Secondary  objectives  included  de- 
termination of  the  dates  of  any  vis- 


data  for  each  case.  Except  for  the 
health  care  utilization  data,  the  data 
were  similar  to  a previously  pub- 
lished series  of  40  deaths  among 


About  two-thirds  of 
the  homeless  persons 
had  used  public  health 
care  facilities  prior  to 
their  deaths,  often  over 
a period  of  many  years. 


Atlanta’s  homeless  population.' 
Seventeen  of  18  deaths  occurred  in 
males,  10  of  18  were  black  (pro- 
portionate to  black  representation 
in  the  county-wide  population),  the 


number  of  years)  ranged  from  1 to 
12  years,  with  a mean  of  7 years 
and  a median  of  9 years.  Five  of  the 
eight  individuals  were  white  males. 
Four  of  the  eight  persons  treated 
had  been  seen  within  one  year  of 
their  death. 

Medical  Association  of  Atlanta 
Clinic  for  the  Homeless 
Utilization  of  this  facility  could 
not  be  documented  by  an  exami- 
nation of  in-house  records. 

Georgia  Nurses  ’ Health  Care  Clinic 
A search  of  records  at  this  facility 
also  failed  to  document  utilization 
by  any  of  the  decedents. 

Grady  Memorial  Hospital 
Seven  of  the  18  persons  had  been 
previously  seen  or  admitted  at  Grady 
Memorial  Hospital.  The  number  of 
hospital  visits  ranged  from  one  to 
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six,  with  a mean  of  3 and  a median 
of  3.  There  were  seven  outpatient 
visits  divided  between  three  indi- 
viduals and  16  hospitalizations  di- 
vided among  six.  Two  people  had 
outpatient  visitations  and  in-patient 
admissions.  Six  of  the  seven  per- 
sons seen  at  this  institution  had 
multiple  visits.  For  those  with  mul- 
tiple visits,  the  time  over  which  the 
visits  occurred  were  2 months,  6 
months,  2 years,  4 years,  6 years, 
and  11  years.  Four  of  the  seven 
homeless  persons  seen  at  Grady 
Hospital  had  also  been  inpatients 
at  the  Fulton  County  Alcoholism 
Treatment  Center. 

Medical  problem  lists  for  the 
seven  persons  seen  at  Grady  Hos- 
pital are  shown  in  Table  2.  Numer- 
ous conditions  were  cited  in  the 
problem/complaint  lists:  chronic 
ethanol  abuse,  seizure  disorders, 
hypertension,  pneumonia,  chronic 
pulmonary  disease,  and  non-lethal 
trauma  were  the  most  common 
problems  identified. 

Overal  Utilization 

It  could  be  documented  that  1 1 
of  18  persons  who  died  homeless 
had,  on  prior  occasions,  utilized 
one  or  more  health  care  facilities. 
Utilization  was  limited  to  the  al- 
coholism treatment  center  and  the 
county  hospital.  Three  people  had 
been  evaluated  at  the  county  hos- 
pital only,  four  at  the  alcoholism 
treatment  center  only,  and  four  at 
both  facilities.  Between  the  county 
hospital  and  the  alcoholism  treat- 
ment center,  it  could  be  docu- 
mented that  nine  of  the  18  dece- 
dents had  been  previously  evaluated 
for  chronic  ethanolism. 

Discussion 

This  pilot  study  is  admittedly 
small  in  its  size  and  scope,  but  sim- 
ilar data  is  absent  from  the  medical 
literature.  Despite  the  limited  data, 
some  evidence  exists  to  support 
some  preliminary  opinions  which 
deserve  further  study,  both  locally 
and  in  other  jurisdictions. 

The  questionable  sensitivity  of 
medical  examiner  data  pertaining 
to  surveillance  of  homeless  mor- 
tality has  been  previously  raised.' 
Retrospective  examination  of  the 
medical  histories  of  those  who  died 
homeless  showed  a distribution  of 


TABLE  2 — Pre-death  Medical 
Problems  of  Seven  Homeless 
Persons  Who  Died  At  Later  Times. 


Chronic  Alcohol  Abuse  5 

Seizure  Disorder  4 

Non-lethal  trauma  4 

H3rpertension  3 

Pneumonia  3 

Chronic  Lung  Disease  3 

Neuropathy  2 

Cardiovascular  Disease  2 

Fever  1 

Anemia  1 

CNS  Hemorrhage  1 

Upper  GI  Hemorrhage  1 

Hypothermia  1 

Diabetes  1 

Urinary  Tract  Infection  1 

Tuberculosis  1 

Syncope  1 

Pharyngitis  1 

Viral  Syndrome  1 

Bowel  Obstruction  1 


Number  at  right  represents  number  of  in- 
dividuals who  had  each  particuletr  problem 
identified  in  a hospital  chart  at  Grady  Me- 
morial Hospital. 


medical  problems  which  was  sim- 
ilar to  causes  of  homeless  mortality 
as  determined  by  medical  exam- 
iners relying  on  less  complete  med- 
ical histories.'  In  other  words,  if 
some  of  these  individuals  had  died 
in  the  hospital  and  their  deaths  were 
not  investigated  by  the  medical  ex- 
aminer, their  causes  of  death  would 
probably  be  similar  to  those  ulti- 
mately appearing  in  a medical  ex- 
aminer series.  Medical  examiner 
data  might  therefore  underestimate 
the  number  of  deaths  among  home- 
less persons,  but  the  relative  causes 
of  death  would  be  similar  and  use- 
ful in  surveillance  of  homeless  mor- 
tality. 

From  the  death  investigation 
standpoint,  the  data  indicate  that 
the  medical  examiner  had  approx- 
imately a 2 to  1 chance  of  finding 
a documented  medical  history  for 
a person  who  died  homeless  if 
county  hospital  and  alcoholism 
treatment  centers  were  contacted. 
If  a homeless  person  dies  uniden- 
tified, particularly  if  the  decedent  is 
a white  male,  the  alcoholism  treat- 
ment center  would  be  a good  place 
to  show  facial  photographs  in  an 
attempt  to  establish  tentative  iden- 
tity. Otherwise,  the  county  hospital 
and  alcoholism  treatment  center 
appear  to  be  good  sources  to  con- 


tact for  potentially  useful  m.edical 
history  information. 

The  inability  to  document  utili- 
zation of  health  care  clinics  for 
the  homeless  was  somewhat  sur- 
prising. Both  of  the  clinics  in  this 
study  are  adjacent  to  soup  lines, 
food  kitchens,  and  other  services 
for  the  homeless,  such  as  tempo- 
rary labor  centers,  which  together 
serve  nearly  1000  individuals  per 
day.  Health  care  clinics  for  the 
homeless  are  certainly  utilized;  the 
Georgia  Nurses’  Clinic  for  the 
Homeless  serves  20  to  30  individ- 
uals per  day.  However,  we  simply 
could  not  document  that  homeless 
persons  who  died  had  used  the 
clinics.  Possible  explanations  in- 
clude the  use  of  aliases,  less  formal 
indentification  and  record  keeping 
than  that  used  in  hospitals,  and 
among  the  group  of  those  who  died, 
the  presence  of  relatively  serious 
medical  problems  which  require 
more  than  outpatient  care. 


Data  for  Atlanta  thus 
far  indicate  that  most 
deaths  among  homeless 
persons  are  due 
directly  to  the  acute  or 
chonic  effects  of 
alcohol  (including 
withdrawal)  or 
indirectly  to  accidents 
involving  persons  who 
are  intoxicated  with 
alcohol. 


Our  previous  study  of  Atlanta’s 
homeless  mortality  indicated  a 
strong  association  between  death 
and  alcohol  usage.'  The  data  in  this 
study  support  that  finding  by  doc- 
umenting a formal  medical  history 
of  alcohol  abuse  in  50%  of  those 
who  died  homeless.  Further,  the 
medical  histories  of  those  with  al- 
cohol-related problems  had,  in 
general,  been  documented  over  a 
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period  of  many  years.  All  but  one 
of  the  decedents  who  had  been  seen 
at  the  alcoholism  treatment  center 
died  of  alcohol-related  causes  (4 
cases)  or  were  intoxicated  with  al- 
cohol at  the  time  of  an  external 


These  data  may  be 
used  practically  during 
medico-legal  death 
investigation  and  by 
public  health  agencies 
when  planning  policy 
and  procedure  relevant 
to  the  homeless 
population. 


cause  which  lead  to  death  (3  cases). 
When  one  considers  the  additional 
alcohol-related  deaths  that  occur  in 
individuals  without  formal  histories 
of  alcohol  abuse,  the  effects  of  al- 
cohol on  homeless  mortality  in  At- 
lanta cannot  be  ignored. 

From  the  public  health  perspec- 
tive of  homeless  mortality,  prelim- 
inary data  from  this  and  our  pre- 
vious study  indicate  that  policy  and 
procedure  in  Atlanta  should  be  fo- 
cused on  alcohol  countermea- 
sures. Data  for  Atlanta  thus  far  in- 
dicate that  most  deaths  among 


homeless  persons  are  due  directly 
to  the  acute  or  chronic  effects  of 
alcohol  (including  withdrawal),  or 
indirectly  to  accidents  involving 
persons  who  are  intoxicated  with 
alcohol.  However,  mortality  in  the 
homeless  must  be  studied  region- 
ally in  order  to  determine  what  in- 
terventions will  be  most  effective  in 
a given  area  where  homelessness 
is  manifest. 

Conclusions 

A limited  study  of  18  deaths 
among  homeless  persons  in  At- 
lanta, has  shown  that  about  two- 
thirds  had  used  public  health  care 
facilities  prior  to  their  deaths,  often 
over  a period  of  many  years.  Utili- 
zation of  two  available,  specific 
clinics  for  the  homeless  could  not 
be  demonstrated;  the  county  hos- 
pital and  alcoholism  treatment  cen- 
ter accounted  for  all  documented 
episodes  of  health  care.  Formal, 
medical  documentation  of  signifi- 
cant alcohol  related  morbidity  was 
shown  in  50%  of  those  who  died 
homeless.  Other  common  medical 
problems  included  seizure  disor- 
ders, hypertension,  pneumonia, 
chronic  pulmonary  disease,  and 
non-lethal  trauma.  These  data  may 
be  used  practically  during  medico- 
legal death  investigation  and  by 
public  health  agencies  when  plan- 
ning policy  and  procedure  relevant 
to  the  homeless  population.  Pau- 
city of  data  concerning  mortality  in 


the  homeless  should  prompt  ad- 
ditional, region-specific  studies  to 
determine  risk  factors  in  areas 
where  homelessness  is  manifest. 
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“Just  Pudi  Pmay  Fran  the  Table!” 


OBESITY  IS  PROBABLY  ONE  of  the 
greatest  health  problems  fac- 
ing Americans  today.  Every  com- 
munity, no  matter  how  small,  has 
its  share  of  overweight  citizens.  The 
average  primary  care  physician  has 
the  difficult  task  of  helping  a sub- 
stantial portion  of  his  or  her  pa- 
tients lose  unwanted  and  some- 
times dangerous  pounds,  both  to 
help  cut  the  risk  factors  inherent  in 
obesity  and  to  meet  the  desires  of 
each  patient  to  look  slimmer  and 
feel  more  self-esteem. 

Dr.  William  Headley  pointed  out 
the  dangers  of  morbid  obesity  in  his 
two  part  article  in  the  February  and 
March  issues  of  the  MAG  Journal. 
Even  moderately  severe  obesity  of 
120%  over  ideal  body  weight  can 
carry  its  own  risk.  The  man  with  an 
extra  40  pounds  of  weight  and  the 
woman  with  an  extra  25  pounds  are 
both  in  greater  danger  of  dying  at 
an  earlier  age  than  their  normal 
weight  counterparts. 

It  should  be,  therefore,  a top 
priority  in  any  doctor-patient  rela- 
tionship to  assist  the  patient  in  get- 
ting rid  of  these  unwanted  pounds. 


J.T.  Cooper,  M.D.,  M.P.H. 


Your  success  or 
failure  as  a treating 
physician  is  often 
determined  during  the 
first  encounter  with  an 
overweight  patient.  The 
nonverbal 

communication  is  often 
stronger  than  the 
actual  words  spoken  by 
you. 


The  success  rate  for  obesity  treat- 
ment is  dismal,  both  for  short-term 
and  long-term  results.  Part  of  this 
problem  is  a result  of  the  some- 
times justified,  pessimistic  attitude 
of  the  patient,  and  part  is  related  to 
the  attitudes  of  society  in  general, 
and  of  physicians  in  particular  to 
the  overweight  patient. 

The  belief  held  by  a substantial 
number  of  physicians  is  that  obes- 


Dr.  Cooper  practices  bariatric  medicine.  Send  re- 
print requests  to  him  at  1234  Powers  Ferry  Rd,,  Ste. 
104,  Marietta,  GA  30067. 


ity  is  a self-induced  condition  that 
could  be  cured  promptly  if  only  the 
patient  would  exercise  a little  self- 
control  and  “push  away  from  the 
table”  a little  more.  Since  alcohol- 
ism has  been  relatively  destigma- 
tized,  obesity  remains  the  only  dis- 
ease that  suggests  character 
weakness,  immorality,  depravity, 
and  a total  unwillingness  to  change 
and  improve  oneself. 

This  doesn’t  mean  that  this  type 
of  physician  doesn’t  care  what  hap- 
pens to  the  overweight  patient.  It 
just  means  he  or  she  m.ay  feel  that 
this  type  of  patient  has  caused  his 
or  her  own  problem  and  should  also 
be  able  tolremedy  it  alone.  Difficult 
obese  patients  v/ith  poor  success 
records  are  somehow  threatening 
to  all  of  us  at  one  time  or  another. 
We  long  for  the  “magic  bullet”  to 
cure  them,  much  as  we  can  cure 
an  infection  with  an  antibiotic.  We 
have  no  cure  for  obesity  yet.  There- 
fore many  of  us  have  a safe  way  of 
dealing  with  the  overweight  per- 
sons who  dare  enter  our  office  — 
we  reject  them  in  subtle  or  even 
direct  ways. 
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“All  you  have  to  do  is  exercise 
more  by  pushing  away  from  the  ta- 
ble,” is  a favorite  saying  of  many. 
It  is  usually  said  with  a huge  laugh 
at  the  obese  patient’s  expense. 
“Take  this  diet  sheet,  and  don’t 
come  back  until  you  have  lost  your 
weight.”  Don’t  bother  me  with  your 
weight  problems.  All  you  need  to 
do  is  eat  less,  and  you’ll  lose  weight. 
1 need  to  devote  my  time  to  treating 
sick  people  is  the  implied  message. 

Even  when  the  approach  is  less 
heavy-handed,  the  subtle  rejection 
is  there.  It  is  the  rejection  we  some- 
times feel  ourselves  showing  to- 
ward “incurable,”  patients  such  as 
terminal  cancer  patients,  the  hope- 
lessly ill,  and  all  those  others  who 
somehow  challenge  our  feelings  of 
omnipotence  by  daring  not  to  get 
well.  At  worse,  we  ridicule  the  obese 
openly,  and  at  best  we  treat  them 
with  benign  neglect  and  patroni- 
zation.  No  wonder  that  our  success 
rate  is  so  poor! 

Your  success  or  failure  as  a 
treating  physician  is  often  de- 
termined during  the  first  encounter 
with  an  overweight  patient.  The 
nonverbal  communication  is  often 
stronger  than  the  actual  words  spo- 
ken by  you.  An  unconscious  shrug 
of  your  shoulders,  a smile  that  is 
taken  as  a smirk,  a look  of  disbelief 
at  what  the  patient  claims  to  have 
eaten  since  last  seen,  or  any  of  a 
dozen  other  gestures  and  expres- 
sions can  turn  the  patient  off.  This 
could  be  in  spite  of  your  genuine 
desire  to  help  the  patient. 

The  first  thing  to  understand 
about  someone  with  a chronic 
obesity  problem  is  that  he  or  she  is 
used  to  failure  and  rejection.  You 
may  be  the  latest  in  a long  line  of 
doctors  who  have  alt  failed  to  be 
successful,  for  one  reason  or  an- 
other, in  the  management  of  this 
person’s  dilemma.  If  your  efforts  are 
successful,  you  will  be  the  last  and 
most  successful  therapist  that  he  or 
she  will  ever  need. 

It  is  no  wonder  that  the  doctor 
who  is  successful  in  treating  over- 
weight patients  soon  has  a crowded 
waiting  room.  Word  soon  gets  out 
that  this  doctor,  while  not  promis- 
ing miracles,  at  least  promises  tol- 
erance, understanding  of  the  prob- 


lem, and  a sensible  approach  that 
will  have  a better  than  even  chance 
of  success.  This  doctor  does  more 
than  give  a diet  sheet,  a month’s 
supply  of  anorectic  agents,  and 
rather  vague  and  patronizing  in- 
structions to  the  obese  patient  be- 
fore whisking  him  or  her  out  the 
door. 

We  often  forget  that  inside  the 
skin  of  every  overweight  person  is 
a human  being.  Often  one  with  great 
anger,  frustration,  fear  of  rejection, 
depression,  dissatisfaction,  humil- 
iation, and  feelings  of  not  being 
loved  bottled  up  inside.  Even  a little 
bit  of  kindness  and  understanding 
from  a physician  can  work  won- 
ders. When  even  this  small  morsel 
of  help  and  hope  is  not  forthcoming 
from  us,  is  it  any  wonder  that  an 
obese  person  will  submit  to  almost 
any  treatment,  including  surgery, 
and  will  risk  his  or  her  life  in  some- 
times dangerous  semi-starvation 
pseudoscientific  diets  if  there  is 
even  a hope  that  the  hated  and 
dreaded  extra  fat  mass  will  be  shed? 


Providing  good 
obesity  treatment  is 
just  another  part  of 
practicing  good 
medicine.  It  doesn’t 
require  encyclopedic 
knowledge  about 
dietetics. 


I think  all  of  us  in  primary  care 
medicine  must  rethink  our  roles 
in  treating  our  patients  with  an 
obesity  problem.  We  can’t  all  be 
experts  in  obesity  treatment,  but  we 
can  establish  some  sort  of  humane 
routine  of  therapy,  or  we  can  refer 
to  someone  in  private  practice,  or 
to  some  local  hospital-based  pro- 
gram, where  the  proper  type  of  mul- 
tidisciplinary care  can  be  given. 

Since  the  patient’s  primary  care 
physician  is  the  most  knowledge- 
able about  him  or  her,  this  is  the 
place  to  start.  Bariatrics,  or  the 
medical  management  of  obesity. 


can  be  practiced  by  family  practi- 
tioners, internists,  pediatricians, 
and  gynecologists.  Providing  good 
obesity  treatment  is  just  another 
part  of  practicing  good  medicine. 
It  doesn’t  require  encyclopedic 
knowledge  about  dietetics.  You  can 
always  work  with  your  local  regis- 
tered dietician  if  you  don’t  have  this 
knowledge  yourself.  Your  medical 
work  up  and  follow  up  aren’t  that 
different  either.  You  can  even  turn 
part  of  the  psychologic  manage- 
ment over  to  a psychologist  col- 
league. The  basic  requirement  is 
that  you  remain  the  “captain  of  the 
ship”  and  control  the  overall  man- 
agement of  your  patient. 

By  retaining  the  general  control 
of  your  patients’  care,  you  fulfill  the 
basic  responsibility  for  protecting 
their  welfare  and  health,  the  re- 
sponsibility that  your  patients  have 
honored  you  with  by  trusting  you 
to  be  their  doctor. 

There  are  courses  given  every 
year  on  the  medical  and  sur- 
gical management  of  obesity.  They 
include  ones  given  by  Harvard  Med- 
ical School  and  the  American  So- 
ciety of  Bariatric  Surgery.  The  Amer- 
ican Society  of  Bariatric  Physicians, 
based  in  Englewood,  Colorado, 
gives  at  least  two  regional  basic 
courses  and  one  annual  general 
meeting  and  course  every  year.  For 
the  average  non-surgeon,  the  ASBP 
courses  are  a good  starting  point. 
There  are  also  a wealth  of  video  and 
audio  tapes  on  obesity  available 
from  the  AMA  and  the  ASBP.  In  ad- 
dition, certain  commercially-pro- 
duced tapes  suitable  for  the  pri- 
mary care  physician’s  continuing 
educational  needs  are  available. 

With  all  these  educational  op- 
portunities available,  and  with  the 
great  need  for  our  help  that  obese 
patients  have,  doesn’t  it  make  sense 
for  each  of  us  to  stop  rejecting  them? 

Try  and  follow  what  1 call  my 
Seven  Commandments  for  dealing 
with  overweight  patients. 

The  Seven  Commandments 

1)  Thou  Shalt  Not  Be  Fat  Thyself. 

For  many  of  us,  the  definition  of  an 
obese  patient  is  anyone  heavier  than 
we  are  ourselves.  Be  a visual  ex- 
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ample  to  your  patients.  It  is  as  ri- 
diculous for  a fat  doctor  to  tell  a 
patient  to  lose  weight,  as  it  is  for  a 
smoking  doctor  to  tell  someone  to 
quit  smoking. 

2)  Thou  Shalt  Not  Reject  Thy  Re- 
sponsibility For  Thy  Patient.  Even 
though  Weight  Watchers  is  a rep- 
utable group,  and  even  though  you 
may  tell  people  to  go  to  them,  don’t 
let  that  be  the  end  of  your  respon- 
sibility. Be  sure  and  follow  up  on 
each  patient  with  advice  and  en- 
couragement. 

3)  Thou  Shalt  Not  Ridicule  Thy 
Obese  Patient.  Purge  the  “pushing 
away”  phrases  out  of  your  vocab- 
ulary. Don’t  even  think  bad  thoughts 
about  those  who  look  to  you  for 
help. 

4)  Thou  Shalt  Remember  That 
Obesity  Is  A Killer.  Take  obesity 
as  seriously  as  you  do  cancer.  It 
probably  kills  a lot  more  people  than 


malignancies  do  — through  heart 
disease,  strokes,  hypertension,  and 
diabetes. 

5)  Thou  Shalt  Look  Through  That 
Layer  Of  Fat  And  See  The  Inner 
Person  Who  Is  Crying  Out  For  Thy 
Help.  The  quiet  desperation  un- 
derlying the  jolly  exterior  of  a lot  of 
your  obese  patients  will  only  be  ex- 
posed if  you  look  for  it  and  seek  to 
remedy  it  by  using  your  healing 
skills  as  they  were  meant  to  be  used. 

6)  Thou  Shalt  Keep  Up  With  Thy 
Postgraduate  Studies.  Try  and 

spend  at  least  10-15  hours  a year  in 
keeping  up  with  bariatric  medicine 
and  surgery.  Most  of  the  courses 
mentioned  above  carry  full  CME 
credits  from  the  AMA  and  the  AAFP. 
If  you  don’t  know  how  to  contact 
these  people,  call  me  and  I will  put 
you  in  touch  with  them.  Since  obes- 
ity is  such  a dangerous  condition, 
doesn’t  it  make  sense  to  devote  at 
least  this  much  time  every  year  to 
keeping  up  with  its  management. 


7)  Thou  Shalt  Teach  Thy  PatieMs 
Good  Health  And  Nutrition  Hab- 
its. The  Surgeon  General’s  Report 
on  Nutrition  and  Health  is  a good 
source  for  recommendations  about 
cutting  down  on  health  problems 
through  good  nutrition  practices.  It 
is  available  for  less  than  $3  from 
any  Government  Printing  Office  lo- 
cation, including  the  one  in  Atlanta. 

In  closing,  as  one  who  used  to 
weigh  240  pounds  and  went 
through  the  aggravation  of  being  fat 
over  22  years  ago,  be  a little  more 
patient  and  kind  to  the  next  over- 
weight patient  who  seeks  your  help. 
Look  inside  your  own  mind  and  try 
to  purge  yourself  of  negative  feel- 
ings about  this  person  who  is  look- 
ing to  you  for  encouragement, 
knowledge,  guidance,  understand- 
ing, and  compassion.  You  are  ca- 
pable of  providing  all  of  these,  so 
why  not  try  and  be  an  even  better 
doctor  today  than  you  were  yester- 
day? Your  new  results  with  this  type 
of  patient  may  amaze  you. 
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Increase  Your  Cash  Flow  25-40% 

Eliminate  Internal  / Billing  / Collecting  Costs 
Receive  100%  of  Collections 
Substantially  Increase  Profits 

ALL  OF  THE  ABOVE  FOR42C**  per  BILL!! 

PROVEN  CREDIT  / CASH  FLOW/ 
ACCOUNTS  RECEIVABLE  MANAGEMENT 


Join  a System  with  a 97%  Collection  History! 

CALL  TODAY,  FREE  SURVEY  & ESTIMATE  OF  SAVINGS 
CARL  USRY  (404)  396-3317  - ATLANTA 


M.  D.  C 

1849  Peeler  Road,  Suite  B 
Atlanta,  Georgia  30338 


'*42C  average  includes  25  C postage  per  bill 
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YOCONT 

YOHIMBINE  HCI 


Description;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  wouid  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications;  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^'2  /\iso  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  i 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Applied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10, 

References: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 . November  12. 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed„  p.  176-188, 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  al. , The  Journal  of  Urology  128: 

45-47, 1982. 

Rev.  1/85 


AVAILABLE  EXCLUSIVELY  FROM 


ARAFATE* 


^-^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer;  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Intetactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

Pregnancy;  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers;  It  is  not  known  whether  this  drug  is  exaeted  in 
human  milk.  Because  many  drugs  are  exaeted  in  human  milk,  caution  should 
be  exercised  when  suaalfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088-1712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1 71 2 bracketed  by  Cs  on  the  other.  Issued  1/87 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 
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Carafet^  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 


mucosal  defenses,  which  may  lead  NSAID 
prone  to  duodenal  ulcers!  For  those  NSAID 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  ,^^0^  ^therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 
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Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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I out  of  2 teens  in  America  has  taken  drugs 
1 out  of  2 parents  doesn't  see  it. 


See,  the  Washingtons  think  it’s 
the  Smith  kid.  The  Smiths  think 
it’s  the  Sanchez  kid.  Maybe  the  ^ 

Sanchezes  think  it’s  your  kid. 
iv  ■ Maybe  it  is  your  kid. 

"';|^nd  out.  Thlk  to  your  kids.  Tell  ’em 
ll^dangers  of  di’ugs.  Tell  ’em 
td^^liandle  peer  pressure. 


Tell  ’em  you  care.  It’s  not  easy.  But 
I can  help.  So  write  me,  McGruff, 
EO.  Box  362,  Washington,  D.C. 
20044. 

Don’t  let  your  kids  take  a powder. 
Or  anything  else. 

Together,  we  can  help  Ibke  a Bite 
out  of  Crime. 


TAKE  A BITE  OUT  OF 


oi/ictl  A message  Pi'eventiori  Conhium.  the  U S Depart  ineni  oiJuslice,  aiul  Om  Advert  is  mg  Council  *•'  1088  NaMon.ii  Crime  rrevontion  Council 
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Mental  Illness,  Substance  Abuse, 
and  Criminal  Behavior 

Ilhan  M.  Ermutlu,  M.D.,  Jimmy  L.  Canady,  B.S. 


Abstract 

During  a 6-month  period,  423  inmates  were  referred 
to  the  mental  health  services  in  an  urban  county  jail. 
The  data  gathered  indicate  significant  psychopathology 
amd  recidivism  in  the  group.  Mentally  disordered  inmates 
reported  a rather  high  rate  of  positive  family  history  of 
psychopathology.  The  study  points  out  the  need  for  ex- 
tensive mental  services  in  city  and  urban  county  jails. 


Introduction 

The  literature 
on  the  rela- 
tionship between 
criminal  behavior 
and  mental  disor- 
ders, including 
substance  abuse, 
do  not  always 
agree  on  the  com- 
parative arrest 
rates  among  the  mentally  disor- 
dered and  the  general  population. 
Reports  prior  to  the  1960s  indicated 
lower  rates  for  the  mentally  disor- 
dered.'-^ However,  publications  in 
the  1960s  or  thereafter  showed 
higher  arrest  rates  for  ex-pa- 
tients.^-® 

Discovery  of  phenothiazines  in 
the  early  1950s  facilitated  the  dis- 
charge of  thousands  of  patients  from 
state  hospitals.  The  phenomenon 
of  deinstitutionalization  in  the  late 
1960s  and  early  1970s  resulted  in 
the  release  of  large  numbers  of  se- 
verely and  chronically  mentally  dis- 
abled to  the  communities.  Since 
then,  the  number  of  mental  disor- 


dered in  prisons  or  jails  has  steadily 
increased. 

Zitrin  and  his  colleagues  published 
a paper  in  1976  regarding  crime  and 
violence  among  mental  patients.'’  They 
found  higher  arrest  rates  in  a group 
of  867  patients  than  the  rates  for  the 
general  population  living  in  the  same 
area.  Spodak  reported  in  1984  that 


Dr.  Ermutlu  practices  psychiatry  at  the  North  DeKalb 
Mental  Health  Center;  Ms.  Canady  is  a social  worker 
at  the  DeKalb  County  Jail.  Send  reprint  requests  to 
Dr.  Ermutlu  at  7011  Somerset  Circle,  Alpharetta, 
GA  30201. 


56%  of  discharged 
not  - guilty  - by  - rea- 
sons-of-insanity  pa- 
tients were  arrested 
following  their  re- 
lease from  the  hos- 
pital.® 

A study  in  Great 
Britain  indicated 
that  over  a 4- 
month  period, 
2743  men  were 
placed  in  a city  jail,  of  which  246 
of  them  (9%)  showed  major  symp- 
toms of  psychiatric  illness,  and  237 
(8.7%)  had  symptoms  of  with- 
drawal from  drugs  and  alcohol.  A 
total  of  237  men  were  considered 
psychotic,  and  70%  of  those  were 
schizophrenic.  Prevalence  of  schiz- 
ophrenia among  men  convicted  of 
homicide  (11%)  and  arson  (30%) 
was  higher  than  the  expected  mor- 
bidity rate  of  0. 1 -0.4%  in  the  general 
population.® 

Another  British  study  reported 
that  in  a prison  setting,  78%  of  those 
with  active  psychosis  and  with  pre- 
vious psychiatric  hospitalization 
had  prior  arrest  records.  For  those 
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TABLE  1 — Median  and  Average  Age 

Group 

Median  Age 

Average  Age 

All  referrals  (N  = 423) 

28 

28 

First  offenders  (N  = 61) 

25 

26 

History  of  treatment/arrest  (N  = 355) 

29 

30 

History  of  treatment/psychosis  (N  = 138) 

29 

30 

Black  males 

28 

28 

White  males 

29 

30 

White  females 

27 

30 

Black  females 

30 

30 

with  psychopathy,  the  recidivism 
rate  was  42%.’° 

Most  of  the  literature  on  the  men- 
tally disordered  offenders  primarily 
focuses  on  the  prisons.  Studies  in 
city  or  county  jails  which  are  the 
entry  points  to  the  criminal  justice 
system  are  scarce.  This  paper  anal- 
yses data  concerning  referrals  to  the 
mental  health  services  in  an  urban 
county  jail. 


This  paper  analyzes 
data  concerning 
referrals  to  the  mental 
health  services  in  an 
urban  county  jail. 


DeKalb  is  one  of  the  large  met- 
ropolitan Atlanta  counties  in 
Georgia.  It  has  a population  of 
520,000,  with  a black  to  white  ratio 
of  30.8%  to  69.2%,  respectively 
(DeKalb  County  Planning  Office  fig- 
ures). Official  capacity  of  the  county 
jail  is  824,  but  during  the  6-month 
study  period,  the  inmate  popula- 
tion jumped  to  900  several  times, 
and  the  number  of  bookings  at  the 
jail  was  14,633.  A relatively  large 
number  of  persons  arrested  are  re- 
leased after  booking  and  never  en- 
ter the  jail  as  inmates.  This  report 
is  based  on  data  from  the  inmates 
of  the  jail. 

The  mental  health  services  in  the 
I DeKalb  County  Jail  are  provided  by 
a part-time  psychiatrist  and  a full- 
time social  worker  employed  by 
DeKalb  County  Board  of  Health.  The 
County  administration  contributes 
a portion  of  the  personnel  cost.  The 
social  worker,  whose  office  is  lo- 
cated in  the  jail,  provides  clinical 


and  consultative  services  along  with 
some  case  management. 

Methodology 

This  report  is  based  on  data  col- 
lected on  referrals  to  the  mental 
health  staff  between  September  1 , 
1986,  and  February  28,  1987,  cov- 
ering a 6-month  period.  The  num- 
ber of  unduplicated  referrals  were 
423.  The  information  collected  con- 
sisted of  basic  demographic  data 
(age,  sex,  race,  marital  status),  his- 
tory of  psychiatric  treatment  either 
in  a hospital  or  on  an  outpatient 


basis,  presence  of  psychotic  symp- 
toms at  the  time  of  arrest,  other 
symptoms  of  emotional  disturb- 
ance, whether  or  not  the  person  was 
on  psychotropic  medication  just 
prior  to  arrest,  history  of  arrest  or 
conviction,  history  of  substance  use, 
family  history  of  mental  illness  and 
substance  abuse,  and  the  charge(s) 
against  the  inmate. 

Reasons  For  Referral 

Every  newly  admitted  inmate  is 
reviewed  by  the  Classification  Unit 
at  the  jail  and  information  regarding 


health  and  mental  health  issues  are 
recorded.  When  there  is  a question 
of  physical  or  mental  illness  as  well 
as  positive  past  history,  the  infor- 
mation is  communicated  to  the  in- 
firmary or  the  social  worker.  The 
social  worker  screens  the  cases  and, 
when  necessary,  schedules  them  for 
psychiatric  evaluation  and  follow 
up. 

Among  other  reasons  for  referral 
to  the  mental  health  staff  are  signs 
of  mental  or  emotional  disturbance 
as  observed  by  the  jail  staff,  behav- 
ior problems  (aggressive  or  violent 
behavior,  resistance  to  rules,  bi- 
zarre or  unusual  behavior)  and  re- 
quests from  inmates  themselves.  At 
times,  various  agencies  in  the  com- 
munity, particularly  mental  health 
centers,  inform  the  staff  if  one  of 
their  clients  is  jailed. 

The  rate  of  referrals  was  about 
3%  of  all  bookings  during  the  data 
gathering  period.  It  is  estimated  that 
the  active  case  load  in  the  jail  is 
about  10-13%  of  the  jail  population 
at  any  given  time. 


Demographic  Cheiracteristics 
of  Referrals 

As  Table  1 shows,  both  the  me- 
dian and  average  age  in  the  studied 
group  was  28.  First  offenders  were 
generally  younger,  and  inmates  with 
prior  arrest  or  treatment  record  were 
slightly  older. 

Marital  status:  293  inmates  were 
single;  68  were  married;  54  were 
divorced;  seven  were  separated;  one 
was  widowed.  A total  of  56%  of  the 
inmates  were  less  than  30  years  of 
age;  38  were  below  age  20  (Table 
2). 


TABLE  2 — Age  and  Racial  Breakdown 


Age 

WM 

WF 

BM 

BF 

OM 

OF 

IM 

Total 

% 

Below  20 

11 

1 

23 

2 

1 

0 

0 

38 

9 

20-29 

63 

27 

91 

16 

0 

0 

0 

197 

46.6 

30-39 

51 

12 

60 

17 

0 

0 

1 

141 

33.3 

40-49 

10 

4 

11 

4 

0 

0 

0 

29 

6.9 

50-59 

5 

4 

5 

0 

0 

1 

0 

15 

3.5 

60-over 

2 

0 

0 

1 

0 

0 

0 

3 

0.7 

TOTALS 

142 

48 

190 

40 

1 

1 

1 

423 

100.0 

OM  = Oriental  male 
OF  — Oriental  female 
IM  = Indian  male 
IM  = Indian  male 
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TABLE  3 — Summary  of  Findings 


Group  characteristics 

WM 

WF 

BM 

BF 

OM 

OF 

IM 

Total 

% 

History  of  prior  treatment 

47 

20 

55 

10 

0 

1 

1 

134 

31.6 

Psychotic  symptoms  at  arrest 

17 

2 

31 

2 

0 

0 

0 

52 

12.0 

On  medication  at  arrest 

25 

11 

24 

7 

0 

1 

0 

68 

16.0 

History  of  substance  abuse 

119 

37 

139 

27 

0 

0 

1 

323 

76.3 

Previous  arrest  record 

121 

36 

162 

34 

0 

1 

1 

361 

85.0 

Family  history  of  MD/SA 

49 

19 

78 

13 

0 

0 

1 

160 

37.8 

OM  = Oriental  male 
OF  = Oriental  female 
IM  = Indian  male 


Table  3 gives  the  breakdown  on 
various  characteristics  on  the  basis 
of  either  inmates’  responses  or  on 
our  evaluations.  Only  four  inmates 
were  found  to  have  psychotic  symp- 
toms at  the  time  of  arrest  without 
prior  history  of  treatment.  The  crit- 
ical figures  are  the  percentages  of 
prior  arrest  record  (85%)  and  his- 
tory of  drug  or  alcohol  abuse 
(76.3%).  Also,  it  should  be  noted 
that  the  rate  for  positive  family  his- 
tory of  mental  disorder  and/or  sub- 
stance abuse  (37.8%)  is  much 
higher  than  the  rate  for  general  pop- 
ulation (17%).’^ 


ily  history  for  MD/SA  in  inmates 
without  past  psychiatric  treatment 
(N  = 86)  was  30%.  Also,  47%  of 
white  inmates  in  Group  A reported 
positive  family  history  for  MD/SA. 
The  rate  for  black  inmates  was  60%. 

Table  4 gives  a more  detailed 
breakdown  of  data  on  family  history 
for  MD/SA  in  Group  A.  Of  56  in- 
mates who  had  no  history  of  psy- 
chiatric treatment  or  substance 
abuse,  only  4 (7%)  reported  posi- 
tive family  history.  Even  if  the  per- 
centages of  positive  family  history 
of  MD/SA  are  reduced  due  to  pos- 
sible inaccuracies  in  reporting,  the 


This  study  shows  the 
need  for 

comprehensive  mental 
health  services  in  the 
metropolitan  city  and 
urban  county  jails 
where  large  numbers  of 
chronically  and  acutely 
ill  individuals  are 
incarcerated. 


TABLE  4 

— Positive  Family  History  of  MD/SD 

in  Group  A 

WM  (N  = 48) 

WF  (N  = 20) 

BM  (N  = 58) 

WF(N  = 10) 

(N)  (%) 

21  43.7 

(N)  (%) 

11  55.0 

(N)  (%) 

38  65.5 

(N)  (%) 

3 30.0 

The  group  with  a history  of  prior 
psychiatric  treatment  (134  in- 
mates) along  with  four  inmates  with 
active  psychosis  but  without  past 
treatment  will  be  the  focus  of  this 
report.  This  group  will  be  identified 
as  Group  A in  the  text.  Group  A 
(N=  138)  makes  32.6%  of  referrals 
in  the  study. 


Positive  Family  History  of 
Mental  Disorder/Substance 
Abuse  (MD/SA) 

In  Group  A,  74  inmates  (53.6%) 
reported  family  history  of  MD/SA 
among  immediate  or  close  family 
members.  The  rate  for  positive  fam- 


difference  in  rates  is  still  signifi- 
cant. The  degree  of  familial  psy- 
chopathology in  Group  A is  worth 
noting.  Black  males  and  white  fe- 
males reported  considerably  high 
figures. 


Recidivism 

A total  of  84.7%  of  inmates 
(N  = 1 17)  in  Group  A had  previous 
arrest  records.  The  rate  of  recidi- 
vism in  the  total  referrals  was  85%, 
and  among  inmates  without  history 
of  psychiatric  treatment  it  was 
85.6%. 

Among  inmates  with  no  history 
of  psychiatric  treatment  or  sub- 


stance abuse,  the  prior  arrest  rate 
was  57%,  but  in  366  inmates  with 
either  history  of  treatment  or  sub- 
stance abuse,  the  rate  was  89.8%. 
Of  160  inmates  with  positive  family 
history  of  MD/SA,  151  had  previous 
arrest  record  (94%).  These  figures 
suggest  that  individual  or  familial 
psychopathology  and  substance 
abuse  contribute  significantly  to  re- 
cidivism. 

Criminal  Charges  Leading 
to  Arrest 

Table  5 lists  various  charges 
placed  against  the  inmates  of  Group 
A.  A total  of  138  inmates  were 
charged  with  201  different  offenses. 
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TABLE  5 - 

- Charges  at  Arrest  For  Group  A 

Abusive  language 

1 

Murder 

7 

Aggravated  assault 

18 

No  insurance 

2 

Aggravated  sodomy 

1 

Obstruction  of  officer 

2 

Armed  robbery 

7 

Parole  violation 

2 

Arson 

4 

Peeping  Tom 

1 

Auto  theft 

3 

Possess/sell  drugs 

3 

Bad  checks 

5 

Possess  firearms 

1 

Burglary 

11 

Prescription  forgery 

1 

Child  molestation 

2 

Probation  violation 

28 

Concealed  weapon 

2 

Public  drunk 

5 

Creating  turmoil 

1 

Public  indecency 

1 

Credit  card  theft/fraud 

3 

Rape 

2 

Damage  to  property 

2 

Resisting  arrest 

1 

Criminal  trespass 

10 

Robbery 

3 

Disorderly  conduct 

7 

Injury  by  vehicle 

1 

DUl 

12 

Shoplifting 

5 

Entering  auto 

1 

Simple  assault 

3 

Expired/suspended  license 

4 

Simple  battery 

5 

False  information 

3 

Terroristic  threats 

6 

Financial  transaction 

2 

Theft  by  conversion 

2 

Habitual  violator 

2 

Theft  by  receiving 

3 

Harassing  phone  calls 

4 

Theft  by  taking 

10 

Homicide  with  vehicle 
Kidnapping 

1 

1 

Theft  of  services 

1 

Serious  offenses  included  murder 
(7),  aggravated  assault  (18),  armed 
robbery  (7),  burglary  (1 1),  rape  (2), 
robbery  (3),  child  molestation  (2), 
auto  theft  (3),  arson  (4),  homicide 
with  vehicle  (1),  theft  by  taking  (10), 
aggravated  sodomy  (1),  terroristic 
threats  (6).  There  were  28  proba- 
tion violations. 

This  study  indicates  that  majority 
of  offenders  with  past  or  present 
mental  disorder  are  involved  in  se- 
rious violent  crimes  rather  than 
misdemeanors  such  as  public 
drunkenness,  disorderly  conduct, 
or  minor  trespass  charges. 

Psychopathology 

Schizophrenia,  bipolar  disor- 
ders, and  substance  abuse  were  the 
major  diagnostic  categories  repre- 
sented in  the  Group  A.  About  half 
of  the  inmates  in  this  group  (N  = 68) 
were  on  psychotropic  medication 
at  the  time  of  arrest,  and  many  of 
them  were  stable  and  asympto- 
matic. Of  138  inmates,  52  were  ac- 
tively symptomatic  with  hallucina- 
tions, delusions,  and  severe 
affective  manifestations. 

Many  of  schizophrenics  and 
manic-depressives  reported  using 
drugs  and  alcohol;  however,  some 
of  the  inmates  with  only  substance 
abuse  diagnosis  were  not  included 


The  prevailing  notion 
has  been  that  severely 
mentally  disabled 
individuals  usually 
commit  non-violent, 
misdemeanor  types  of 
offenses.  Our  findings 
negate  this  notion. 

in  the  Group  A as  there  was  no  his- 
tory of  treatment.  All  the  referrals 
without  history  of  psychiatric  treat- 
ment had  varied  symptoms:  gen- 
eralized anxiety,  depression,  sleep 
difficulty,  or  behavior  problems. 
Suicidal  ideation  and  abortive  at- 
tempts have  not  been  infrequent. 

Discussion 

The  analysis  of  data  in  this  study 
suggests  the  following: 

Relatively  large  numbers  of  men- 
tally ill  persons,  some  of  them 
acutely  psychotic,  are  among  the 
inmates  of  city  or  county  jails.  They 
constitute  a major  problem  of  man- 
agement in  such  institutions,  as  they 
require  active  treatment  for  their  ill- 
nesses. 

These  persons  are  often  charged 
with  serious  and  violent  crimes.  The 


prevailing  notion  has  been  that  se- 
verely mentally  disabled  individu- 
als usually  commit  non-violent, 
misdemeanor  types  of  offenses.  Our 
findings  negate  this  notion.  Even 
though  our  data  will  not  allow  us 
to  compare  the  rate  of  criminal  of- 
fenses by  the  mentally  disordered 
or  the  substance  abuser  with  the 
rate  of  such  incidences  in  the  gen- 
eral population,  it  is  realistic  to  as- 
sume that  there  has  been  a sub- 
stantial increase  in  the  numbers  of 
mentally  disordered  offenders  dur- 
ing the  past  2 decades  because 
more  of  them  are  living  in  the  com- 
munity. 

One  of  the  discouraging  obser- 
vations in  this  study  is  the  rate  of 
recidivism  among  the  mentally  dis- 
ordered inmates.  In  the  past,  it  was 
argued  that  rate  of  recidivism  in  the 
cases  who  were  found  not  guilty  by 
reason  of  insanity  was  not  more  than 
other  offenders.  Our  figures  indi- 
cate that  the  recidivism  rate  for  per- 
sons with  history  of  MD/SA  is  greater 
than  for  ones  without. 

The  rate  of  reported  positive  fam- 
ily history  for  MD/SA  is  one  of  the 
more  significant  observations  in  this 
study.  Our  findings  underline  the 
fact  that  the  existence  of  mental 
disorder  and/or  substance  abuse  in 
the  family  increases  the  risk  of  sim- 
ilar disorder  in  other  members  of 
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the  family.  Our  study  does  not  have 
the  depth  and  objectivity  to  draw 
definitive  conclusions  on  the  sub- 
ject; however,  it  should  provoke 
curiosity  in  the  psychological  and 
genetic  implications  of  familial  psy- 
chopathology in  mental  health  and 
criminology.  Further  studies  in  this 
area  may  help  to  identify  individu- 
als or  groups  at  risk  and  may  lead 
to  preventive  measures. 

this  study  shows  the  need  for 
comprehensive  mental  health  serv- 
ices in  the  metropolitan  city  and 
urban  county  jails  where  large  num- 
bers of  chronically  and  acutely  ill 
individuals  are  incarcerated.  Lately, 
a great  deal  of  emphasis  has  been 
placed  on  mental  health  services  in 
state  prison  systems.  The  devel- 
opment of  such  services  in  city  and 
urban  county  jails,  however,  where 
many  acutely  ill  individuals  are  held 
has  been  limited.  Many  of  these  fa- 
cilities offer  no  more  than  “band- 
aid  psychiatry”  to  deal  with  acutely 
disturbed,  psychotic  inmates. 

The  problem  of  mentally  disor- 
dered offenders  has  reached  a crit- 


ical point  in  many  communities. 
More  in-depth  and  controlled  stud- 
ies of  this  group  may  provide  useful 
data  not  only  for  clinicians  and  re- 
searchers but  also  for  the  authori- 
ties who  are  responsible  for  mental 
health  and  offender  rehabilitation 
programs. 


One  of  the 
discouraging 
observations  in  this 
study  is  the  rate  of 
recidivism  among  the 
mentally  disordered 
inmates. 
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A Review  of  the  Familial  Hyperlipidemias 


Alice  Little  Caldwell,  M.D. 


Routine  screening  of 

cholesterol  and  triglycerides 
has  become  commonplace  in 
physicians’  offices.  When 
confronted  with  a child  or  an 
adult  with  elevated  cholesterol  or 
triglyceride  levels,  as  defined  by 
levels  at  or  greater  than  the  95th 
percentile  for  age  and  sex,  the 
physician  needs  to  decide 
whether  the  hyperlipidemia  is 
primary  or  secondary  to  an 
underlying  disorder.  To  sort  out 
the  various  hyperlipidemias,  the 
patient  should  have  blood  drawn 
after  a 12-14  hour  fast  for  levels  of 
total  cholesterol,  total  triglyceride, 
and  high  density  lipoprotein 
(HDL)  cholesterol.  Low  density 
lipoprotein  (LDL)  can  be 
calculated,  using  the  Friedewald 
formula,  LDL  = Total  cholesterol 
— (HDL  -f-  Triglycerides/5), 
where  TG/5  gives  an  estimate  of 
very  low  density  lipoprotein 
(VLDL).’  Having  the  patient’s 
plasma  stand  overnight  at  4°C  will 
allow  chylomicrons  to  float  to  the 
top,  forming  a creamy  layer  over  a 
clear  infranatant  (generally 
chylomicrons  are  present  only  if 
the  plasma  triglyceride  level  is 
greater  than  700  mg/dl).^  The 
lipoprotein  electrophoresis  is 
generally  not  necessary  to  obtain, 
since  it  is  non-quantitative  and 
mainly  useful  in  determining  Type 
III  hyperlipidemia.' 

®his  paper  will  present 
descriptions  of  the 
hyperlipidemias,  as  classified  by 


^Th  is  paper  presents 
descriptions  of  the 
hyperlipidemias,  as 
classified  by 
Fredrickson  and  Levy, 
and  recommendations 
for  a diagnostic 
approach  and 
treatment.  ^ 

Frederickson  and  Levy,  and 
recommendations  for  a diagnostic 
approach  and  treatment. 

Type  I Hyperlipidemia 

Type  I hyperlipidemia 
(exogenous  hypertriglyceridemia 
or  hyperchylomicronemia),  is  a 
disorder  characterized  by  grossly 
lipemic  plasma.  There  are  two 
separate  biochemical  defects, 
both  inherited  as  autosomal 
recessives,  that  can  result  in  this 
condition. 

To  review,  chylomicrons  are 
formed  in  the  microvilli  of  the 
proximal  small  intestine  from 
dietary  fat,  then  released  into  the 
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lymphatic  system,  then  into  the 
blood,  where  the  chylomicrons 
are  broken  down  by  an  enzyme, 
lipoprotein  lipase,  with  the  aid  of 
apoprotein  C-II.  Apoproteins  are 
proteins  attached  to  the  various 
lipoproteins,  that  serve  as 
catalysts  in  enzymatic  reactions 
and  serve  as  recognition  sites  for 
attaching  to  specific  tissue 
receptors.^ 

Familiar  lipoprotein  lipase 
deficiency  occurs  with  a 
frequency  of  one  in  a million 
people,  and  usually  presents 
before  the  age  of  10,  either  with 
acute  pancreatitis  or  with  the 
stigmata  of  this  disease  (eruptive 
xanthomas,  hepatosplenomegaly, 
or  lipemia  retinalis).  The 
triglyceride  level  may  rise  as  high 
as  10,000-20,000  mg/dl.  This  type 
of  hyperlipidemia,  however,  is  not 
associated  with  premature 
atherosclerosis,  a fact  that 
suggests  that  chylomicrons  are 
not  atherogenic,  in  contrast  to 
chylomicron  remnants.^ 
Lipoprotein  electrophoresis  shows 
excessive  chylomicrons,  with 
normal  or  only  slightly  increased 
VLDL,  elevated  cholesterol,  but 
decreased  HDL  and  LDL.  The 
diagnosis  of  Type  I is  made  on 
the  basis  of  the  post-heparin 
lipolytic  activity  (PHLA)  test,  that 
is  based  on  the  fact  that  heparin 
induces  release  of  lipoprotein 
lipase  and  causes  a drop  in  the 
triglyceride  level.'^’^ 

The  other  biochemical  defect 
causing  Type  1 hyperlipidemia  is  a 
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deficiency  of  apoprotein  C-II,  a 
disorder  rarely  discovered  before 
age  10.  These  patients  do  not 
develop  eruptive  xanthomas  or 
hepatosplenomegaly,  but  they  do 
develop  pancreatitis  when  the 
triglyceride  level  exceeds  1000 
mg/dl.  The  PHLA  is  absent  or  low, 
but  can  be  normalized  with  a 
transfusion  of  blood  or  plasma 
that  contains  apoprotein  C-11.^ 

The  treatment  for  Type  1 
hyperlipidemia  is  the  institution  of 
a low  fat  diet.  No  hypolipidemic 
drugs  are  effective.  For  children 
less  than  12  years  of  age,  the 
dietary  fat  is  restricted  to  10-15 
grams  of  fat  per  day  (2-3  ounces 
of  meat  per  day) , with 
carbohydrates  being  the  major 
source  of  calories.  Adults  should 
ingest  no  more  than  25-35  grams 
of  fat  per  day  (5  ounces  of  meat). 

: Medium  chain  triglyceride  oil  can 
~ be  used  for  cooking  since  it  is 
directly  absorbed  into  the  portal 
vein.  These  patients  should  avoid 
alcohol. 

Type  V Hyperlipidemia 

Type  V hyperlipidemia  is  also 
manifested  by  markedly  increased 
triglycerides,  with  both  increased 
chylomicrons  and  increased  VLDL 
which  are  formed  from 
endogenous  triglycerides.  The 
increase  in  VLDL  is  secondary  to 
either  an  increase  in  production 
or  a decrease  in  clearance  in 
VLDL.  The  disorder  may  be 
i inherited,  although  the  mode  of 
inheritance  is  unclear,  or  may  be 


secondary  to  diabetes  mellitus,  or 
to  alcohol  or  estrogen  use. 

These  patients  usually  present 
at  an  older  age,  between  the  ages 
of  20  and  50,  with  either  eruptive 
xanthomas,  pancreatitis  or 
lipemia  retinalis.  Symptoms  occur 
earlier  in  men  compared  to 
women,  and  may  be  accelerated 
by  rapid  weight  gain,  diabetes, 
pregnancy,  and  alcohol  usage. ^ 
Whether  Type  V in  itself 
predisposes  the  patient  to 
premature  atherosclerosis  is 
difficult  to  assess,  since  this 
disorder  is  associated  with  other 
risk  factors,  such  as  diabetes.  The 
aim  of  treatment,  to  prevent  bouts 
of  pancreatitis,  should  begin  with 
dietary  fat  reduction  to  less  than 
15%  of  total  calories.  If  diet  fails, 
then  either  nicotinic  acid  or 
gemfibrozil  should  be  tried.® 

Type  Ila  and  Ilb  H3rperlipidemia 

Type  11a  hyperlipidemia  is  a 
disorder  characterized  by 
increased  total  cholesterol  and 
LDL,  with  normal  triglycerides.  If 
the  triglyceride  level  is  also 
increased,  the  patient  has  Type 
lib. 

Familial  hypercholesteremia  is 
one  of  the  causes  of  Tjq^e  11.  It  is 
inherited  in  an  autosomal 
dominant  pattern  with  a gene 
dosage  effect.''  The  biochemical 
defect  involves  the  LDL  receptor 
protein,  which  is  critical  to  the 
uptake  and  clearance  by  hepatic 
cells  of  LDL,  the  most  atherogenic 
of  the  lipoproteins.  Heterozygotes 


for  this  disorder  have  about  50% 
of  the  normal  receptor  activity 
and,  therefore,  have  total 
cholesterol  and  LDL  levels  that 
are  about  2-3  times  normal. 
Homozygotes,  those  patients  who 
received  a dose  of  the  abnormal 
gene  from  both  parents,  have  no 
receptor  activity  and  have 
cholesterol  levels  4-6  times 
normal. 

The  incidence  of  the 
heterozygous  form  is  one  in  500 
people,  with  the  homozygous 
form  occurring  in  one  in  a 
million.'  Heterozygotes  are 
generally  asymptomatic  until  the 
second  decade,  while 
homozygotes  may  develop 
symptoms,  such  as  planar 
xanthomas  and  tendon  and 
tuberous  xanthomas,  as  early  as 
age  5.  Both  types  develop 
premature  atherosclerosis,  with 
angina  pectoris  and  myocardial 
infarctions  occurring  as  early  as 
the  first  decade  in  homozygotes.'' 

A more  common  cause  of  Type 
11  is  familial  combined 
hyperlipidemia  (FCH)  which  may 
occur  in  up  to  1 % of  the 
population  and  may  account  for 
10%  of  patients  with  coronary 
heart  disease.®  There  appears  to 
be  an  increase  in  the  major 
apoprotein  of  LDL,  apoprotein  B. 
FCH  is  characterized  by  multiple 
lipoprotein  phenotypes  within  a 
single  family  and  may  also 
present  as  Type  IV.''' ® 

Polygenic  hypercholesteremia, 
which  accounts  for  as  many  as 
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85%  of  all  Type  11  patients,  does 
not  result  from  a single 
monogenic  inheritance  pattern, 
but  appears  to  be  secondary  to  a 
combination  of  polygenic  and 
environmental  factors,  including 
diet.^ 

Secondary  causes  of  Type  11 
hyperlipidemia  include 
hypothyroidism,  nephrotic 
syndrome,  and  obstructive  liver 
disease.  Certain  medicines,  such 
as  oral  contraceptives  and 
hydrochlorothiazide,  can  also 
cause  rises  in  total  cholesterol 
and  LDL.^ 

The  treatment  of  Type  II  is 
initially  dietary  with  reduction  in 
the  total  amount  of  fat  in  the  diet, 
particularly  saturated  fats,  and 
substitution  with  polyunsaturated 
or  monounsaturated  fats.  Certain 
vegetable  oils  that  are  commonly 
used  in  nondairy  and  baked 
goods,  such  as  palm  kernel  and 
coconut  oils,  are  exceedingly  high 
in  saturated  fat.^  The  bile  acid 
sequestrants  alone  or  in 
combination  with  nicotinic  acid 
or  lovastatin  have  been  effective 
in  decreasing  cholesterol.’’ 


a fact  that  suggests  that  other 
factors  must  play  a role  in  the 
presentation  of  this  lipid 
disorder.^'"  Hypothyroidism, 
weight  gain,  uncontrolled 
diabetes  mellitus  and  alcohol 
excess  can  unmask  this  disorder. 
These  patients  are  at  increased 
risk  for  premature  atherosclerosis. 
Clofibrate,  although  implicated  in 
increased  mortality  from 
noncardiovascular  causes  in 
clinical  trials,  may  still  be  useful 
in  treating  Type  III.^ 

Type  IV  Hyperlipidemia 

Type  IV  hyperlipidemia  or 
familial  hypertriglyceridemia  is 
manifested  by  increased 
triglycerides  and  increased  VLDL 
with  normal  total  cholesterol  and 
LDL.  The  defect  is  in  either 


kS  more 
pediatricians  and  family 
physicians  begin  to 
screen  children  for 
cholesterol,  more  cases 


Type  III  Hyperlipidemia 


of  the  familial 


ingestion  or  oral  contraceptive 
usage,  or  with  the  development  of 
hypothyroidism,  obesity,  or 
uncontrolled  diabetes  mellitus. 
Eruptive  xanthomas  are 
uncommon.  Although  increased 
VLDL  is  not  an  independent  risk 
factor  for  premature 
atherosclerosis,  the  associated 
conditions  expressed  with  this 
disorder  place  these  patients  in 
higher  risk  categories  for  early 
atherosclerosis.^  Treatment  has 
been  primarily  with  nicotinic  acid 
or  gemfibrozil,  if  diet  and  weight 
reduction  alone  fail  and  the 
patient  is  at  increased  risk  for 
coronary  heart  disease.® 

Detailed  information  on  the 
dietary  and  pharmacological 
treatments  for  the  hyperlipidemias 
can  be  found  elsewhere.'' 

There  has  been  limited 
experience  with  the  use  of  most 
these  agents  in  children.  As  more 
pediatricians  and  family 
physicians  begin  to  screen 
children  for  cholesterol,  more 
cases  of  the  familial 
hyperlipidemias  will  come  to  light 
that  will  necessitate  early 
intervention  and  treatment. 


In  Type  III  hyperlipidemia  or 
familial  dysbetalipoproteinemia, 
both  cholesterol  and  triglycerides 
are  increased  secondary  to 
delayed  clearance  of  VLDL 
remnants  and  chylomicron 
remnants.  The  defect  involves  the 
gene  that  specifies  the  structure 
of  the  apoprotein  E,  which  by 
being  attached  to  the  VLDL 
remnants  (or  intermediate  density 
lipoprotein,  IDL),  serves  as  a 
recognition  site  for  the  removal  of 
these  remnants  by  the  liver.  Most 
of  the  patients  with  T}q)e  III  are 
homozygous  for  the  defective 
apoprotein.  The  homozygous  state 
occurs  in  about  1 % of  the 
population,  although  Type  III 
occurs  only  in  1 in  10,000  people. 


hyperlipidemias  will 
come  to  light  that  will 
necessitate  early 
intervention  and 
treatment,  f 

increased  VLDL  production  or  in 
defective  VLDL  catabolism. 
Inheritance  is  autosomal 
dominant  with  reduced 
penetrance.'’  These  patients 
typically  express  this  disorder 
after  puberty  or  in  early 
adulthood.  Fasting  triglycerides 
will  be  in  the  200-500  mg/dl 
range,  but  can  rise  to  greater  than 
1000  mg/dl  with  excessive  alcohol 
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Progress  Against  Leukemia 

Charles  M.  Huguley  Jr.,  M.D. 

PROGRESS  in  the  treatment 
and  cure  of  the  acute 
leukemias  is  one  of  the  great 
success  stories  of  modern 
medicine.  In  comparison  with  the 
long  period  of  more  than  a 
century  that  we  have  had  success 
in  treating  many  solid  tumors,  it 
is  only  very  recently  that  we  have 
been  able  to  do  anything  at  all  for 
the  acute  leukemias. 

Historically,  effective  treatment 
of  cancers  began  long  ago  with 
surgery.  Radiation  therapy  with 
external  beams  was  begun  early 
in  this  century  and  with  internal 
radioisotopes  in  the  1940s. 
Chemotherapy  first  appeared  in 
1945. 

The  leukemias  are  by  their 
nature  completely  disseminated 
malignancies  at  the  time  of 
diagnosis  and  are  therefore  not 
conceivably  treatable  by  surgery. 
Radiation  therapy  for  the 
treatment  of  leukemia  has  to 
encompass  the  entire  body,  either 
by  external  whole  body  radiation 
or  by  intravenously  distributed 
internal  radiation  (radioisotopes). 
Such  radiation  has  been  used  for 
the  treatment  of  leukemia.  While 
it  has  been  used  effectively  for  the 
treatment  of  the  chronic 
leukemias,  it  exerts  only  a very 
temporary  effect  on  the  acute 
leukemias.  In  neither  type  is 
radiation  therapy  alone  curative, 
because  the  maximum  tolerated 
dose  is  below  that  necessary  to 
completely  eliminate  leukemic 
cells.  Nevertheless,  the  bone 

marrow  is  the  most  radiosensitive 
tissue,  and  leukemic  cells  have  a 
steep  dose-response  curve. 
Therefore,  it  has  proved  possible 
to  eliminate  acute  leukemia  cells 
or  chronic  myelocytic  leukemia 
cells  by  whole  body  radiation  (in 
combination  with  some 
chemotherapy)  at  a dose  which, 
while  it  completely  destroys  the 
bone  marrow,  does  not  produce 
irrecoverable  damage  to  other 
tissues.  This  approach  to 
treatment  had  to  await 
development  of  a method  to 
rescue  the  bone  marrow,  i.e., 
marrow  transplantation. 

Because  of  the  above  problems 
with  surgery  and  radiotherapy,  we 
made  no  progress  toward  the  cure 
of  the  leukemias  until  the  advent 
of  chemotherapy.  This  has  been 
our  major  weapon  for  40  years. 
Our  progress  toward  the  cure  of 
acute  leukemia  is  one  of  the 
victories  of  the  war  against 
cancer.  The  lessons  we  have 
learned  along  the  way  have 
shaped  our  strategies  against 
other  malignancies. 

T^itrogen  mustard,  an 

alkylating  agent,  the  first 
cancer  chemotherapy  drug,  was 
introduced  in  1945  and  was 

spectacularly  successful  against 
Hodgkin’s  disease.  The  effect  on 
leukemia  was  incomplete  and 
transient  and  generally  considered 
not  to  be  worth  the  toxicity. 
Aminopterin,  an  antifolate  agent, 
was  tried  against  acute  leukemia 
in  children  by  Sidney  Farber  in 
1947  because  it  had  been  noted 
that  the  newly  identified  vitamin, 
folic  acid,  made  acute  leukemia 
progress  faster.  Aminopterin 
produced  remissions,  many  of 
which  were  complete  remissions 
(CR).  Although  the  disease 
inevitably  recurred  in  a few  weeks 
or  months,  this  was,  nevertheless, 
a most  encouraging  advance  and 
set  in  motion  intensive 
investigations  that  led  to  steady 
improvement  that  is  still 
continuing.  Maintenance  with  the 
same  drug  would  prolong  the 
disease-free  interval  but  would 
not  cure.  Methotrexate  (MTX) 
soon  replaced  aminopterin  as  the 
preferred  anti-folate,  because  of 
more  predictable  toxicity,  but  the 
effectiveness  was  essentially  the 
same. 

By  1953,  we  had  added  anti- 
purine drugs,  first  6- 
mercaptopurine  (6-MP)  and  later 
6-thioguanine  (6-TG),  and  steroid 
hormones  as  effective  agents.  One 
patient  with  acute  lymphocytic 
leukemia  (ALL),  first  treated  in 
1953,  was  still  in  complete 
remission  in  1958,  5 years  later. 
This  was  the  first  documentation 
of  an  apparent  cure  of  acute 
leukemia.  It  appeared  that  the 
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disease  was  curable  and  that  cure 
required  the  availability  of  more 
than  one  drug  capable  of 
producing  a CR.  In  the  meantime, 
we  had  added  the  periwinkle 
(vinca  rosea)  alkaloid,  vincristine 
(VCR)  which  worked  by  an 
entirely  different  mechanism, 
destruction  of  the  mitotic  spindle. 
With  these  several  sets  of  drugs 
having  four  different  mechanisms 
of  action  and  four  different  types 
of  toxicity,  the  stage  was  set  for 
combination  chemotherapy.  In  a 
brilliant  analysis  using  Venn 
diagrams,  Frei  and  Freireich 
showed  that  the  combinations  of 
prednisone  with  6-MP  or  with  VCR 
would  produce  more  CRs  in 
patients  with  ALL  than  would 
have  been  expected  from  a 
simple  addition  of  the  effects  of 
either  drug  alone.  These  drugs 
were  synergistic. 

^ In  a brilliant  analysis 
using  Venn  diagrams, 
Frei  and  Freireich 
showed  that  the 
combinations  of 
prednisone  with  6-MP 
or  with  VCR  would 
produce  more  complete 
remissions  in  patients 
with  ALL  than  would 
have  been  expected 
from  a simple  addition 
of  the  effects  of  either 
drug  alone.  ^ 


^ ssential  needs  for  effective 
combination  chemotherapy 
are;  (1)  that  there  be  available 
several  drugs  having  different 
mechanisms  of  therapeutic  effect 
which  are  individually  capable  of 


producing  CRs  and  (2)  that  these 
drugs  have  different  target  organs 
for  toxicity,  so  that  in  the 
combination  each  can  be  given  in 
full  dosage  without  overwhelming 
toxicity.  These  first  two-drug 
combinations  produced  CRs  in 
over  80%  of  children  with  ALL 
and  in  over  half  of  adults  with 
ALL. 

This  much  was  accomplished 
by  the  early  1960s.  Since  then,  we 
have  been  refining  our  approach 
to  ALL  and  working  on  the  acute 
non-lymphocytic  leukemias 
(ANNL  or  AML).  Drug  schedules 
and  theoretic  strategies  were 
tested  in  mouse  leukemias  and 
then  extended  to  human 
leukemias  in  carefully  designed, 
large  scale  clinical  trials.  Nearly 
all  patients  with  acute  leukemia 
in  the  last  30  years  have 
participated  in  clinical  trials. 

Attaining  CR  status  was  not 
enough,  since  it  meant  only  that 
the  numbers  of  leukemic  cells 
had  been  reduced  below  the  level 
at  which  we  could  detect  them, 
i.e.,  from  about  10'^  at  the  time  of 
diagnosis  to  about  10'°  at  the  time 
of  CR.  Although  this  is  a drop  of 
approximately  99%,  there  are  still 
many  leukemic  cells  remaining. 
This  is  obviously  not  good 
enough.  As  our  results  have 
improved,  we  have  changed  our 
goal  from  the  production  and 
prolongation  of  “complete 
remission”  to  the  achievement  of 
“cure.”  We  have  striven  to 
“consolidate”  the  remission  by 
reducing  the  numbers  of  leukemic 
cells  below  the  level  at  which  the 
disease  could  recur,  perhaps  this 
means  zero,  possibly  the  number 
may  be  as  high  as  100,000  or  so. 

Steady  progress  has  continued. 

We  have  added  a number  of 
new  agents.  There  are  new 
antimetabolites  and  new 
strategies  for  using  them.  There  is 
1-asparaginase,  an  enzyme  which 


destroys  an  amino  acid  important 
for  proliferating  leukemic  cells. 

We  also  have  daunomycin,  an 
antibiotic  which  intercalates  DNA.  ' 
The  use  of  a combination  of 
prednisone,  vincristine,  1- 

^ Steady  progress  has 
continued.  We  have 
added  a number  of 
new  agents.  There  are 
new  antimetabolites 
and  new  strategies  for  < 

using  them.  ^ : ; 

asparaginase,  and  daunorubicin  is  ' 
rather  standard  for  induction 
therapy  for  ALL  and  leads  to  a CR 
rate  of  >90%  in  children  and  70- 
80%  in  adults.  Consolidation  and 
maintenance  schedules  vary,  but 
they  are  intensive  and  arduous 
and  are  carried  on  for  2 to  3 
years.  The  5-year  disease-free 
survival  rate  and  presumed  cure 
for  children  with  ALL  is  >65%. 

Adults  do  not  fare  as  well,  and 
age  is  very  important 
prognostically.  Even  so,  the  cure 
rate  in  adults  is  at  least  15%  and, 
in  a number  of  recent  studies, 
around  25%. 

Success  in  treating  acute 
myelocytic  leukemia  (AML)  has 
lagged  behind  ALL.  We  have, 
however,  caught  up  in  adults. 
Children  with  AML  have  about  the 
same  response  and  survival  rates 
as  adults.  The  standard  induction 
therapy  is  a 3-day  course  of  [ 

daunomycin  concurrent  with  a 7- 
day  infusion  of  cytosine  i 

arabinoside.  We  expect  close  to 
80%  CR.  Subsequent  therapy  i 

involves  many  drugs  given 
intensively  over  many  months  in  ; 

various  complicated  regimens. 
Success  is  highly  dependent  on 
age,  but  we  are  often  successful 
even  in  patients  past  60  years. 
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The  cure  rate  is  at  least  20%  and 
more  likely  25-30%.  Important 
problems  at  present  are  the 
identification  of  high-risk  patients 
who  need  more  intensive  therapy 
than  usual  or  early  consideration 
of  marrow  transplantation. 

one  marrow 
transplantation  has 
come  into  prominence 
recently  as  the 
technology  and  success 
rate  have  improved 
and  the  morbidity  and 
mortality  have  been 
reduced,  y 

Bone  marrow  transplantation 
has  come  into  prominence 
recently  as  the  technology  and 
success  rate  have  improved  and 
the  morbidity  and  mortality  have 
been  reduced.  The  patients  are 
treated  very  aggessively  with 
agents,  usually  whole-body 
radiation  and  chemotherapy, 
which  destroy  their  bone  marrow, 
immune  system  and,  it  is  hoped, 
all  of  their  leukemic  cells.  The 
bone  marrow  and  immune  system 
are  then  reconstituted  with  a 
compatible  donor  marrow  given 
intravenously. 

Marrow  transplantation  must  be 
considered  for  adults  with  acute 
leukemia  who  have  an  ongoing 
complete  remission  and  for 
children  with  AML  in  first 
remission  or  ALL  in  second 
remission.  Patients  in  these 
categories  who  have  an  HLA 
match  with  a sibling  (about  20- 
25%)  will  achieve  a long-term 
diease-free  survival  after  marrow 
transplantation  about  50%  of  the 
time,  albeit  after  a long, 
miserable,  and  expensive 
hospitalization.  This  result  is 


better  than  we  are  currently  able 
to  obtain  with  chemotherapy. 
However  in  adults,  if  we  wait  for 
the  first  evidence  of  relapse 
before  transplantation,  we  will 
avoid  the  need  for  the  rigors  of 
transplantation  in  about  25% 

(who  will  be  cured  by 
chemotherapy),  and  we  can 
expect  a good  outcome  in  about 
a third  of  the  ones  in  early 
relapse.  Thus,  the  final  outcome 
may  be  the  same  — about  a 50% 
cure. 

Unfortunately,  only  20-25%  of 
patents  will  have  an  HLA- 
matching  sibling.  The  good  news 
is  that  marrow  from  matched 
unrelated  donors  works  nearly  as 
well.  Such  donors  can  often  be 
located  through  the  National  Bone 
Marrow  Donor  Registry. 

Good  results  are  also  beginning 
to  be  reported  from  the  use  of 
autotransplants.  The  marrow  of 
patients  in  complete  remission 
looks  normal,  but  obviously  most 
patients  still  harbor  leukemic 
cells  or  else  their  disease  would 
not  recur.  Nevertheless,  there  are 
not  many  leukemic  cells.  Marrow 
is  withdrawn  from  the  patient 
while  in  remission  and  treated 
with  one  of  several  agents  which 
will  destroy  all  or  nearly  all  of  the 
remaining  leukemic  cells  without 
preventing  the  ability  of  the 
normal  stem  cells  to  repopulate 
the  marrow.  This  treated  marrow 
is  then  frozen  and  stored.  The 
patient  is  given  preparatory 
treatment  for  a marrow 
transplantation  following  which 
the  stored  marrow  is  given  back 
to  the  patient.  This  approach  is 
increasingly  successful.  Not  only 
is  the  marrow  available  to  all 
patients,  but  there  is  the  added 
advantage  that  there  is  no  graft- 
versus-host  disease.  Therefore,  it 
can  be  used  in  patients  who  are 
older  than  the  upper  limit  of  age, 
40-45,  usually  set  for  a sibling 
marrow  transplant. 


I 
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Thus,  we  have  reached  a point 
where  adults  with  ALL  and  adults 
and  children  with  AML  achieve  a 
complete  remission  about  80%  of 
the  time,  and  these  will  have, 
under  the  best  circumstances,  a 
cure  rate  of  up  to  50%. 

The  chronic  leukemias  are  a 
different  story.  Both  chronic 
myelocytic  leukemia  (CML)  and 
chronic  lymphocytic  leukemia 
(CLL)  have  been  very  responsive 
to  a variety  of  treatments  for  many 
years,  but  they  have  not  been 
curable.  Newer  treatments  have 
provided  a better  quality  of  life, 
but  they  have  not  led  to  a cure. 
Marrow  transplantation  is  curative 
for  many  patients  with  CML  who 
are  well  controlled  early  in  the 
disease  and  have  an  HLA 
matching  donor  available.  We 
have  not  yet  succeeded  in  curing 
CLL. 

It  is  important  to  reflect  that  the 
tremendous  strides  we  have  made 
in  treating  acute  leukemia  could 
not  have  been  made  without  the 
active  participation  of  thousands 
of  patients  with  the  disease  who 
have  gallantly  cooperated  in 
investigative  protocol  studies  of 
treatment.  Planned  and  carefully 
recorded  treatment  is  a way  of  life 
for  the  physicians  who  treat  acute 
leukemia,  and  during  the  past  30 
years,  nearly  all  patients  with 
acute  leukemia  have  been  treated 
on  such  protocols.  As  a result,  we 
know  more  about  how  to  manage 
this  group  of  diseases  than  any 
other  disseminated  cancer.  We 
are  hampered  in  our  progress 
against  these  other  cancers  by  the 
unwillingness  of  patients  to 
participate  and  by  the  failure  of 
their  physicians  to  actively 
recommend  planned  investigative 
studies. 

We  must  also  remember  that 
the  development  and 
improvement  of  new  drugs  and 
strategies  for  their  successful  use 
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• We  must  remember 
that  the  development 
and  improvement  of 
new  drugs  and 
strategies  for  their 
successful  use  have 
been  absolutely 
dependent  upon  the  use 
of  animal  models. 

. . . Unfortunately, 
there  is  now  a well- 
organized  movement 
threatening  to  wreck 
this  progress.  As  if  the 
work  were  not  already 
difficult  enough!  y 


have  been  absolutely  dependent 
upon  the  use  of  animal  models. 
Naturally,  we  go  as  far  as  we  can 
with  other  methods,  for  humane 
reasons  as  well  as  the 
tremendous  cost  of  working  with 
animals.  Prospective  drugs  must 
be  tested  for  antitumor  effect  on 
animal  tumors,  first  in  the  test 
tube,  then  in  the  intact  animal. 
Effective  drugs  must  then  be 
tested  in  animals  for  toxicity  and 
approximate  dose  level.  Only  then 
is  it  justifiable  to  try  the  drug  in 
patients  with  cancer. 

Unfortunately,  there  is  now  a well- 
organized  movement  threatening 
to  wreck  this  progress.  As  if  the 
work  were  not  already  difficult 
enough! 
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PHYSICIAN  WANTED 

Medical  Director.  The  Northwest 
Georgia  Mental  Health,  Mental 
Retardation  and  Substance  Abuse 
Center,  located  in  the  scenic 
northwest  corner  of  Georgia  (approx. 
15  minutes  south  of  Chattanooga,  TN) 
and  adjacent  to  Hutcheson  Medical 
Center,  is  recruiting  a Board  Certified/ 
Board  Eligible  Psychiatrist  to  be 
responsible  for  MH/MR/SA  Psychiatric 
Services  encompassing  four  northwest 
Georgia  counties  and  supervising  four 
psychiatrists.  Submit  Vitae  to: 
Northwest  Georgia  MH/MR/SA  Center, 
110  Hedekin  Circle,  Ft.  Oglethorpe, 

GA  30742.  Attn:  Robert  G.  Wesley, 
Area  Director.  (404)  861-3477. 

Emergency  Department  Medical 

Director  needed  at  93-bed  hospital  in 
Hartwell,  Georgia.  Approximately 
5,000  annua!  ED  visits.  Compensation 
$90,000,  plus  a professional  liability 
insurance  procurement  program. 
Attractive  benefits  package  including 


health,  life,  disability,  dental,  and  401 
(k)  retirement  plan.  Please  call  or 
submit  curriculum  vitae  to:  Physician 
Recruiter,  Coastal  Emergency 
Services,  Inc.,  P.O.  Box  15697,  Dept. 
SA,  Durham,  NC  27704;  (800)  672- 
7225  (NC);  (800)  334-1630  (US). 

Full-time  and  part-time  staff 
positions  available  for  primary  care 
physicians  in  hospital  Emergency 
Departments  within  1 hour’s  drive  of 
Atlanta.  ACLS  required.  Practice 
medicine  with  Coastal  and  enjoy  the 
lifestyle  of  your  choice  without  the 
costly  overhead  expenses  of  a private 
practice.  Call  or  send  CV  to  Ginny 
Henderson,  Coastal  Emergency 
Services  of  Atlanta,  Inc.,  1900  Century 
Place,  Dept.  NM,  Ste.  340,  Atlanta,  GA 
30345;  (800)  333-3637  or  (404)  325- 
1645. 

FOR  SALE 

Surplus  Certificate  of  MAG  Mutual, 


best  offer  by  April  25th.  $1500  value. 
Call  766-0230. 


SERVICES 

Practice  Sales  & Appraisals. 

AFTCO  Associates,  established  in 
1968,  is  the  largest  national  firm 
specializing  in  appraising  and  selling 
health-care  practices.  On-site 
appraisals  optional.  Appraisal  fee 
applied  toward  seller  commission,  if 
sale  desired.  40  offices  nationwide. 
For  information,  contact  AFTCO 
Associates,  600  Houze  Way,  Suite  12- 
D,  Roswell,  GA  30076.  404-992-0924. 

$5,000-$60,000  for  physicians 
unsecure  signature  loans.  Use  for  any 
need  including  taxes,  debt 
consolidation,  tuition,  relocation, 
investments,  etc.  No  points  or  fees. 
Competitive  rates.  Level  payments  up 
to  6 years.  Call  toll  free  1-800-331- 
4952,  MediVersal  Dept.  114. 
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What  to  Expect  — And  Not  Expect  — in  the  Medicare! 
Medicaid  Anti-Kickback  “Safe  Harbor”  Regulations 

Robert  N.  Berg 


The  January,  1989,  Legal  Page 
contained  a primer  on  the 
Medicare/Medicaid  Fraud  and 
Abuse  statutes  (the  “anti-kickback 
provisions”),  which  generally 
prohibit  the  solicitation  or  receipt 
of  kickbacks,  bribes,  rebates,  or 
other  remuneration  in  return  for 
the  referral  of  Medicare  of 
Medicaid  patients  or  services.’  In 
that  article,  we  also  mentioned 
the  fact  that,  under  the  Medicare 
and  Medicaid  Patient  and 
Program  Protection  Act  of  1987,^ 
the  Secretary  of  the  Department  of 
Health  and  Human  Services 
(HHS),  through  the  HHS  Office  of 
Inspector  General  (OIG),  is 
required  to  issue  final  regulations 
specifying  various  types  of 
commercial  arrangements  and 
payment  practices  which  will  not 
be  subject  to  prosecution  under 
the  anti-kickback  provisions. 

These  regulations  must  be 
published  in  final  form  on  or 
before  August  18,  1989. 

Following  one  aborted  attempt 
— draft  proposed  safe  harbor 
regulations  were  issued  by  HHS 
on  December  22,  1988,  and 
withdrawn  1 day  later^  — the 
Secretary  of  HHS  has  now 
officially  published  for  comment 
proposed  safe  harbor  regulations 
(the  “Proposed  Regulations”).'’ 
This  article  describes  briefly  the 


This  article  was  prepared  at  the  request  of  the 
Journal.  Mr.  Berg  is  a principal  in  the  law  firm  of 
Vincent,  Chorey,  Taylor  & Fell,  Suite  1700,  The 
Lenox  Building,  3399  Peachtree  Road,  NE, 
Atlanta,  Georgia  30326.  Send  reprint  request  to 
Mr.  Berg. 


“safe  harbors”  included  in  the 
Proposed  Regulations,  as  well  as 
certain  critical  features  omitted 
from  the  Proposed  Regulations. 

“Safe  Harbors”  Included  in  the 
Proposed  Regulations 

Under  the  Proposed 
Regulations,  several  types  of 
transactions,  if  properly 
structured,  would  fall  within  the 
specified  “safe  harbors”  and  thus 
would  be  exempt  from 
prosecution  under  the  anti- 
kickback provisions.  Specifically, 
safe  harbors  would  be  created  for 
(1)  certain  types  of  investment 
interests,  (2)  transactions 
involving  the  rental  of  space  or 
equipment,  (3)  personal  services/ 
management  contracts,  (4) 
medical  practice  sales,  (5)  referral 
services,  and  (6)  certain  types  of 
warranty  transactions. 

Additionally,  the  Proposed 
Regulations  would  provide 
guidance  in  interpreting  the 
existing  statutory  exceptions 
provided  for  discounts,  employer/ 
employee  transactions,  and  group 
purchasing  organizations.  Each  of 
these  safe  harbors  is  discussed 
below. 

Investment  Interests.  The 

Proposed  Regulations  include  a 
safe  harbor  for  investment 
interests  in  large  public 
corporations  — corporations 
having  total  assets  exceeding 
$5,000,000  and  a class  of  equity 
securities  held  by  at  least  500 
persons.  (This  is  the  same  “bright 


line  test”  employed  by  the  U.S. 
Securities  and  Exchange 
Commission  in  determining  which 
companies  are  required  to  register 
with  it.)  Thus,  a physician  who 
invests  in  a large  prescription 
drug  manufacturer  or  durable 
medical  equipment  supplier,  for 
example,  need  not  fear 
prosecution  under  the  anti- 
kickback provisions,  should  that 
physician  also  prescribe  drugs  or 
equipment  manufactured  or 
supplied  by  those  companies  to 
his  or  her  patients.  For  reasons 
described  below,  this  very  limited 
safe  harbor  would  not  appear  to 
provide  much  comfort  to 
physicians  participating  in  health 
care  joint  ventures. 

Space  and  Equipment  Rental. 
The  anti-kickback  provisions 
historically  have  been  interpreted 
broadly  enough  to  cover 
situations  where  office  space  or 
equipment  are  leased  to 
physicians  at  below-market  rates, 
in  order  to  induce  the  referral  of 
patients  to  the  landlord  or  an 
affiliated  entity.  Where  such  rental 
arrangements  are  legitimate, 
however,  the  Proposed 
Regulations  would  allow  such 
transactions  to  take  place  without 
prosecution  under  the  anti- 
kickback provisions.  To  be 
legitimate,  the  rental  payment 
must  be  based  on  the  fair  market 
value  for  the  space  or  equipment. 
Moreover,  the  transaction  must  be 
evidenced  by  a written  lease,  and 
the  rental  amount  must  be  fixed 
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in  advance,  rather  than  readjusted 
periodically  based  on  the  number 
or  value  of  referrals  involved. 

Personal  Services/Management 
Contracts.  Under  the  Proposed 
Regulations,  a safe  harbor  is 
provided  for  personal  services 
and  management  contracts,  if 
those  contracts  are  set  out  in 
writing,  specify  the  services  to  be 
provided,  provide  for  a term  of 
not  less  than  1 year,  and  provide 
an  aggregate  compensation  set  in 
advance,  consistent  with  fair 
market  value  in  arms-length 
transactions  and  not  determined 
in  a manner  that  takes  into 
account  the  volume  or  value  of 
any  referrals  of  Medicare  or 
Medicaid  patients.  Also,  where 
the  agreement  calls  for  the 
provision  of  services  on  a 
periodic,  sporadic,  or  part-time 
basis,  rather  than  on  a full-time 
basis  for  the  term  of  the 
agreement,  the  agreement  must 
specify  exactly  the  schedule  of 
such  intervals,  their  precise 
length,  their  periodicity,  and  the 
exact  charge  for  such  intervals. 

Sales  of  Medical  Practices. 

The  Proposed  Regulations  include 
an  exception  for  payments  made 
by  one  practitioner  to  another 
practitioner,  in  conjunction  with 
the  sale  of  the  practitioner’s 
medical  practice.  To  fall  within 
this  safe  harbor,  certain 
prerequisites  must  be  satisfied: 
The  period  from  the  date  of  the 
agreement  to  the  completion  of 
the  sale  must  not  be  more  than  1 
year,  and  the  practitioner  who  is 
selling  his  or  her  practice  must 
not  be  in  a professional  position 
to  make  referrals  to  the 
purchasing  practitioner  after  1 
year  from  the  date  of  the 
agreement.  It  should  be  noted 
that  this  is  a fairly  limited  safe 
harbor,  designed  to  deal  with  the 
situation  where  a physician  retires 
or  otheiwise  removes  himself  or 
herself  from  the  practice  of 
medicine  in  the  particular  service 
area  involved. 
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Referral  Services.  A safe 
harbor  would  also  be  created, 
under  the  Proposed  Regulations, 
to  cover  payments  by  a physician 
to  an  entity  which  offers  medical 
referral  services  to  the  public.  In 
order  to  qualify  for  this  safe 
harbor,  the  referral  service  must 
be  open  to  any  qualified 
physician,  and  the  fee  for 
participation  in  the  referral  service 
must  be  charged  equally  to  all 
physicians  and  reasonably  related 
to  the  cost  of  operating  the 
service.  Additionally,  the  referral 
service  must  impose  no 
requirements  on  the  manner  in 
which  the  physician  provides 
services  to  a referred  person 
(except  for  requirements 
concerning  the  furnishing  of  free 
or  reduced-charge  services),  and 
the  referral  service  must  disclose 
to  each  referred  person  certain 
information  relating  to  the  manner 
and  method  by  which  it  makes 
referrals. 

Warranties.  The  Proposed 
Regulations  would  provide  a safe 
harbor  for  situations  in  which  a 
manufacturer  or  supplier  of 
medical  equipment  provides  a 
warranty  to  the  purchaser  of  the 
item,  as  compensation  for  any 
loss  sustained  by  the  purchaser 
due  to  the  failure  of  the  item  to 
operate  as  intended.  There  must 
be  a written  affirmation  made  in 
connection  with  the  original  sale 
of  the  item  by  the  supplier  to  the 
purchaser,  relating  to  the  nature 
of  the  material  or  workmanship 
and  affirming  or  promising  that 
the  material  or  workmanship  is 
defect-free  or  will  meet  a 
specified  level  of  performance 
throughout  a specified  period  of 
time.  Additionally,  the  amount  of 
the  warranty  must  be  reasonably 
related  to  the  expected  economic 
loss  that  would  be  suffered  by  the 
purchaser,  in  the  event  of  a 
breach  of  the  warranty. 

Statutory  Exceptions.  Three 
exceptions  to  the  general 
prohibition  against  kickbacks  are 


currently  included  in  the  anti- 
kickback provisions:  First,  this 
general  prohibition  is  not 
applicable  to  a “discount  or 
reduction  in  price  obtained  by  a 
provider  of  services  or  other  entity 
under  the  [Medicare  or  Medicaid 
statutes]  if  the  reduction  in  price 
is  properly  disclosed  and 
appropriately  reflected  in  the 
costs  claimed  or  charges  made  by 
the  provider  or  entity  under  the 
[Medicare  or  Medicaid  statutes].”^ 
In  addition,  the  anti-kickback 
provisions  are  not  applicable  to 
“any  amount  paid  by  an  employer 
to  an  employee  (who  has  a bona 
fide  employment  relationship  with 
such  employer)  for  employment 
in  the  provision  of  covered  items 
or  services”  under  Medicare  or 
Medicaid.®  Finally,  under  an 
amendment  added  in  1987,  the 
anti-kickback  provisions  are  not 
applicable  to  amounts  paid  by  a 
vendor  to  a purchasing  agent  for 
a group  of  Medicare/Medicaid 
providers,  so  long  as  there  is  a 
written  contract  specifying  the 
payment  calculation  and  the 
vendor  discloses  all  such 
payments  to  the  providers.'’’  The 
Proposed  Regulations  provide 
guidance  with  respect  to  the 
application  of  these  statutory 
exemptions. 

“Safe  Hzu*bors”  Not  Included  in 
the  Proposed  Regulations 

Perhaps  as  noteworthy  as  the 
types  of  transactions  included  in 
the  Proposed  Regulations,  there 
are  several  types  of  transactions 
which  were  not  included  in  the 
Proposed  Regulations.  Most 
importantly,  the  Proposed 
Regulations  did  not  include,  as 
permitted  “investment  interests,” 
participation  in  limited 
partnerships  and  similar  types  of 
joint  ventures.  As  exceptions  for 
this  type  of  transaction  was 
included  in  the  first  version  of  the 
Proposed  Regulations  (filed  for 
publication  on  December  22,  1988 
and  rescinded  on  December  23, 


1988),  which  would  have 
exempted  from  the  anti-kickback 
provisions  participation  in  certain 
types  of  joint  ventures  which  (i) 
provided  a bona  fide  opportunity 
to  invest  on  an  equal  basis,  both 
to  potential  referral  sources  and 
to  others,  (ii)  contained  no 
requirement  for  the  referral  of 
patients  or  specimens,  (iii) 
provided  for  certain  mandatory 
disclosure  to  referred  patients, 
and  (iv)  provided  payments  to  the 
participating  investors  based  upon 
the  amount  of  the  investments, 
rather  than  the  size  or  magnitude 
of  the  referrals.  Again,  this  was 
dropped  from  the  final  version  of 
the  Proposed  Regulations, 
although  the  Secretary  of  HHS  did 
invite  comments  from  interested 
parties,  as  to  the  need  for  such  a 
safe  harbor  and,  if  so,  the 
proposed  substance  of  such  an 
exception  to  the  anti-kickback 
provisions. 

Interestingly,  the  entire  issue  of 
the  applicability  of  the  anti- 
kickback provisions  to  physician 
participation  in  joint  ventures  {i.e., 
the  need  for  an  “investment 
interests”  safe  harbor)  may 
become  moot,  if  Congress 
chooses  to  enact  the  Ethics  in 
Patient  Referrals  Act  in  1989.  This 
proposal,  originally  introduced  in 
1988  and  recently  reintroduced  by 
Representative  Fourtney  “Pete” 
Stark  of  California,  generally 
would  prohibit  a provider  of 
Medicare  or  Medicaid  services 
from  accepting  patients  from  a 
referring  physician  who  (i)  has  a 
direct  or  indirect  ownership  or 
financial  interest  in  that  provider, 
or  (ii)  receives  compensation 
from  the  provider  for  services 
rendered.  Current  and  prospective 
health  care  joint  venture 
participants  are  monitoring  the 
progress  of  the  “Stark  Bill”  with 
great  interest. 

A second  provision  dropped 
from  the  final  Proposed 
Regulations  related  to  the  waiver 
of  deductibles  for  inpatient 
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hospital  care.  Essentially,  the  OIG 
had  recommended  that  hospitals 
be  allowed  to  waive  any  required 
payment  of  deductibles  for 
hospital  inpatient  care  (Medicare 
Part  A),  without  running  afoul  of 
the  anti-kickback  provisions. 

While  a safe  harbor  for  this  type 
of  transaction  was  not  included  in 
the  Proposed  Regulations,  the 
Secretary  of  HHS  did  request 
comments  on  defining  a waiver  of 
deductible  safe  harbor  that  would 
be  limited  to  inpatient  hospital 
care,  include  only  the  deductible 
amount,  be  available  to  all 
Medicare  beneficiaries  without 
regard  to  diagnosis  or  length  of 
stay,  and  assure  that  any  costs  to 
the  hospital  of  waiving  the 
deductible  would  not  be  passed 
on  to  any  Federal  program  as  a 
bad  debt  or  in  any  other  way. 

Finally,  the  original  version  of 
the  Proposed  Regulations 
included  a safe  harbor  for  certain 
types  of  physician  recruitment 
activities,  where  there  was  a 
written  agreement  specifying  the 
benefits  and  obligations  involved, 
where  the  term  of  the  agreement 
was  for  no  longer  than  2 years, 
where  the  benefits  provided  to  the 
physicians  were  not  conditioned 
upon  the  receipt  of  patient 
referrals,  and  where  the 
agreement  was  non-exclusive 
(such  that  the  physician  was  not 
barred  from  obtaining  staff 
privileges  at  other  medical 
facilities).  For  unknown  reasons, 
this  provision  was  dropped  from 
the  final  version  of  the  Proposed 
Regulations. 

Conclusion 

It  is  anticipated  that  many 
physicians,  hospitals,  and  other 
health  care  providers  and 
practitioners  will  take  the 
opportunity  to  provide  comments 
to  HHS  on  the  Proposed 
Regulations.  This,  in  turn,  may 
result  in  modifications  to  the 
Proposed  Regulations,  when  they 
are  issued  in  final  form  this 


summer.  Moreover,  additional 
changes  may  result  from  a report 
which  is  required  to  be  prepared 
and  filed  with  Congress,  on  or 
before  May  1,  1989,  under  the 
Medicare  Catastrophic  Coverage 
Act  of  1988.  This  report  is 
designed  to  disclose  the  results  of 
a survey  by  the  OIG  concerning, 
among  other  things,  physician 
ownership  of,  or  compensation 
from,  an  entity  providing  items  or 
services  to  which  the  physician 
makes  referrals  and  for  which 
payment  may  be  made  under  the 
Medicare  or  Medicaid  programs; 
the  range  of  such  arrangements 
and  the  means  by  which  they  are 
marketed  to  physicians;  the 
potential  of  such  ownership  or 
compension  to  influence  the 
decision  of  a physician  regarding 
referrals  and  to  lead  to 
inappropriate  utilization  of  such 
items  and  services;  and,  the 
practical  difficulties  involved  in 
enforcement  actions  against  such 
ownership  and  compensation 
arrangements  that  violate  current 
anti-kickback  provisions. 
Additionally,  the  final  safe  harbor 
Regulations  obviously  would  be 
impacted  by  the  enactment  of  the 
Stark  Bill. 

In  short,  it  would  appear  that 
1989  may  be  a very  eventful  year, 
in  terms  of  establishing  the 
manner  in  which  various  types  of 
activities,  such  as  those  described 
in  this  article,  are  regulated  under 
the  Medicare  and  Medicaid 
programs. 

Notes 

1.  See,  42  U.S.C.  §1320a-7b  [formerly  42  U.S.C. 
§1395nn(b)  (Medicare)  and  42  U.S.C.  §1396h(b) 
(Medicaid)]. 

2.  Pub.  L.  100-93,  effective  August  18,  1987. 

3.  See,  53  Fed.  Reg.,  pp.  51856  (December  23, 

1988)  and  52488  (December  28,  1988). 

4.  See,  54  Fed.  Reg.,  p.  3088  (January  23, 

1989) ,  proposing  the  addition  of  a new  Subpart 
E to  Part  1001  of  the  Medicare/Medicaid 
regulations  (42  C.F.R.  §1001.952). 

5.  42  U.S.C.  §1320a-7b(b)  (3)  (A). 

6.  42  U.S.C.  §1320a-7b(b)  (3)  (B). 

7.  42  U.S.C.  §1320a-7b(b)  (3)  (C). 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


BUILDING  922,  NORTH  END 
FORT  GILLEM 

FOREST  PARK,  GA  30050-5000 
(404)  362-3374 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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The  ideal  medical  practice 
would  allow  you  to  concentrate 
more  on  taking  care  of  patients, 
not  taking  care  of  business. 

Practice  Management  Services 
creates  more  time  for  you  by 
streamlining  your  billing  and 
managing  your  accounts 
receivables.  Whether  processing 
bills  and  claims  through  our 
system  or  yours,  we  keep  abreast 
of  all  the  insurance  and  legislative 
changes  and  apply  them  to  your 
best  advantage. 

Since  our  fees  are  based  on  net 
collections,  not  gross  billings,  there 
is  a built-in  incentive  to  maximize 
collection  and  eliminate  errors. 

Call  us  today  to  discuss  how  to 
perfect  your  billings,  collections 
and  human  resource  management. 


ijgiiEBaggaa 


MANAGEMENT 


340  West  Ponce  de  Leon 
Decatur,  Georgia  30030 
(404)  377-1883 
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VASOTEC 


(ENALAPRIL  MALEATE I MSD) 


Contraindications:  VASOTEC®  (Enalapril  Maleate,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor. 

Warnings:  Angioedema:  Angioedema  of  the  tace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patientstreated  with  ACEinhibitors,  including  VASOTEC.  Insuch  cases,  VASOTEC  should  be  promptlydiscontinuedand  the 
patient  carefully  observed  until  the  swelling  disappears.  In  Instances  where  swelling  has  been  contined  to  tbe  taceand  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in  relieving  symptoms, 
Angioedema  associated  with  laryngeal  edema  may  be  talal.  Where  there  is  invoivement  of  the  tongue,  giottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g. , subcutaneous  epinephrine  solution 
1:1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS.) 

Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone.  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  tbe  tirst  dose,  but 
discontinuation  of  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed:  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION.)  Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  lollowing  conditions  or  characteristics:  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  of  any  etiology.  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  lailure  patients),  reduce  tbe 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASDTEC  in  patients  at  risk  lor  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments.  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS.) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  lollowed  closely  lor  the  first  two  weeks  of  treatment  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  fall  in  blood  pressure  could  resulf  in  a myocardial  infarction  or  cerebrovascular  accident. 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  it  necessary,  receive  an  intrave- 
nous infusion  of  normal  saline.  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  of  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized.  II  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant  diuretic  may  be  necessary. 
NeutropenialAgranuiocytosis:  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially  if  they 
also  have  a collagen  vascular  disease.  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates.  Foreign  marketing  experience  has  revealed  several  cases  ot  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded.  Periodic  monitoring  of  while  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered. 

Precautions:  General:  Impaired  Renal  Function:  As  a consequence  of  inbibifing  tbe  renin-angiotensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals.  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  of  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients.  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy.  In  such  patients,  renal  function  should  be  monitored  during  the  first 
lew  weeks  ot  therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment.  Dosage  reduc- 
tion and/or  discontinuation  ot  the  diuretic  and/or  VASOTEC  may  be  required. 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia:  Elevated  serum  potassium  (>  5.7  mEq/L)  was  observed  in  approximately  1%  of  hypertensive  patients  in 
clinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy.  Hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0.28%  of  hypertensive  patients.  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
I observed  in  3.8%  of  patients,  but  was  not  a cause  for  discontinuafion 
Risk  factors  for  the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  tbe  concomifant  use 
of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  it  at  all,  with  VASOTEC.  (See  Drug  interactions.) 

' SurgerylAnesthesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release.  If  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion. 

Information  for  Patients: 

Angioedema:  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  of  enalapril. 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
of  tace,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician. 

Hypotension:  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  tirst  tew  days  of  therapy.  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  tbe  prescribing 
physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 
pressure  because  ol  reduction  in  fluid  volume.  Other  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may  also 
lead  to  a fall  in  blood  pressure;  patients  should  be  advised  to  consult  with  the  physician. 

\ Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician. 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e  g.,  sore  throat,  fever)  which  may  be 
a sign  ot  neutropenia, 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted.  This  information  is 
intended  to  aid  in  the  sate  and  effective  use  of  this  medication.  It  is  not  a disclosure  ot  all  possible  adverse  or  intended 
effects. 

Drug  Interactions: 

Hypotension:  Patients  on  Diuretic  Therapy:  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  of  therapy  with 
enalapril.  The  possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  of  treatment  with  enalapril.  If  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an 
additional  hour.  (See  Vt/ARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Reiease:  The  antihypertensive  effect  ol  VASOTEC  is  augmented  by  antibyperlensive  agents  that 
cause  renin  release  (e.g.,  diuretics). 

Other  Cardiovascular  Agents:  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  metbyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  significant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium:  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics.  Potas- 
sium-sparing diuretics  (e  g.,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium.  Therefore,  it  concomitant  use  ol  these 
agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
ing ol  serum  potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  lailure  receiving 
VASOTEC, 

Lithium:  A tew  cases  ot  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ot  both  drugs.  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  frequently. 


Pregnancy-  Category  C:  There  was  no  tetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  rnn/kg/day  of  enalapril 
(333  times  the  maximum  human  dose),  Fetotoxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline.  Enalapril  was 
not  teratogenic  in  rabbits.  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
more.  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  ot  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose). 

Radioactivity  was  found  to  cross  the  placenta  following  administration  of  labeled  enalapril  to  pregnant  hamsters. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women,  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  tbe  potential  risk  to  the  fetus. 

Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  following  administration  ot  mc  enalapril  maleate.  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk.  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safety  in  more  than  10,000  patients,  including  over  lOOO 
patients  treated  tor  one  year  or  more.  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  298/  patients. 

Hypertension:  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were:  headache  (5.2%),  dizziness 
(4.3%),  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were:  diarrhea  (1.4%),  nausea  (1.4%),  rash  (1,4%),  cough  (1.3%),  orthostatic  effects  (1.2%),  and  asthenia  (1.1%), 

Heart  Failure:  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were:  dizziness 
(79%),  hypotension  (6.7%),  orthostatic  effects  (2.2%),  syncope  (2.2%),  cough  (2.2%),  chest  pain  (2.1%),  and  diarrhea 
(2.1%). 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were:  fatigue  (1.8%),  headache  (1,8%),  abdominal  pain  (16%),  asthenia  (1.6%),  orthostatic  hypo- 
tension (1.6%),  vertigo  (1.6%),  angina  pectoris  (1.5%).  nausea  (1.3%),  vomiting  (13%),  bronchitis  (1.3%),  dyspnea 
(1.3%),  urinary  tract  infection  (1,3%),  rash  (1.3%),  and  myocardial  infarction  (1.2%), 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0,5%  to  1%  ot  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category: 

Cardiovascular:  Myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS,  Hypotension):  cardiac  arrest:  pulmonary  embolism  and  infarction,  rhythm  distur- 
bances: atrial  fibrillation:  palpitation. 

Digestive:  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis, 
Nervous/Psychiatric:  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia, 

Urogenitai:  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy 

Respiratory:  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  infection 
Skin:  Herpes  zoster,  pruritus,  alopecia,  flushing,  photosensitivity. 

Other:  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus. 

A symptom  complex  has  been  reported  which  may  include  fever,  myalgia,  and  arthralgia;  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present.  Rash  or  other  dermatologic  manifestations  may  occur.  These  symptoms  have  disap- 
peared after  discontinuation  of  therapy. 

Angioedema:  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%).  Angioedema  associated  with 
laryngeal  edema  may  be  fatal.  If  angioeriema  of  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS.) 
Hypotension:  In  tbe  hypertensive  patients,  hypotension  occurred  in  0.9%  and  syncope  occurred  in  0.5%  ol  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  ol  therapy 
in  0.1%  of  hypertensive  patients.  In  heart  lailure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2,2% 
of  patients.  Hypotension  or  syncope  was  a cause  for  discontinuation  ot  therapy  in  1.9%  ot  patients  with  heart  failure 
(See  WARNINGS.) 

Clinical  Laboratory  Test  Findings: 

Serum  Electrolytes:  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia. 

Creatinine,  Biood  Urea  Nitrogen:  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0.2%  ot  patients  with  essential  bypertension 
treated  with  VASOTEC  alone.  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS.)  In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients.  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1,2%  ot  patients. 

Hemoglobin  and  Hematocrit:  Small  decreases  in  bemoglobinand  hematocrit  (mean  decreases  of  approximately  0.3  g % 
and  1.0  vol  %,  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists.  In  clinical  trials,  less  than  01%  of  patients  discon- 
tinued therapy  due  to  anemia. 

Other  (Causal  Relationship  Unknown):  In  marketing  experience,  rare  cases  ot  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported. 

Liver  Function  Tests:  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred. 

Dosage  and  Administration:  Hypertension:  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  tbe  initial  dose  of  VASOTEC.  The  diuretic  should,  if  possible,  be  discon- 
tinued for  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  tbe  likelihood  ol  hypotension.  (See 
WARNINGS.)  If  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed. 

If  tbe  diuretic  cannot  be  discontinued,  an  initial  dose  ot  2.5  mg  should  be  used  under  medical  supervision  tor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  for  af  least  an  additional  hour.  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions.) 

Tbe  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day.  Dosage  should  be  adjusted  according  to 
blood  pressure  response.  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  Iwo  divided 
doses.  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  diminish  toward  tbe  end  ol  fhe  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered.  If  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added. 

Concomitant  administration  of  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  of  serum  potassium  (see  PRECAUTIONS), 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment:  Tbe  usual  dose  ot  enalapril  is  recommended  tor 
patients  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  of  up  to  approximately  3 mg/dL),  For  patients  with 
creatinine  clearance  «30  mL/min  (serum  creatinine  s3  mg/dL),  the  tirst  dose  is  2.5  mg  once  daily.  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ot  40  mg  daily. 

Heart  Failure:  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starting  dose  is 
2.5  mg  once  or  twice  daily  After  the  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
for  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour.  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions.)  It  possible,  the  dose  of  the  diuretic  should  be  reduced,  which  may  diminish  the  likelihood 
of  hypotension.  The  appearance  of  hypotension  after  the  initial  dose  of  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  following  effective  management  ot  the  hypotension.  The  usual  therapeutic  dosing  range  lor 
the  treatment  of  heart  lailure  is  5 to  20  mg  daily  given  in  Iwo  divided  doses.  The  maximum  daily  dose  is  40  mg.  Once-daily 
dosing  has  been  effective  in  a controlled  study  but  nearly  all  palienis  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing.  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV).  patients  were 
treated  with  2.5  to  40  mg  per  day  of  VASOTEC,  almost  always  administered  in  two  divided  doses,  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Effects.)  Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response,  (See  WARNINGS.) 

Dosage  Adjustment  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia:  In  hearl  lailure  patients  with 
hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1.6  mg/dL,  therapy  should  be  initiated  at  2,5  mg 
daily  under  close  medical  supervision.  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure,  WARNINGS,  and  PRE- 
CAUTIONS. Drug  Interactions.)  The  dose  may  be  increased  to  2.5  mg  b i d.,  then  5 mg  b i d and  higher  . . « « 

as  needed,  usually  at  intervals  ol  four  days  or  more,  if  at  the  lime  ol  dosage  adjustment  there  is  not  Ivl  S U 

excessive  hypotension  or  significant  deterioration  of  renal  lunclion.  The  maximum  daily  dose  is  40  mg,  |\/|erqk 

For  more  detailed  intormation,  consult  your  MSD  representative  or  see  Prescribing  inlormation.  Merck  SHARRi 
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An  insurance  company 
that  takes  your  interests 

to  heart: 


MAG  Mutual 

makes  the  difference. 


As  a physician, 
you’re  used  to  listening,  getting  to  the  heart 
of  the  matter,  then  putting  the  interests  of 
your  patients  first. 

So,  it  is  appropriate  that  a group  of 
physicians  would  put  together  a liability 
insurance  company  that  takes  the  interests 
of  Georgia  physicians  to  heart. 

That’s  just  how  MAG  Mutual  works. 
We’re  physician  owned  and  that  means  our 
insurance  and  services  are  directed  by  physi' 
cians  like  yourself  concerned  with  curbing 
rising  rates  and  committed  to  changing 
Georgia’s  professional  liability  climate 
through  legislative  reform. 

We’re  also  flexible.  We  listen  and  respond 
by  providing  the  finest  service  and  best 
coverage  available  in  a wide  range  of  pro- 
grams so  you  can  choose  the  one  most  appro- 
priate to  your  insurance  needs.  From  tailor- 
made  insurance,  to  prior  acts  coverage,  to 
reporting  endorsement  options,  we  contin- 
ually refine  and  develop  programs  in 
response  to  your  input. 


And  we’re  competi- 
tive. We  offer  a wide  variety  of 
premium  discounts  such  as  our  Loss 
Excellence  Appreciation  Discount  (LEAD) 
and  our  Loss  Prevention  program  to  help  you 
keep  your  cost  of  insurance  down. 

Most  importantly  of  all,  we’re  specialists. 
We’re  attuned  to  the  Georgia  medical  profes- 
sion and  all  the  considerations  that  commit- 
ment entails.  From  our  service-oriented  staff 
to  our  flexible  insurance  programs,  we’re 
always  here  for  you. 

Let’s  face  it.  You  put  your  heart  into 
your  profession  because  you  know 
you  can  make  a differ- 
ence. At  MAG 
Mutual,  we  take 
your  interests 
to  heart 
because  we 
want  to  make 

the  difference  for  you.  For  more  informa- 
tion or  an  application,  call 
(404)  842-5600  or  1-800-282-4882. 


fflUTUm 

MAG  MUTUAL  INSURANCE  COMPANY 

Eight  Piedmont  Center,  Suite  600  3525  Piedmont  Road  Atlanta,  Georgia  30305-1533  (404)  842-5600 
Mailing  Address:  Post  Office  Box  52979  Atlanta,  Georgia  30355-0979  1-800-282-4882 


AIR  FORCE  MEDICINE- 
AN  ATTRACTIVE  ALTERNATIVE 
TO  PRIVATE  PRACTICE. 


Are  you  sick  of  the  paperwork  battle?  Are  you  more  familiar 
with  the  latest  computer  technologies  instead  of  those  of  your 
specialty?  Are  supply  and  equipment  problems  getting  you 
down?  Join  the  Air  Force  medical  team.  Concentrate  on  your 
medical  practice.  Leave  the  paperwork  hassle  to  others.  We 
use  the  group  practice  system  of  health  care.  It  allows 
maximum  patient/physician  contact  with  a minimum  of 
administrative  responsibilities.  You'll  get  to  use  those  skills 
you've  gained  through  the  years  of  education;  to  stay  up  with 
new  methods  and  techniques;  and,  it  qualified,  to  specialize. 
Our  superior  employment  and  benefits  package  make  Air 
Force  medicine  an  attractive  alternative  to  private  practice. 
Find  out  how  you  can  be  a part  of  the  Air  Force  health  care 
team.  Without  obligation,  call 
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404-292-4948 
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MOVE  UP  to  POWER  for  UNDER  *3000! 


Backed  by  our  Three  Year  Warranty  and  available  through  our  72-hour  Quick  Ship  Program! 


Gives  you  more  for  less. 


IN  GEORGIA  CALL: 


Physician  Sales  & Service 

829  Pickens  Industrial  Drive,  Suite  13 
Marietta,  GA  30062 

1404-426-0747 


MAY  1989,  Vol.  78 


235 


For  many  stroke  victims,  early,  comprehensive  rehabilita- 
tion is  making  the  difference  between  self-sufficiency  and  a 
life  of  dependence.  In  fact,  the  National  Stroke  Associa- 
tion recommends  a physical  rehabilitation  hospital  as  the 
“preferred  next  step  for  most  stroke  survivors”  following 
the  general  hospital  stay. 


And  now,  with  the  opening  of  Walton  Rehabilitation 
Hospital  in  Augusta,  Georgia,  the  next  step  is  more  ac- 
cessible than  ever  before.  Our  multidisciplinary  team  will 
help  return  your  patient  to  an  independent  lifestyle. 


Walton 

Rehabilitation 

Hospital 


Whether  for  stroke,  head  injury,  chronic  pain  or  another 
disabling  illness  or  injury,  call  Walton  Rehabilitation 
Hospital  at  404/823-8519. 


Sponsored  by  St.  Joseph  Center  for  Life  Inc. 

and  University  Health  Services  Inc.  1355  Independence  Drive  • Augusta,  Georgia  30901-1037  • 404/724-7746 


No  Longer  a Gray  Area 

Twenty  years  ago,  a gray  area  of  uncertainty  clouded  the 
stroke  survivor’s  future.  But  today  the  path  to  stroke 
recovery  is  brighter  than  ever. 


HOW  TO. 


• • 


Increase  Your  Cash  Flow  25-40% 

Eliminate  Internal  / Billing  / Colleaing  Costs 
Receive  100%  of  Colleaions 
Substantially  Increase  Profits 

ALL  OF  THE  ABOVE  FOR42C**  per  BILL!! 

PROVEN  CREDIT  / CASH  FLOW/ 
ACCOUNTS  RECEIVABLE  MANAGEMENT 

Join  a System  with  a 97%  Collection  History! 

CALL  TODAY,  FREE  SURVEY  & ESTIMATE  OF  SAVINGS 
CARL  USRY  (404)  396-3317  - ATLANTA 


^■Rpemjei; 

=1  I 


M.  D.  C. 

1849  Peeler  Road,  Suite  B 
Atlanta,  Georgia  30338 


'42C  average  includes  25 C postage  per  bill 
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THE  COVER 

The  art  of  this  month’s  cover  was  created  by  Mac  Sims,  currently  a junior  at  Valdosta  State 
College,  for  A-MAG’s  teen  health  forum  held  last  March  at  the  University  of  Georgia.  Mr. 
Sims  said  of  this  design  concept,  “The  motto  ‘UP  TO  YOUTH’  implies  that  not  only  American 
youth  but  the  youth  of  the  entire  world  hold  the  destiny  of  the  world.  The  actions  of  the  youth 
determine  how  the  world  is  maintained.  ‘UP  TO  YOUTH'  extending  from  a book  symbolizes 
the  importance  of  knowledge  in  the  maintenance  of  the  world." 

Highlights  of  the  Teen  Health  Forum  begin  on  p,  250. 
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Joseph  P.  Bailey,  Jr.,  M.D. 


Closing  Thoughts 


Another  year  in  the  history  of 
the  Medical  Association  of 
Georgia  has  been  completed.  For 
me,  it  represents  one  of  the 
greatest  honors  to  have  served  as 
your  president.  1 do  humbly  and 
sincerely  thank  each  of  you  for 
this  privilege. 

What  are  my  conclusions  from 
the  year  just  past? 

One  thing  that  is  a certainty,  is 
that  we  are  practicing  medicine  in 
a setting  that  is  greatly  influenced 
by  public  demand,  policy, 
governmental  controls,  and 
ultimately  by  legislative  change  at 
the  state  and  national  level.  We 
must  intervene  to  actively  support 
our  position  as  the  guardian  of 
the  health  and  medical  well  being 
of  our  country’s  people. 

As  a part  of  this  effort,  we  must 
ensure  that  everyone  is  aware  of 
the  vast  educational  background 
we  have  individually  acquired  and 
the  ongoing  educational  effort 
that  is  indigenous  to  our  very 
being. 

We  must  continue  to  make  it 
blatantly  apparent  that  we 
represent  a profession  of  the  very 


highest  calibre  and  not  a trade. 

We  must  convey  the  reality  of  our 
concern  for  our  fellow  man  that  is 
not  mediated  by  monetary 
objective  while  maintaining  the 
capacity  for  adequate  income. 

It  must  be  shown  that  the  cost 
of  care  is  greatly  influenced  by 
legitimate  patient  need  and 
demand  as  well  as  inflation, 
coupled  with  medical  liability 
premium  requirements.  The 
increase  in  our  nation’s 
population  and  in  its  older  age 
groups  produces  absolute  need 
for  more  medical  care. 

Research  is  an  essential 
component  of  medicine  and 
improved  care;  but  again, 
research  is  not  the  product  of 
only  an  informed  and  inquiring 
mind  but  also  of  monetary 
support. 

Amidst  all  of  this  we  must 
make  it  attractive  for  the  best  of 
our  youth  to  enter  the  medical 
field.  As  a trust  of  our  profession, 
we  cannot  lower  the  standards  of 
acceptance  to  accomodate 
artificial  numerical  objectives. 

This  will  ultimately  worsen  the 


plight  of  the  American  public  and 
decrease  its  trust  in  us. 

Of  great  value  is  to  recognize 
the  sacrifice  of  self  that  is 
required  of  the  physician.  This  is 
represented  in  many  tangible  and 
real  ways.  We  must  all  ensure  our 
physical  and  mental  well  being  by 
organized  effort  to  guarantee 
programs  of  individual  nature  that 
will  provide  our  maximal  health 
to  make  it  possible  to  help  others. 
This  includes  time  for  our 
families,  friends,  and  ourselves. 
We  must  demonstrate  not  only 
our  concerns  for  our  patients  but 
also  for  our  fellow  physicians.  We 
are  our  brother’s  and  sister’s 
keeper. 

And  so  it  is  my  belief  that  we, 
as  all  humans  in  the  past, 
are  now  confronted  with  new 
problems,  challenges,  and 
opportunities.  Let  us  all  join 
together  in  the  unity  of  our 
profession  to  move  against  the 
wrong,  support  the  right,  and  do 
so  with  tempered  judgment, 
intelligence,  kindness,  and  love  of 
God  and  man. 


1988-89  MAG  President 
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Curtain  Call 


“Getting  Our  Act  Together  and 
Taking  It  On  the  Road”  has 

been  the  theme  of  the  1988-89 
auxiliary  year.  Our  philosophy  is 
that  before  we  can  educate  the 
community  and  schools  in  good 
health  care,  before  we  can  help 
elevate  the  image  of  the  physician 
in  the  community,  and  before  we 
can  lobby  for  Georgia  health 
legislation,  we  must  prepare  our 
scripts  and  rehearse  our  parts  in 
order  to  give  our  finest 
performances. 

The  Auxiliary  to  the  Medical 
Association  of  Georgia  has 
literally  a “cast  of  thousands” 
playing  the  many  difficult  roles 
required  of  the  physician’s 
spouse.  This  special  Auxiliary 
Issue  of  the  MAG  Journal  will 
showcase  some  of  these  scenes. 

“It’s  Up  to  Youth”  is  the  “star” 
of  our  auxiliary  year.  This  highly 
successful  Teen  Health  Forum  at 
the  University  of  Georgia  is  our 
feature  article  in  this  issue.  Please 
note  the  beautiful  original 
drawing  on  the  cover  that  was  our 
official  logo. 

In  addition  to  adolescent 
health,  our  emphases  have  been 
in  the  fields  of  legislation,  team 
efforts  with  medical  societies,  and 
medical  heritage.  We  hope  you 
will  read  and  enjoy  all  of  these 
and  more  articles  written  by 
auxilians  and  compiled  by  Allyce 


Jan  Collins 


North,  an  A-MAA  member  and 
guest  editor  of  this  issue. 

Our  county  auxiliaries  have 
been  extremely  active  and 
productive  this  year  in  a variety  of 
projects  geared  to  their  individual 
communities.  When  you  read  in 
this  issue  what  some  of  these 
auxiliaries  have  accomplished, 
you  will  see  why  Dr.  Joe  Bailey 
announced  at  the  AMA-Auxiliary 
Conference  in  Chicago,  “I  just 
wish  the  rest  of  the  states  in 
America  had  clones  of  our 
auxilians  in  Georgia  to  help  you 
get  the  job  done!” 

A million  thanks  to  the  Medical 
Association  of  Georgia  for  the 
confidence  you  have  placed  in 
your  State  Auxiliary.  We 
appreciate  the  support  you  have 
given  us  — moral,  financial,  and 
physical.  We  trust  that  you  feel 
that  your  investment  in  the 
Auxiliary  has  paid  off.  We,  the 
physicians’  spouses,  join  you 
every  step  of  the  way  in  your 
campaign  to  protect  the  public,  to 
ensure  good  health  care  delivery, 
to  educate  the  community  in 
healthy  lifestyles,  and  to  support 
the  family  of  medicine. 

1988-89  Auxiliary  President 
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NEW  MEMBERS 

Bates,  William,  111,  Vascular 
Radiology  — Richmond  — 
(Active)  409  Waverly  Dr., 
Augusta  30909 

Bisat,  Tarek,  Pediatrics  — Bibb  — 
(Active  N2)  Dept,  of  Pediatrics, 
Mercer  Univ.  Sch.  of  Med., 
Macon  31207 

Blasberg,  Robert  D., 
Ophthalmology  — MAA  — 
(Active)  5675  Peachtree- 
Dunwoody  Rd.,  Ste.  845,  Atlanta 
30342 

Boatright,  Charles  D.,  Obstetrics/ 
Gynecology  — MAA  — (Active) 
1305  Hembree  Rd.,  Ste.  202, 
Roswell  30076 

Castillo,  Armando  R.,  Hand 
Surgery/General  Practice  — 

Bibb  — (Active)  P.O.  Box  183, 
Jeffersonville  31044 

Clayton,  Robert  E.,  Psychiatry/ 
Addictionology  — Muscogee  — 
(Active)  2000  Sixteenth  St., 
Columbus  31993 

Conn,  John  M.,  Cardiothoracic 
Surgery  — MAA  — (Resident) 
1444  Harvard  Rd.,  Atlanta  30306 

Deppe,  J.  Timothy,  Pulmonary 
Disease/Internal  Medicine  — 
Glynn  — (Active)  2705 
Wildwood  Dr.,  Brunswick  31520 

Donahue,  Parnell  M.,  Adolescent 
Medicine  — MAA  — (Active) 
1001  Johnson  Ferry  Rd., 

#205-D,  Atlanta  30342 

Harostock,  Michael  D., 
Cardiovascular  Surgery  — 
Georgia  Medical  — (Active  N2) 
5354  Reynolds  St.,  Ste.  508, 
Savannah  31405 


ION  NEWS 


Jacobs,  Lee  D.,  Internal  Medicine 
— MAA  — (Active)  3355  Lenox 
Rd.,  Ste.  1000,  Atlanta  30326 

Jain,  Pravin  K.,  Anesthesiology  — 
Bibb  — (Active)  777  Hemlock 
St.,  Macon  31201 

James,  Vickie  A.,  Family  Practice 
— Spalding  — (Active)  146 
Sylvan  Dr.,  Jackson  30233 

Malone,  Stephen  B.,  Internal 
Medicine  — Georgia  Medical  — 
(Active  Nl)  310  Eisenhower  Dr., 
#16,  P.O.  Box  15238,  Savannah 
31416 

Prince,  Jefferson  B.  — MAA  — 
(Student)  777-5  Houston  Mill 
Rd.,  Atlanta  30329 

Ramage,  James  E.,  Jr.,  Internal 
Medicine  — Georgia  Medical  — 
(Active  Nl)  P.O.  Box  15238, 
Savannah  31416-1938 

Renn,  Charles  H.,  General  Surgery 
— Burke  — (Active)  300  Jones 
Ave.,  Waynesboro  30830 

Rogers,  Stephen  E., 
Anesthesiology/Family  Practice 
— Georgia  Medical  — (Active) 
Dept,  of  Anesthesiology, 
Memorial  Medical  Center,  P.O. 
Box  23089,  Savannah  30033 

Sinha,  Ranjit,  Psychiatry  — 
Ocmulgee  — (Active)  507 
Griffin,  Eastman  31023 

Stammers,  Thomas  W., 
Anesthesiology  — Bibb  — 
(Active)  3500  Riverside  Dr., 
Macon  31210 

Strickland,  Robert  S.,  Sr.,  General 
Practice  — Cobb  — (Active) 

292  Bankhead  Highway, 
Mableton  30059 

Turner,  James  H.,  Psychiatry  — 
Glynn  — (Active)  1 1 1 Harrogate 
Rd.,  St.  Simons  Island  31522 


PERSONALS 

Bibb  CMS 

Rodney  M.  Browne,  M.D.,  an 
obstetrician/gynecologist,  has 
been  re-elected  as  the  1989 
chairman  of  the  board  for  the 
HCA  Coliseum  Medical  Centers 
board  of  trustees.  Dr.  Browne  has 
been  a part  of  HCA  Coliseum 
Medical  Centers  since  1971,  when 
the  hospital  opened. 

Georgia  Medical  Society 

Manohar  Nallathambi,  M.D.,  of 
Jonesboro,  was  elected  as  a 
fellow  of  the  American 
Association  for  the  Surgery  of 
Trauma  at  its  annual  meeting  in 
California. 

Gwinnett-Forsyth 

Michael  Joel  Ralston,  M.D.,  of 
Cumming,  has  been  inducted  as  a 
fellow  of  the  American  Academy 
of  Orthopaedic  Surgeons  during 
ceremonies  at  the  Association’s 
56th  annual  meeting  in  Las  Vegas. 

DeKalb  CMS 

The  1988  Julius  McCurdy 
Citizenship  Award  was  presented 
to  Harry  Foster,  M.D.,  at  the  recent 
Annual  Meeting  of  the  DeKalb  i 
Medical  Society.  Dr.  Foster  is  a 
pediatric  cardiologist  in  Lithonia. 

Dr.  Foster  was  honored  for  his 
service  to  his  community.  He  has 
served  as  team  physician  for  the 
athletic  program  of  Lithonia  High  ' 
School  since  1964  and  has  | 

provided  more  than  6,500  pre-  j 

participating  athletic  physicals  at  j 

no  charge.  He  is  a member  of  the  j 
Lithonia  Quarterback  Club,  the 
Lithonia  150  Gold  Club,  the  ! 

Lithonia  High  School  Band  ‘ 

r 
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Booster  Club,  and  he  recently 
completed  2 years  of  service  as 
president  of  Lithonia  High 
School’s  PTSA. 

He  has  served  on  DeKalb 
County  School  Systems’ 

Committee  on  Discipline  and  was 
awarded  life  membership  in  the 
Lithonia  School  PTA.  He  received 
the  Positive  Parenting  Award  in 
1988  and  the  Friend  of  Children 
Award  in  1986.  Dr.  Foster  has  also 
served  as  director  of  the 
Childrens’  Medical  Services’ 
Atlanta  Cardiac  Program  since 
1965.  Four  times  per  year,  he 
staffs  the  Children’s  Medical 
Cardiac  Clinic  in  Columbus. 

Medical  Association  of  Atlanta 

Robert  F.  Finegan,  M.D.,  an 
anesthesiologist  at  South  Fulton 
Medical  Center,  received  the 
Crawford  W.  Long  Distinguished 
Service  Award  by  the  Georgia 
Society  of  Anesthesiologists  last 
February. 

Dr.  Finegan,  a charter  medical 
staff  member  of  the  Medical 
Center,  has  served  as  both  chief 
of  anesthesiology  and  chief  of 
staff.  He  has  been  active  on 
numerous  committees  within  the 
Georgia  Society  of 
Anesthesiologists.  He  was  also  on 
the  first  American  Heart 
Association  committee  for  CPR  in 
1966  and  has  remained  active  to 
promote  the  CPR  program 
throughout  the  state. 

Whitfield- Murray  CMS 

Robert  Burns,  M.D.,  was 
recently  elected  president  of  the 
Whitfield-Murray  County  Medical 
Society.  Also  elected  were  John 
Antalis,  M.D.,  vice  president; 
William  Blackman,  M.D., 
secretary-treasurer.  Stefan  Fromm, 


M.D.,  will  serve  as  immediate  past 
president. 


DEATHS 

W.  Mark  Coppage,  M.D.,  of 
Lawrenceville,  died  last  March  in 
Seagrove  Beach,  Florida,  of 
injuries  sustained  in  a multi- 
vehicle accident.  He  was  45. 

Dr.  Coppage  was  a native  of 
Macon  and  a graduate  of  the 
Medical  College  of  Georgia.  He 
had  been  with  the  DeKalb 
Anesthesia  Associates,  P.A.,  since 
1974.  Certified  by  the  American 
Board  of  Anesthesiology,  Dr. 
Coppage  had  served  on  the  active 
medical  staff  of  DeKalb  Medical 
Center  and  the  Decatur  Hospital. 


OTHER  NEWS 

Patients  With  Myasthenia 
Needed  for  Emory  Study 

The  Department  of  Neurology  at 
Emory  School  of  Medicine  has 
begun  two  clinical  trials  of 
cyclosporine  in  myasthenia  gravis. 
In  one  study,  the  drug  is  being 
analyzed  as  an  alternative  to 
prednisone  in  those  patients  who 
require  treatment  other  than 
Mestinon.  The  second  study 
evaluates  cyclosporine  in  patients 
on  prednisone  as  an  alternative  to 
immunosuppression  with 
azathioprine  (Imuran).  Patients 
will  be  requested  to  return  to 
Emory  for  lab  and  clinical 
monitoring  monthly  for  12  months 
at  no  expense  to  them.  To 
schedule  a screening  examination 
or  to  obtain  additional 
information,  call  Linton  C. 


Hopkins,  MD,  at  404-321-0111, 
ext.  3452,  or  Meraida  Polak,  RN, 
Study  Coordinator,  at  ext.  3754. 


QUOTES 

There  are  almost  as  many  forms 
of  recreation  and  diversion  as 
there  are  human  beings.  But  it 
can  be  laid  down  as  a universal 
rule  that  every  man,  woman  and 
child  needs  some  kind  of 
recreation,  some  kind  of 
entertainment,  some  kind  of 
amusement.  We  all  have  to  fight 
the  battle  of  life.  Whether  we  use 
our  leisure  to  recreate  power  or 
dissipate  power  is  of  decisive 
moment. 

B.  C.  Forbes 

A man  should  work  eight  hours 
and  sleep  eight  hours  but  not  the 
same  eight  hours. 

Elmer  G.  Leterman 

Everyone  has  a code  of  ethics  for 
everyone. 

Robert  Half 

Gossip  is  when  you  hear 
something  you  like  about 
someone  you  don ’t. 

Earl  Wilson 

/ have  no  enthusiasm  for  nature 
which  the  slightest  chill  will  not 
instantly  destroy. 

George  Sand 

Respectability:  The  offspring  of  a 
liaison  between  a bald  head  and 
a bank  account. 

Ambrose  Bierce 

Anybody  who  believes  that  the 
way  to  a man ’s  heart  is  through 
his  stomach  flunked  geography 
Robert  Byrne 
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EDITOR'S  CORNER 


On  Giving  Up 


(To  the  Auxiliary,  with 
apologies  to  the  male 
members  thereof,  for  they  are 
outnumbered.) 

1WAS  DRIVING  through  maddening 
city  traffic,  unconscious  to  the 
confusion  around  me,  a survival 
technique  essential  to  a 
moderately  sane  existence  in  the 
modern  metropolis,  when  the 
serious  and  concerned  female 
voice  from  the  radio  speaker 
addressed  me.  “Teenagers  do  not 
bring  their  problems  to  you  in  the 
usual  way.  They  don’t  say,  Tm 
stressed  out.  Mom.’  Rather  they 
bring  their  problems  to  you  in  the 
form  of  poor  school  grades.  Or  by 
withdrawal  from  family 
associations.  Or  by  forming 
questionable  social  alliances.” 
Surely,  1 knew  these  facts.  Who 
in  the  course  of  raising  five 
children,  or  one  for  that  matter, 
did  not.  It  goes,  so  it  is  said,  with 
the  territory.  Such  knowledge  may 
come  to  one  by  way  of  reading  or 
conversation.  To  some  of  us  it 
comes  directly. 

She  went  on,  the  feminine 
voice  from  the  speaker,  to  tell  me 
the  name  of  the  hospital  to  which 
1 might  send,  might  “refer,”  my 
“child.”  It  was  in  a city  distant  to 
my  own.  Little  concern  to  me, 
they  were  grown,  our  own  five 
were,  and  beyond  the  hazards  of 
childhood.  Or  were  they? 

She  had  called  the  previous 
evening,  my  nurse  friend  of 
longstanding,  to  talk  about  her 


“child”  now  grown  to  manhood. 
He  had  been  adopted  when  the 
usual  course  to  parenthood  had 
failed  them.  There  had  been 
“behavioral  problems”  early  in  the 
teenage  years.  “He  matured  late,” 
she  said.  Serious  enough, 
however,  to  require  professional 
help  and  “institutional  care”  for  a 
short  time.  Of  immediate  concern 
at  present,  and  prompting  the 
telephone  call,  was  that  of  an 
incarceration  by  the  authorities 
for  “trafficking  in  cocaine  with  the 
intent  to  sell.”  Five  months  in  the 
local  penal  institution  simply 
awaiting  the  decision  for 
punishment.  It  seemed 
punishment  enough,  that 
incarceration,  she  said  to  me. 

“The  mills  of  God  grind  slowly, 
but  they  grind  exceeding  small,”  I 
told  her.  No  comfort  this  to  the 
distraught  mother.  Five  months  in 
a cell,  on  a hard  mattress.  A room 
shared  with  three  accused 
murderers  and  a rapist.  “He  won’t 
be  the  same  'child’  when  he 
comes  out,”  she  said. 

“Why  don’t  you  give  up?,”  I 
asked  her.  “He  has  caused  you 
enough  grief.  Embarrassed  you 
and  your  husband  before  your 
friends.  Destroyed  your  savings. 
You  have  done  your  part, 
sacrificed  enough.  Quit!”  I made 
the  pronouncement  with  the 
authoritative,  knowledgeable,  and 
cavalier  manner  of  the  male 
animal. 

The  response  came  quickly. 
“You  don’t  understand.  I’m  his 


mother.  I love  him.  He  is  a good 
‘boy.’  I will  never  ‘give  up.’  I will 
never  ‘quit.’  Please  try  to 
understand  me.”  She  reminded 
me  of  Winston  Churchill. 

It  was,  or  so  they  say,  his  most 
brief  public  address.  Perhaps  the 
most  brief  ever  by  anyone.  He 
had  stood  before  the  audience 
following  the  lengthy  and 
laudatory  introduction.  The 
thunderous  applause  had  faded 
away.  The  “address”  began.  He 
had  said  to  them: 

“Never  — never  — never  — 
give  up!” 

And  then  he  sat  down. 

Of  course,  surely,  I did  not 

understand.  I find  myself  yet 
a “child”  hopelessly  plumbing  the 
mysterious  depths  of  concern,  of 
energy,  of  love  that  drives  such 
people  to  wash  dishes  and 
clothes  at  midnight.  To  protect 
and  preserve  an  errant  husband. 
To  continue  loving  a “hopeless” 
child  in  the  face  of  disaster. 
“Understanding”  is  of  no  matter 
now.  Admiration,  respect, 
magestic  awe  are  enough  for  me. 
One  has  no  need  to  “understand.” 
No  more  than  to  “understand” 
Womanhood  — 

Motherhood  — 

Sunsets  — 

A loving  mother  — 

A broken  heart. 

One  need  only  stand  in  awe. 
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HELPING  TG  ACHIEVE 
THE  FOUR  GOALS  OF 
ANTIHYPERTENSIVE  THERAPY... 


CARDIZElUfSR 


For  hypertension 


Controls  blood  pressure^^ 


Maintains  well-belng^^ 

Helps  prevent  end-organ  complications'^ 
Helps  reduce  cardiovascular  risks'  "^ 


0930A9 


Please  see  brief  summary  of  prescribing  informafion  on  next  page. 


Starting  Dosage: 


CQtdi^emS!t 

90  mg 


90  mg  bid* 

Also  Available: 

1 20-mg  capsules 

‘Dosage  must  be  adjusted  to  each 
patient’s  needs,  starting  with  60  to  120 
mg  twice  daily. 


BRIEF  SUMMARY 
CARDIZEM»  SR 
(dlltiazem  hydrochloride) 

Sustained  Release  Capsules 
CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus  syndrome  except 
m the  presence  of  a functioning  ventricular  pacemaker,  (2)  patients  with  second- 
er third-degree  AV  block  except  m the  presence  of  a funcfiomng  ventricular 
pacemaker,  (3)  patients  with  hypotension  (less  than  90  mm  Hg  systolic), 
(4)  patients  who  have  demonstrated  hypersensitivity  to  the  drug,  and  (5)  pa- 
tients with  acute  myocardial  infarction  and  pulmonary  congestion  documented 
by  x-ray  on  admission. 

WARNINGS 

1 . Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refractory  periods  without 
significantly  prolonging  sinus  node  recovery  time,  except  in  patients  with  sick 
sinus  syndrome.  This  effect  may  rarely  result  m abnormally  slow  heart  rates 
(particularly  in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (nine  of  2,111  patients  or  0.43%).  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  In  additive  effects  on  cardiac  conduc- 
tion. A patient  with  Prinzmetal's  angina  developed  periods  of  asystole  (2  to 
5 seconds)  after  a single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative  inotropic  effect 
in  isolated  animal  tissue  preparations,  hemodynamic  studies  in  humans  with 
normal  ventricular  function  have  not  shown  a reduction  in  cardiac  index  nor 
consistent  negative  effects  on  contractility  (dp/dt).  An  acute  study  of  oral 
diltiazem  in  patients  with  impaired  ventricular  function  (ejection  fraction 
24%  ± 6%)  showed  improvement  in  indices  of  ventricular  function  without 
significant  decrease  in  contractile  function  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  (dlltiazem  hydrochloride)  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  limited.  Caution  should  be 
exercised  when  using  this  combination. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with  CARDIZEM  therapy 
may  occasionally  result  in  symptomatic  hypotension. 

4.  Acute  Hepatic  Injury.  Mild  elevations  of  transaminases  with  and  without 
concomitant  elevation  in  alkaline  phosphatase  and  bilirubin  have  been 
observed  in  clinical  studies.  Such  elevations  were  usually  transient  and 
frequently  resolved  even  with  continued  diltiazem  treatment.  In  rare  in- 
stances, significant  elevations  in  enzymes  such  as  alkaline  phosphatase, 
LDH,  SCOT,  SGPT,  and  other  phenomena  consistent  with  acute  hepatic  in|ury 
have  been  noted.  These  reactions  tended  to  occur  early  after  therapy  initiation 
(1  to  8 weeks)  and  have  been  reversible  upon  discontinuation  of  drug  therapy. 
The  relationship  to  CARDIZEM  is  uncertain  in  some  cases,  but  probable  in 
some.  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (dlltiazem  hydrochloride)  is  extensively  metabolized  by 
the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be  monitored  at  regular  inter- 
vals. The  drug  should  be  used  with  caution  in  patients  with  impaired  renal  or 
hepatic  function.  In  subacute  and  chronic  dog  and  rat  studies  designed  to 
produce  toxicity,  high  doses  of  dlltiazem  were  associated  with  hepatic  damage. 
In  special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and  higher  in  rats 
were  associated  with  histological  changes  in  the  liver  which  were  reversible  when 
the  drug  was  discontinued.  In  dogs,  doses  of  20  mg/kg  were  also  associated  with 
hepatic  changes;  however,  these  changes  were  reversible  with  continued  dosing. 

Dermatological  events  (see  ADVERSE  REACTIONS  section)  may  be  transient 
and  may  disappear  despite  continued  use  of  CARDIZEM.  However,  skin  eruptions 
progressing  to  erythema  multiforme  and/or  exfoliative  dermatitis  have  also  been 
infrequently  reported.  Should  a dermatologic  reaction  persist,  the  drug  should  be 
discontinued. 

Drug  Interaction.  Due  to  the  potential  for  additive  effects,  caution  and  careful 
titrajion  are  warranted  :n  patients  receiving  CARDIZEM  concomitantly  with  any 
aggnls  known  to  affect  cardiac  contractility  and/or  conduction.  (See  WARNINGS.) 
Pharmacologic  studies  indicate  that  there  may  be  additive  effects  in  prolonging 
AV  conduction  when  using  oeta-blockers  or  digitalis  concomitantly  with 
CARDIZEM,  (See  WARNINGS.) 

As  with  all  drugs,  care  should  be  exercised  when  treating  patients  with 
multiple  medications.  CARDIZEM  undergoes  biotransformation  by  cytochrome 
P-450  mixed  function  oxidase.  Coadministration  of  CARDIZEM  with  other  agents 
which  follow  the  same  route  of  biotransformation  may  result  in  the  competitive 
inhibition  of  metabolism.  Dosages  of  similarly  metabolized  drugs,  particularly 
those  of  low  therapeutic  ratio  or  in  patients  with  renal  and/or  hepatic  impairment, 
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may  require  adjustment  when  starting  or  stopping  concomitantly  administered 
CARDIZEM  to  maintain  optimum  therapeutic  blood  levels. 

Beta-blockers:  Controlled  and  uncontrolled  domestic  studies  suggest  that 
concomitant  use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually  well 
tolerated,  but  available  data  are  not  sufficient  to  predict  the  effects  of  concomi- 
tant treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction 
abnormalities. 

Administration  of  CARDIZEM  (diltiazem  hydrochloride)  concomitantly  with 
propranolol  in  five  normal  volunteers  resulted  in  increased  propranolol  levels  in 
all  subjects  and  bioavailability  of  propranolol  was  increased  approximately  50%. 
If  combination  therapy  is  initiated  or  withdrawn  in  conjunction  with  propranolol, 
an  adjustment  in  the  propranolol  dose  may  be  warranted.  (See  WARNINGS.) 

Cimetidine:  A study  in  six  healthy  volunteers  has  shown  a significant  increase 
in  peak  diltiazem  plasma  levels  (58%)  and  area-under-the-curve  (53%)  after  a 
1-week  course  of  cimetidine  at  1,200  mg  per  day  and  diltiazem  60  mg  per  day. 
Ranitidine  produced  smaller,  nonsignificant  increases.  The  effect  may  be  me- 
diated by  cimetidine's  known  inhibition  of  hepatic  cytochrome  P-450,  the  enzyme 
system  probably  responsible  for  fhe  first-pass  metabolism  of  diltiazem.  Patients 
currently  receiving  diltiazem  therapy  should  be  carefully  monitored  for  a change 
in  pharmacological  effect  when  initiating  and  discontinuing  therapy  with  cimeti- 
dine, An  adjustment  in  the  diltiazem  dose  may  be  warranted. 

Digitalis:  Administration  of  CARDIZEM  with  digoxin  in  24  healthy  male  sub- 
jects increased  plasma  digoxin  concentrations  approximately  20%.  Another 
investigator  found  no  increase  in  digoxin  levels  in  12  patients  with  coronary 
artery  disease.  Since  there  have  been  conflicting  results  regarding  the  effect  of 
digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiat- 
ing, adjusting,  and  discontinuing  CARDIZEM  therapy  to  avoid  possible  over-  or 
under-digitalization.  (See  WARNINGS.) 

Anesthetics:  The  depression  of  cardiac  contractility,  conductivity,  and  auto- 
matlcity  as  well  as  the  vascular  dilation  associated  with  anesthetics  may  be 
potentiated  by  calcium  channel  blockers.  When  used  concomitantly,  anesthetics 
and  calcium  blockers  should  be  titrated  carefully. 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility.  A 24-month  study  in 
rats  and  a 21-month  study  in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial  tests.  No  intrinsic  effect  on 
fertility  was  observed  in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  conducted  in  mice, 
rats,  and  rabbits  Administration  of  doses  ranging  from  five  to  ten  times  greater 
(on  a mg/kg  basis)  than  the  daily  recommended  therapeutic  dose  has  resulted  in 
embryo  and  fetal  lethality.  These  doses,  in  some  studies,  have  been  reported  to 
cause  skeletal  abnormalities.  In  the  permatal/postnatal  studies,  there  was  some 
reduction  in  early  individual  pup  weights  and  survival  rates.  There  was  an 
increased  incidence  of  stillbirfhs  at  doses  of  20  times  the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore,  use 
CARDIZEM  in  pregnant  women  only  if  the  potential  benefit  justifies  the  potential 
risk  to  the  fetus. 

Nursing  Mothers.  Dlltiazem  is  excreted  in  human  milk.  One  report  suggests 
that  concentrations  in  breast  milk  may  approximate  serum  levels.  If  use  of 
CARDIZEM  is  deemed  essential,  an  alternative  method  of  infant  feeding  should 
be  instituted. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to  date,  but  It 
should  be  recognized  that  patients  with  impaired  ventncular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded  from  these  studies. 

The  adverse  events  described  below  represent  events  observed  in  clinical  studies 
of  hypertensive  patients  receiving  either  CARDIZEM  Tablets  or  CARDIZEM  SR 
Capsules  as  well  as  experiences  observed  in  studies  of  angina  and  dunng  market- 
ing. The  most  common  events  in  hypertension  studies  are  shown  in  a table  with 
rates  in  placebo  patients  shown  for  companson.  Less  common  events  are  listed  by 
body  system;  these  include  any  adverse  reactions  seen  in  angina  studies  that  were 
not  observed  in  hypertension  studies.  In  all  hypertensive  patients  studied  (over 
900),  the  most  common  adverse  events  were  edema  (9%).  headache  (8%), 
dizziness  (6%),  asthenia  (5%),  sinus  bradycardia  (3%),  flushing  (3%),  and  1°  AV 
block  (3%).  Only  edema  and  perhaps  bradycardia  and  dizziness  were  dose  related. 
The  most  common  events  observed  in  clinical  studies  (over  2,100  patients)  of 
angina  patienfs  and  hypertensive  patients  receiving  CARDIZEM  Tablets  or 
CARDIZEM  SR  Capsules  were  (ie,  greater  than  1%)  edema  (5.4%),  headache 
(4.5%),  dizziness  (3.4%),  asthenia  (2.8%),  first-degree  AV  block  (1,8%),  flushing 
(1.7%),  nausea  (1.6%).  bradycardia  (1,5%),  and  rash  (1.5%). 


DOUBLE  BLIND  PUCEBO  CONTROLLED 
HYPERTENSION  TRIALS 

Adverse 

Diltiazem 

N=315 

#pts(%) 

Placebo 

N=211 

#pts(%) 

headache 

38  (12%) 

17  (8%) 

AV  block  first  degree 

24  (7.6%) 

4(1.9%) 

dizziness 

22  (7%) 

6 (2.8%) 

edema 

19  (6%) 

2 (0.9%) 

bradycardia 

19  (6%) 

3 (1.4%) 

ECG  abnormality 

13(4.1%) 

3(1.4%) 

asthenia 

10  (3.2%) 

1 (0.5%) 

constipation 

5(1.6%) 

2 (0.9%) 

dyspepsia 

4 (1.3%) 

1 (0.5%) 

nausea 

4 (1.3%) 

2 (0.9%) 

palpitations 

4 (1.3%) 

2 (0.9%) 

polyuria 

4(1.3%) 

2 (0.9%) 

somnolence 

4(1.3%) 

- 

alk  phos  increase 

3(1%) 

1 (0.5%) 

hypotension 

3(1%) 

1 (0.5%) 

insomnia 

3(1%) 

1 (0.5%) 

rash 

3(1%) 

1 (0.5%) 

AV  block  second  degree 

2 (0,6%) 

- 

In  addition,  the  following  events  were  reported  infrequently  (less  than  1%)  or 
have  been  observed  in  angina  trials.  In  many  cases,  the  relation  to  drug  is 
uncertain. 

Cardiovascular:  Angina,  arrhythmia,  bundle  branch  block,  tachycardia,  ven- 
tricular extrasystoles,  congestive  heart  failure,  syncope. 
Nervous  System:  Amnesia,  depression,  gait  abnormality,  hallucinations,  ner- 
vousness, paresthesia,  personality  change,  tinnitus,  tremor, 
abnormal  dreams. 

Gastrointestinal:  Anorexia,  diarrhea,  dysgeusia,  mild  elevations  of  SCOT,  SGPT. 

and  LDH  (see  hepatic  warnings),  vomiting,  weight  increase, 
thirst. 

Dermatological:  Petechiae.  pruritus,  photosensitivity,  urticaria. 

Dther:  Amblyopia,  CPK  increase,  dyspnea,  epistaxis.  eye  irritation. 

hyperglycemia,  sexual  difficulties,  nasal  congestion,  noctuna. 
osteoarticular  pain,  impotence,  dry  mouth. 

The  following  postmarketing  events  have  been  reported  infrequently  in  pa- 
tients receiving  CARDIZEM;  alopecia,  gingival  hyperplasia,  erythema  multiforme, 
and  leukopenia.  Definitive  cause  and  effect  relationship  between  these  events 
and  CARDIZEM  therapy  cannot  yet  be  established. 
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The  ideal  medical  practice 
would  allow  you  to  concentrate 
more  on  taking  care  of  patients, 
not  taking  care  of  business. 

Practice  Management  Services 
creates  more  time  for  you  by 
streamlining  your  billing  and 
managing  your  accounts 
receivables.  Whether  processing 
bills  and  claims  through  our 
system  or  yours,  we  keep  abreast 
of  all  the  insurance  and  legislative 
changes  and  apply  them  to  your 
best  advantage. 

Since  our  fees  are  based  on  net 
collections,  not  gross  billings,  there 
is  a built-in  incentive  to  maximize 
collection  and  eliminate  errors. 

Call  us  today  to  discuss  how  to 
perfect  your  billings,  collections 
and  human  resource  management. 


PRACTICE 

MANAGEMENT 


340  West  Ponce  de  Leon 
Decatur,  Georgia  30030 
(404)  377-1883 


(lAY  1989,  Vol.  78 


243 


MAY 

18- 20  — Jekyll  Island:  Georgia 
Rheumatism  Annual  Meeting. 
Category  1 credit.  Contact 
Richard  S.  Field,  M.D.,  Section 
of  Rheumatology,  MCG,  Augusta 
30912.  PH:  404/721-2981. 

19- 21  — Destin,  F/..- Georgia 
Radiological  Society  Annual 
Meeting.  Category  1 credit. 
Contact  Lloyd  B.  Schnuck,  Jr., 
M.D.,  9 Medical  Arts  Center, 
Savannah,  GA  31405.  PH:  912/ 
242-8090. 

22-25  —Atlanta:  American 
College  of  Obstetricians  & 
Gynecologists.  Category  1 
credit.  Contact  A.C.O.G.,  409 
Twelfth  St.,  Washington,  DC 
20024-2188;  PH:  202/638-5577. 

24-26  — Calloway  Gardens: 
Perinatology  Conference. 
(Sponsored  by  The  Medical 
Center  in  conjunction  with  the 
Dept,  of  Pediatrics  & Ob/Gyn.) 

AM  A Category  1 credit,  ACOG, 
AAFP,  & PREP  prescribed 
credits.  Glenda  Driscoll,  710 
Center  St.,  Columbus  31994. 

PH:  404/571-1692. 

JUNE 

12-15  — Hilton  Head  Island,  SC: 
Clinical  Cardiology.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 

1 9-24  — Kiawah  Island,  SC: 

20th  Annual  Internal  Medicine 
Symposium.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:  404/721- 
3967. 

22- 25  — Sea  Island:  GA 
Chapter,  American  Academy  of 
Pediatricians.  Category  1 credit. 
Contact  William  C.  Mankin,  4059 

i Land  O’Lakes  Dr.,  Atlanta  30342. 

I PH:  404/237-3922. 

23- 25  — Hilton  Head  Island,  SC: 
Dally  Anesthetic  Challenges. 
Category  1 credit.  Contact  Div.  of 
Cont.  Ed..  MCG,  Augusta  30912. 
PH:  404/721-3967. 
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26  — Atlanta:  Breast  Cancer: 
Conservative  Treatment. 

Category  1 credit.  Contact 
Donna  Cannon,  HCA  West 
Paces  Ferry  Hospital,  3200 
Howell  Mill  Rd.,  NW,  Atlanta 
30342.  PH:  404/350-5600. 

28- July  2 — Nairobi,  Kenya:  4th 
International  Interdisciplinary 
Conference  on  Hypertension  in 
Blacks.  Category  1 credit. 
Contact  International  Society  on 
Hypertension  in  Blacks,  69  Butler 
St.,  Atlanta  30303.  PH:  404/589- 
5810. 

29- July  2 — Kiawah  Island,  SC: 

Hematology-Oncology  — 
Recent  Advances.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 

JULY 

10-12  — Kiawah  Island,  SC: 
Update  in  Gynecology. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912. 
PH:  404/721-3967. 

13-15  — Kiawah  Island,  SC: 
Clinical  Obstetrics.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 

1 8-22  — Kiawah  Island,  SC: 

11th  Annual  Critical  Care 
Medicine.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:  404/721- 
3967. 

24-26  — Kiawah  Island,  SC: 

12th  Annual  Pediatric  Update. 
Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912. 
PH:  404/721-3967. 

AUGUST 

10-13  — Hilton  Head,  SC: 
Georgia  Psychiatric  Physicians 
Association.  Category  1 credit. 
Contact  Jim  Moffett,  MAG,  938 
Peachtree  St.,  Atlanta  30309. 

PH:  404/876-7535  or  800/282- 
0224. 


SEPTEMBER 

15-17  — Augusta:  Clinical 
Psychiatry.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:  404/721- 
3967. 

21-23  — Hilton  Head,  SC: 
Frontiers  in  Nutrition.  Category 
1 credit.  Contact  Div.  of  Cont. 
Ed.,  MCG,  Augusta  30912.  PH: 
404/721-3967. 


OCTOBER 

5-6  — Atlanta:  GA  Chapter, 
American  Academy  of 
Pediatrics.  Category  1 credit. 
Contact  William  C.  Mankin,  4059 
Land  O’Lakes  Dr.,  Atlanta  30346. 
PH:  404/237-3922. 

9-11  — Savannah:  Neonatology 
— The  Sick  Newborn.  Category 
1 credit.  Contact  Div.  of  Cont. 

Ed.,  MCG,  Augusta  30912.  PH: 
404/721-3967. 

29-Nov.  3 — Sea  Island: 

Georgia  Obstetrical  & 
Gynecological  Society. 

Category  1 credit.  Contact 
Chester  Lane,  69  Butler  St., 
Atlanta,  30309.  PH:  404/659- 
0289. 


NOVEMBER 

9- 1 1 — Atlanta:  Georgia 
Academy  of  Family 
Physicians.  Category  1 credit  & 
AAFP  prescribed.  Contact  GAFP, 
3760  LaVista  Rd.,  #100,  Tucker 
30084.  PH:  800/392-3841. 

! 

10- 12  — Atlanta:  \ 

Gastroenterology  for  Primary 
Care  Physicians.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 

17-19  — Atlanta:  MAG 
Scientific  Assembly.  Contact 
MAG,  Dept,  of  Education,  938  j 

Peachtree  St.,  Atlanta  30309.  I 

PH:  404/876-7535  or  800/282- 
0224. 


Journal  of  MA( 


Hospitals  See  Good 
Outcomes  From  1989 
Legislature 

As  the  Legislature’s  hour  glass 
ran  out  March  15,  Georgia’s 
hospitals  could  count  a number 
of  positive  actions  taken  during 
the  1989  General  Assembly. 
Through  the  work  of  the  Georgia 
Hospital  Association,  the 
legislators  funded  nearly  all  of 
GHA’s  high  priority  budget 
requests,  including  the  following: 

• Hospitals’  basic  rate  change. 
Beginning  April  1,  1990,  Georgia 
will  adjust  hospitals’  Medicaid 
rates  by  the  full  Data  Research, 
Inc.,  inflation  factor.  The  rates 
will  stay  tied  to  hospitals’  1987 
cost  year  reports  which  need  to 
change  next  year. 

• Medically  needy,  aged,  blind, 
and  disabled.  The  legislators 
voted  to  increase  the  number  of 
persons  eligible  for  Medicaid  by 
allowing  the  working  poor  to 
deduct  their  health  care  bills  from 
income.  This  will  help  some 
5,000  people  qualify  for  benefits 
who  were  denied  in  the  past 
because  their  Social  Security 
check  or  other  income  was  a few 
dollars  over  the  limit. 

• Swing  beds.  Effective  Jan.  1, 
1990,  Medicare  will  pay  for 
nursing  care  in  hospitals  with 
fewer  than  100  beds.  In  addition, 
the  legislators  increased  hospitals’ 
outlier  payments  and  funded  pre- 
admission review. 

Other  bills  that  passed  the 
legislature  included  the  following: 

• Indigent  care  study 
commission.  The  legislators 
created  a 29-member  Access  to 
Health  Care  Commission  that  will 
include  three  senators,  three 
representatives,  three  hospital 
administrators,  two  physicians, 
and  representatives  from  nursing. 


HOSPITAL  NEWS 


counties,  insurance,  and 
business.  The  purpose  of  the 
commission  is  to  design  a plan  to 
resolve  the  indigent  care  problem. 

• Living  Wills.  Hospital 
physicians  other  than  the  chief  of 
staff  may  witness  a living  will. 

• Open  Meetings.  Hospitals 
may  have  private  records  and 
meetings  that  involve  “a 
potentially  commercially  valuable 
plan,  proposal,  or  strategy  that 
may  be  of  competitive  advantage 
in  the  operation  of  the  authority.” 

• Health  Professions  Shortage 
Study  Commission.  This 
commission  will  study  the 
shortage  of  health  care 
professionals  in  Georgia. 

• Risk  Pools  for  Uninsurables. 
Legislation  creating  a program 
passed,  and  development  can 
begin  this  next  year.  It  will  be 
necessary  to  obtain  state  funds  to 
meet  premium  short  fall  before 
the  insurance  is  made  available. 

New  HHS  Secretary 
Affirms  President’s  Stand 
on  Medicare 

U.S.  Department  of  Health  and 
Human  Service’s  new  secretary 
Louis  W.  Sullivan,  MD,  has  spent 
much  of  his  first  weeks  in  office 
supporting  the  president’s 
proposed  $5  billion  cuts  in 
Medicare  for  fiscal  year  1990. 
Sullivan  stresses  that  Medicare 
can’t  continue  to  see  a 14% 
annual  growth. 

Whether  the  president  will  get 
the  cuts  remains  another 
question,  however,  as  the 
chairman  of  the  House  Ways  and 
Means  Committee,  Dan 
Rostenkowski  (D-IL),  has  said  that 
the  proposals  aren’t  feasible  and 
“do  not  have  congressional 
support  on  either  side  of  the 
aisle.” 


The  president  has  proposed 
that  more  than  70%  of  the  cuts 
come  from  Medicare  payments  to 
hospitals. 


Medicare  Losses  Reach 
$266  Per  Patient 

A new  Georgia  Hospital 
Association  report  on  Medicare 
payments  to  hospitals  projects 
that  hospitals  will  lose  from  $165 
to  $266  on  every  Medicare  patient 
this  year. 

Since  1986,  hospitals’  Medicare 
payments  have  consistently 
covered  less  and  less  of  Medicare 
costs,  the  study  shows,  with  the 
brunt  of  the  shortfall  being  felt  by 
the  state’s  smaller  hospitals. 
Institutions  with  fewer  than  100 
beds  saw  a .05%  Medicare  loss  in 
1986,  growing  to  a 4.24%  loss  the 
following  year,  a 6.94%  loss  in 
1988,  and  a projected  9.6%  loss 
for  this  year.  In  actual  dollars, 
that  translates  to  a $266  loss  for 
every  Medicare  patient  those 
hospitals  treat  in  1989. 

Though  larger  institutions 
haven’t  seen  such  a dramatic 
loss,  their  Medicare  payments 
reflect  the  same  downward  trend. 
Projections  for  1989  are  that 
hospitals  with  250  to  399  beds 
will  see  a 6.23%  loss  on  Medicare 
(or  $261  per  patient),  and 
hospitals  with  400  beds  or  more 
will  experience  a 3.39%  loss  (or 
$165  per  patient). 

The  study  was  conducted  for 
GHA  by  Health  Care  Investment 
Analysts,  Inc.,  of  Baltimore,  MD. 
The  hospital  association  points 
out  that  the  Medicare  shortfall, 
coupled  with  the  even  greater 
payment  deficits  of  Medicaid  and 
the  large  number  of  indigent 
patients,  is  why  health  care  costs 
and  insurance  rates  are  high. 
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QUIET  THOUGHTS 


The  Price  We’ve  Paid 

Rise  up  from  prosaic  bonds  of  fear 
Abandon  your  bias  and  your  hate 
Acknowledge  your  love  for  those  who  are  dear 
Proclaim  your  strength,  do  not  hesitate. 

There  are  those  who  whimper  and  fall  aside 
Afraid  to  face  the  perversity  ahead. 

Advance  in  victory  over  self  pity  and  pride 
And  crush  those  cowardly  faults  we  dread. 

The  day  will  come  when  we’ll  all  join  hands 
And  close  the  breach  that  man  has  made 
As  peace  will  reign  over  all  the  lands 
And  tears  will  flow  at  the  price  we’ve  paid. 

Nostalgia 

Was  it  only  yesterday  that  1 watched  them  talk 
The  folks  that  seemed  so  old  to  me? 

They  spoke  of  days  long  since  passed 
No  mention  of  the  future  or  what  could  be. 

1 thought  it  odd  that  only  things  now  gone 
Could  be  the  best  there  ever  has  been. 

But  now  1 can  see  as  the  years  go  by 

How  bright  the  past  glows  as  the  future  grows  dim. 

John  C.  House,  M.D. 
Family  Practitioner 
Winder 


\ 


We  invite  contributions  to  this  Department.  Please  send  them  do  the  Journal, 
938  Peachtree  St.,  Atlanta  30309. 


COpITTEfiTO 

EXCELLENCE 


Presenting 

the  winners  of  the  1989 

Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  health-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Joseph  B.  Edwards  Kris  J.  Knowles 


Ralph  J.  Veal 


Joseph  A.  Cogbill 


Turn  to  the  following  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 


MAY  1989,  Vol.  78 


247 


YOUR  ROCHE  EEPRESENIMWE 
WOOED  LIKE  YOU  TO  HAVE 
SOMETHING  THAI  WILL... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice. 


Working  today  for  a healthier  tomorrow 
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'Nizatidine 


mn 


Enhances  compliance 


Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

in  a Convenience  Pak  survey  (N = 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 


Pharmacists  save  time 
at  no  exti’a  cost 

■ Ihe  Convenience  Pak  saves  dis 
minimizes  handling 


The  Convenience  P 
promotes  patient  coun 

■ Pharmacists  dispensing  the  Axid  Convenience  Pa 


encourage 

satisfaction 


AXID® 

nizatidine  capsules 

Brief  Summary 

Consult  the  package  literature  for  complete  information. 

Indications  and  Usage:  Axid  is  indicated  tor  up  to  eight  weeks  for  the  treatment  of 
active  duodenal  ulcer.  In  most  patients,  the  ulcer  will  heal  within  four  weeks. 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h.s.  after  healing  of  an  active  duodenal  ulcer.  The  consequences 
of  continuous  therapy  with  Axid  for  longer  than  one  year  are  not  known. 
Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to  o^er 
Hi-receptor  antagonists. 

Precautions:  General  - 1 . Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2.  Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  parents  with  moderate  to  severe  renal  insufficiency. 

3.  Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not  been 
done.  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients  with  normal 
renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of  nizatidine 
is  similar  to  that  in  normal  subjects. 

Laboratory  Tests -False-positive  tests  for  urobilinogen  with  Muitistix®  may 
occur  during  therapy  with  nizatidine. 

Drug  Interactions -Uo  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam.  lidocaine.  phenytoin.  and  warfarin  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme  system: 
therefore,  drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not 
expected  to  occur.  In  patients  given  veiV  high  doses  (3,900  mg)  of  aspirin  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizatidine,  fSO  mg  b.i.d.,  was 
administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  - A two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the 
recommended  daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic 
effect.  There  was  a dose-related  increase  in  the  density  of  enteiochromaffin-like 
(ECL)  cells  in  the  gastric  oxyntic  mucosa.  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice;  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo  Female 
mice  given  tiie  high  dose  of  Axid  (2,000  mg/kg/day.  about  330  times  the  human 
dose)  showed  marginally  statistically  significant  increases  in  hepatic  carcinoma 
and  hepatic  nodular  hyperplasia  with  no  numerical  increase  seen  in  any  of  the  otiier 
dose  groups.  The  rate  of  hepatic  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevations).  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  In  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  sjrnthesis, 
sister  chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration 
tests,  and  a micronucleus  test. 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 

Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Betted  rabbits 
at  doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect;  but,  at  a dose  equivalent  to  300  times  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights.  On  intravenous  administration  to  pregnant  New  Zealand  white  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced  ventiicular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
fetus.  There  are,  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  It  is  also  not  known  whether  nizatidine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproduction  capacity.  Nizatidine  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  nsk  to  tiie 
febis. 

Nursing  Moffters -Studies  conducted  in  lactating  women  have  shown  that 
<0.1%  of  the  administered  oral  dose  of  nizatidine  is  secreted  in  human  milk  in 
proportion  to  plasma  concentrations.  Caution  should  be  exercised  when  adminis- 
tering nizatidine  to  a nursing  mother. 

Pediatric  Use  - Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalities  are  also  simllarto  those  seen  in  other  age  groups.  Age  alone  may 
not  be  an  important  factor  in  the  disposition  of  nizatidine.  Elderly  patients  may  have 
reduced  renal  function. 

Advene  Reactions:  Clinical  tnals  of  nizatidine  included  almost  5,000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled  tiials 
included  over  1 ,900  patients  given  nizatidine  and  over  1 ,300  given  placebo  Among 
reported  adverse  events  in  ^e  domestic  placebo-controlled  tnals,  sweating  (1  % vs 
0.2%),  urticaria  (0.5%  vs  < 0.01  %),  and  somnolence  (2.4%  vs  1 3%)  were  signifi- 
cantly more  common  in  the  nizatidine  group  A variety  of  less  common  events  was 
also  reported;  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine. 

H^atic  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
[ASTj.  S(3PT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  patients  and  was 


possibly  or  probably  related  to  nizatidine.  In  some  cases,  there  was  marked 
elevation  of  SGOT.  SbPT  enwmes  (great 

SGPT  was  greater  than  2.000  lU/L.The  overall  rate  of  occurrences  of  elevated  liver 


enzymes  and  elevations  to  three  times  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in  placebo-treated 
patients.  All  abnormalities  were  reversible  after  discontinuation  of  Axid. 

Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomatic ventricular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects. 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocnne  - Clinical  pharmacology  studies  and  controlled  clinical  tiials  showed 
no  evidence  of  antiandrogenic  activity  due  to  Axid.  Impotence  and  decreased  libido 
were  reported  with  equal  freouency  by  patients  who  received  Axid  and  by  those 
given  placebo.  Rare  reports  of  gynecomastia  occurred. 

Wema/o/ogrc  - Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H?-receptor  antagonist  On  previous  occasions,  this 
patient  had  experienced  thrombocytopenia  while  taking  other  drugs.  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 

/nfegumenfa/ - Sweating  and  urticaria  were  reported  significantly  more  fre- 
quently in  nizatidine-  than  in  placebo-treated  patients.  Rash  and  exfoliative  dermati- 
tis were  also  reported. 

Hypersensitivity  - As  with  other  H?-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administration  of  nizatidine  have  been  reported  Because  cross-sen- 
sitivity in  this  class  of  compounds  has  been  observed.  Hrreceplor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensitivity 
to  these  agents.  Rare  episodes  of  hypersensitivity  reactions  (eg,  bronchospasm, 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

Other  - Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia.  fever,  and  nausea  related  to  nizatidine  administration  have  been 
reported 

Ovardosage:  Overdoses  of  Axid  have  been  reported  rarely.  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 

Signs  and  Symptoms  -There  is  little  clinical  expenence  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizatidine  have  exhibited 
chohnergic-type  effects,  including  lacnmation,  salivation,  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  800  mo/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys 
were  not  lethal  Intravenous  median  lethal  doses  In  the  rat  and  mouse  were  30l 
mgAg  and  232  mg/kg  respectively. 

Treatment  -To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  F*oison  Control  Center  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physicians'  Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  multiple  drug  over- 
doses, interaction  among  drugs,  and  unusual  drug  kinetics  in  your  patient 

If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitoring  and  supportive  therapy  Renal  dialysis  lor 
tour  to  six  hours  increased  plasma  clearance 
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“It’s  Up  To  Youth” 

A Teen  Health  Forum 

Barbara  Tippins 


Balloons,  bands,  banners,  box 
lunches,  beautiful  weather, 
and  a setting  on  the  campus  of  the 
historic  University  of  Georgia  are  the 
makings  of  a very  special  day!  And 
a very  special  day  was  what  the 
Auxiliary  to  the  Medical  Associa- 
tion of  Georgia  had  in  mind  when 
they  envisioned  a teen  health  fo- 
rum. 


Why  A Teen  Health 
Forum? 

Teens  have  been  identified  as  a 
segment  of  society  whose  health  has 
not  improved  over  the  years  but  is 
fraught  with  problems  instead.  The 
American  Medical  Association 
(AMA)  was  concerned  with  this  sit- 
uation and  conducted  a study  to 
ascertain  why  it  existed.  AMA  then 
requested  that  state  medical  soci- 
eties and  auxiliaries  give  top  prior- 
ity to  adolescent  health. 

Realizing  that  the  problems  fac- 
ing the  adolescent  population  of 
Georgia  are  monumental  and  many 
faceted  and  armed  with  statistics 
and  a real  concern  for  the  health 
and  welfare  of  the  youth,  Mrs.  Jan 
Collins,  President  of  the  Auxiliary 
to  the  Medical  Association  of  Geor- 
gia (A-MAG),  Mrs.  Connie  Menen- 
dez,  A-MAG  Health  Project  Chair- 
man, and  the  author,  A-MAG 
Adolescent  Health  Chairman,  set 
out  to  design  a forum  aimed  at  ad- 
olescent health  improvement.  The 
goals  of  the  program  were: 


1)  To  educate  the  young  people 
and  their  instructors  on  the 
true  facts  of  teenage  prob- 
lems. 

2)  To  offer  alternate  lifestyles  for 
improved  health. 

3)  To  encourage  the  participants 
to  return  to  their  schools  and 
develop  a program  which 
would  share  the  information 
they  had  gleaned. 


The  entire  format  of  the  program 
was  envisioned  as  an  upbeat  one, 
educational,  positive  and  support- 
ive, with  elements  of  entertainment 
and  fun  included  to  make  the  event 
memorable.  Designed  around 
methods  of  gaining  self-esteem,  de- 
veloping decision-making  skills, 
and  choosing  healthy  lifestyles,  the 
forum  was  to  be  a way  for  teenagers 
to  openly  discuss  the  pressures  that 
lead  to  negative  behavior. 

In  order  for  the  program  to  be 
successful,  a strong  commitment 
and  involvement  from  the  physi- 
cians was  necessary.  When  she  ad- 
dressed the  MAG  Board  of  Direc- 
tors, Mrs.  Collins  outlined  the  two- 
fold plan: 

( Continued  on  p.  252) 


Barbara  Tippins  (Mrs.  William)  is  a Past  President 
of  A-MAG.  She  currently  serves  as  Chairman  of  the 
Adolescent  Health  Committee  and  is  a nominated 
Southern  Director  for  the  AMA  auxiliary.  Mrs.  Tip- 
pins and  Mrs.  Connie  Menendez  co-chaired  the 
"It’s  Up  To  Youth"  teen  health  forum. 


Teen  Health  Forum 
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Dr.  Bill  Collins  leads  a workshop  dealing  with  the  dangers  of 
steroid  use  among  teens. 


All  work  and  no  exercise  makes  for  dull  minds  and  bodies. 
Students  were  encouraged  to  include  exercise  into  their  healthy 
lifestyles. 
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Teresa  Edwards,  a student  at  UGA,  in- 
spired the  students  by  sharing  her  ex- 
perience of  winning  an  Olympic  Gold 
Medal  in  basketball. 


Dr.  Ed  Fowler  speaks  to  a group  of  teens  in  the  workshop 
he  led  on  postponing  teen  sex. 


Crawford  Long  auxilians  distribute  lunches  to  the  stu- 
dents attending  the  Health  Forum.  They  wore  the  official 
T-Shirt,  “It’s  Up  To  Youth,  ” which  was  later  distributed 
to  the  students  as  well. 
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1)  The  production  of  a teen 
health  forum  on  the  state 
level. 

2)  The  development  of  a “how- 
to” design  to  be  adapted  and 
utilized  by  county  medical  so- 
cieties/auxiliaries for  local 
adolescent  health  programs. 

The  MAG  Board  of  Directors  en- 
dorsed the  plan  and  agreed  to  lend 
financial  support  and  personal  in- 
volvement when  requested. 

Over  a year  was  spent  in  planning 
and  designing  the  forum.  Working 
with  Carole  Middlebrooks,  Alcohol 
and  Drug  Abuse  Education  Coor- 
dinator for  the  University  of  Geor- 
gia, MAG,  A-MAG,  and  the  Univer- 
sity formed  a team  and  created  the 
March  14,  “It’s  Up  To  Youth”  day. 

Twelve  classroom-style  work- 
shops were  planned  to  be  con- 
ducted simultaneously  three  times 
during  the  progress  of  the  day.  Phy- 
sicians, other  professionals,  and 
auxilians  were  contacted  to  serve 
as  the  faculty  to  conduct  these 
workshops  on  the  following  teen 
problems:  Sexual  Involvement, 
Sexually  Transmitted  Diseases 
(STDs),  AIDS,  Alcohol,  Drugs,  To- 
bacco Use,  Eating  Disorders,  Stress 
and  Depression,  Teen  Suicide,  Ac- 
cidents and  Head  and  Spinal  Inju- 
ries, Date  Rape,  and  Physical  and 
Sexual  Abuse. 

Equal  time  was  given  to  work- 
shops on  “Positive  Addictions”: 
Lasting  Values,  Building  Self-es- 
teem, Grooming,  Decision-making 
Skills,  Safe  Exercise,  Dangers  of 
Steroid  Use,  Eating  Smart,  and  Feel- 
ing Good  About  Oneself.  The  un- 
derlying message  of  all  the  work- 
shops was  “Reach  for  your 
potential;  be  the  best  you  can  be, 
and  enjoy  life  while  you  are  doing 
this.” 

Inspirational  speakers  and  role 
models  were  selected,  snacks  and 
lunches  were  planned;  the  music 
and  fun  were  scheduled;  the  Craw- 
ford W.  Long  Medical  Auxiliary 
agreed  to  act  as  the  hostess  auxil- 
iary from  Athens;  and  the  Tate  Stu- 
dent Center  of  the  University  was 
procured.  All  that  remained  to  be 
done  was  to  contact  the  schools 
and  give  them  the  good  news. 


Mrs.  Jan  Collins,  President  of  A-MAG,  enthusiastically  welcomes  the  stu- 
dents to  the  Teen  Health  Forum  at  UGA. 


Letters  were  written  to  school 
principals.  In  the  meantime, 
auxilians  visited  the  schools  to  talk 
with  instructors  to  furnish  more  in- 
formation and  to  answer  any  ques- 
tions they  might  have  concerning 
the  program. 

The  response  was  great!  Sched- 
uling and  assignments  were  pro- 
grammed into  a computer.  When 
all  of  the  courses  were  filled,  nearly 


700  students  and  100  instructors 
were  accommodated  and  sched- 
uled. There  were  still  some  schools 
wishing  to  come  who  had  to  be 
turned  away. 

Resource  pamphlets  and  mate- 
rials were  gathered  from  the  various 
health  agencies  and  placed  in 
packets  for  the  students  and  in- 
structors. An  additional  packet  was 
compiled  for  the  instructors  use.  It 
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included  a copy  of  the  MAG  Ado- 
lescent Health  video,  “Scenarios” 
on  making  choices. 

As  the  project  took  shape,  enthu- 
siasm and  interest  grew.  Rick  Stan- 
cil.  Director  of  the  Georgia  Com- 
mission on  Children  and  Youth,  was 
sent  a packet  of  information  con- 
cerning the  forum.  The  result  was 
a beautiful  proclamation  signed  by 
Governor  Joe  Frank  Harris,  desig- 
nating March  14,  1989,  “It’s  Up  To 
Youth  Day”  and  commending  the 
Auxiliary  to  MAG  for  their  efforts  to- 
wards educating  the  young  people 
of  Georgia.  (See  p.  259.) 

Finally  the  big  day  arrived!  The 
stage  was  set,  with  the  balloons 
floating  gaily  over  the  platform;  the 
banner  boldly  proclaiming  “It’s  Up 
To  Youth”  was  in  place;  snacks  were 
ready;  the  resource  packets  and 
programs  were  placed  on  the  seats 
in  the  meeting  hall;  all  were  await- 
ing the  arrival  of  the  students.  They 
began  to  arrive  at  7:45  a.m.  in  small 
trickles,  but  as  the  8:45  a.m.  open- 
ing time  neared,  their  numbers 
swelled.  All  of  the  registered 
schools  were  accounted  for,  plus 
three  unregistered  schools  who  ap- 
peared unannounced! 

Dr.  William  C.  Collins,  Chairman 
of  MAG’s  Board  of  Directors,  was  a 
dynamic  Master  of  Ceremonies.  He 
welcomed  the  participants,  tried  to 
recruit  them  all  for  admission  to  the 
University  of  Georgia,  and  then  got 
about  the  business  of  the  day. 


Highlights 

Dr.  Jack  Menendez,  Immediate 
Past  President  of  MAG,  gave  the  In- 
vocation and  led  the  Pledge  of  Al- 
legiance to  the  Flag. 

Dr.  Joseph  P.  Bailey,  Jr.,  President 
of  MAG,  read  the  Proclamation  from 
the  Governor  and  welcomed  the 
guests. 

Mrs.  Jan  Collins,  President  of  the 
Auxiliary  to  the  MAG,  welcomed 
everyone  and  gave  a brief  history  of 
how  the  program  came  to  be. 

Alpha  Delta  Pi  Sorority  ensem- 
ble, the  Diamond  Girls,  sang  songs 
such  as  “Wind  Beneath  My  Wings” 
and  “Out  Here  Alone.” 


Ray  Goff,  the  new  Head  Football 
Coach  for  the  University  of  Georgia, 
shared  insights  from  his  perspec- 
tive. He  expressed  these  tenets: 
“Everybody  has  pressures;  life  is  not 
easy,  it  is  tough  — the  biggest  chal- 
lenge you  will  ever  face.  You  have 
to  believe  in  yourself,  have  a dream, 
and  believe  in  God.  Remember,  lit- 
tle eyes  are  looking  up  to  you  — if 
you  ever  have  doubts  about  some- 
thing, don’t  do  it.” 


Dr.  Martin  Moran,  a pediatrician 
with  the  Sandy  Springs  Pediatrics 
and  Adolescent  Medicine  Clinic, 
was  the  Keynote  Speaker.  He  told 
the  students,  “Living  in  America  is 
the  greatest  thing  on  earth,  because 
you  have  the  luxury  of  making  free 
choices  . . . the  choice  you  make  is 
your  destination;  the  way  to  achieve 
the  goal  or  destination  is  the  jour- 
ney. The  ingredients  of  your  actions 
are  dedication,  determination,  in- 


Dr.  Bill  Collins,  Chairman  of  MAG’s  Board  of  Directors,  was  the  dynamic 
Master  of  Ceremonies  for  the  Teen  Health  Forum. 
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(L-R)  Barbara  Tippins,  of  Atlanta,  and  Connie  Menendez,  of  Macon,  co- 
chaired the  Teen  Health  Forum,  “It’s  Up  to  Youth." 


MAG  Past  President  Jack  Menendez  points  out  the  health  consequences  of 
smoking  to  a group  of  teens  attending  a workshop  on  that  subject. 


terest,  concern,  thoughtfulness.  No 
nation  can  survive  without  its  youth 
returning  and  remaining  in  school.” 

The  breakout  sessions  were  in- 
terspersed with  other  activities.  Toni 
Malcolm  of  Creative  Conditioning 
conducted  a lively  and  vigorous 
aerobic  exercising  session  . . . the 
young  have  real  stamina.  . . ! 

All  ninth  grade  students,  some 
237,  participated  in  a Health  Risk 
Survey,  dubbed  just  for  the  day, 
“HQ-Health  Quotient,”  conducted 
by  Mrs.  Marsha  Wilkinson,  Project 
Director  of  the  Department  of  Hu- 
man Resources,  Georgia  Public 
Health  Office.  They  seemed  to  en- 
joy the  experience  of  receiving  an 
immediate  analysis  of  their  health 
habits. 

The  Derbies  Pep  Band,  a com- 
ponent of  the  U.G.A.  Redcoat  Band, 
conducted  by  Donnie  Schofield, 
played  a stirring  medley  of  UGA 
“fight”  songs  and  pep  rally  tunes 
while  lunch  was  being  consumed. 


Frances  Frazier,  1988  Miss  Georgia,  en- 
tertained the  teens  with  songs  and  her 
wonderful  sense  of  humor. 
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With  dramatic  drum  rolls  and 
musical  interludes,  four  UGA 
college  students  presented  their 
views  on  “Roles  and  Goals.”  The 
overall  message  running  through- 
out each  of  their  presentations  was, 
“You  must  never  lose  sight  of  your 
goal;  apply  hard  work,  determina- 
tion, and  commitment  to  achieve 
it.” 

— Theresa  Edwards,  basketball 
player  and  Olympic  Gold  Med- 
alist, “Playing  basketball  was  my 
medium  to  meet  the  people  of 
the  world  and  learn  about  how 
they  live.  This  is  important  to 
me  because  1 come  from  a small 
town,  Cairo,  in  south  Georgia.” 


— Kevin  Brown,  a football  player 
for  UGA,  “It  was  sort  of  a shock 
to  me  when  1 finished  high 
school,  and  no  college  offered 
me  a scholarship,  but  1 wanted 
to  play  for  the  University  so  bad, 
1 decided  to  come,  and  asked 
the  coaches  to  let  me  try  out.” 
Kevin  became  a “walk  on”  for 
the  University  team  and  was 
awarded  a “Battlefield  Scholar- 
ship” by  Coach  Vince  Dooly  — 
practice  and  diligence  paid  off 
for  him. 

— Wycliffe  Loveless,  football  player 
for  the  University,  “1  wanted  to 
go  to  college  to  get  a degree  so 


1 could  get  a job;  my  degree  — 
my  goal.  Playing  football  served 
a dual  purpose  — to  get  the  de- 
gree, 1 had  to  play  football  and 
to  play  football,  I had  to  keep 
up  my  grades.  This  motivated 
me  to  study  harder.”  Wycliffe 
told  the  audience  how  he  came 
back  from  four  surgical  proce- 
dures to  play  first  string  defen- 
sive end  for  the  Georgia  Bulldog 
football  team. 

— Laura  Wood,  Drum  Major,  Uni- 
versity Redcoat  Band,  “Never 
think  your  role  in  life  is  insig- 
nificant; you  can  make  a differ- 
ence in  so  many  ways.  For  a 
(Continued  on  p.  258) 


AMA  Publishes  Astonishing  Facts  About 

Adolescent  Health 


IN  December,  1986,  the  AMA  published  a White 
Paper  which  identified  not  ONE  but  FIVE 
areas  of  concern  which  contribute  to  the  poor 
quality  of  adolescent  health  — Teen  Sexuality/ 
Pregnancy,  Substance  Abuse,  Victimization, 
Psychologic  Disorders/Suicide,  and  Violence 
and  Trauma. 

The  following  statistics  are  taken  from  the 
Executive  Summary  of  the  White  Paper: 

Subst2uice  Abuse 

— Two-thirds  of  American  youth  use  an  illicit 
drug  before  they  finish  high  school,  and 
one  in  five  high  school  seniors  smokes  cig- 
arettes daily. 

— One  in  16  high  school  seniors  drinks  al- 
coholic beverages  daily,  and  41%  report 
that  they  have  consumed  five  or  more  drinks 
on  one  occasion. 

Sexuality/Pregnancy 

— Teenage  mothers  account  for  46%  of  all 
births  to  unmarried  women  and  a third  of 
all  abortions. 

— Two-thirds  of  all  sexually  active  adolescent 
girls  do  not  routinely  use  birth  control. 


— Maternal  mortality  is  2.5  times  higher  in 
girls  under  the  age  of  15  than  in  women  in 
their  twenties. 

Victimization 

— - 24%  of  all  fatalities  and  41%  of  all  serious 
injuries  in  reported  cases  of  physical  abuse 
involve  persons  age  12  to  17. 

— 6%  of  all  boys  and  15%  of  girls  experience 
sexual  abuse  by  the  age  of  16. 

— Half  of  all  rape  victims  are  less  than  18 
years  old. 

— 600,000  teenage  girls  and  300,000  boys 
work  as  prostitutes;  their  average  age  is  15. 

Psychologic  Disorders/Suicide 

— 5,000  persons  under  age  19  commit  sui- 
cide each  year,  and  50,000  attempt  it. 

— Up  to  10%  of  teenage  girls  suffer  severe 
eating  disorders  such  as  anorexia. 

Violence/Trauma 

— 80%  of  deaths  in  the  15-  to  24-year-olds  are 
secondary  to  accidents,  suicides,  and 
homicides. 

— Adolescents  are  responsible  for  a third  of 
all  violent  crimes. 
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WORKSHOP  SCHEDULE 

COIRSE LOCATION 

SEXUALITY  - LOVE  IS  A FOUR  LETTER  WORD 

The  desires  to  please  the  ones  we  love  are  powerful  forces  toward  sexual  intimacy. 

101  “Let's  Wait”  - Postponing  Teenage  Sexuality  Room  134 

PRESENTERS  John  E.  Fowler,  MD,  Clayton;  Margo  McKinley,  RN,  Milledgeville 
FACILITATOR  Mrs.  Sally  Darden,  Hall  Medical  Society  Auxiliary 

102  “Ignorance  Isn’t  Bliss”  - Sexually  Transmitted  Diseases  Room  142 

PRESENTER  Peter  M.  Payne,  MD,  Gynecologist,  practicing  at  the  University  of  Georgia  Health  Services,  Athens 
FACILITATOR  Mrs.  Toni  Shiver,  Richmond  Medical  Society  Auxiliary 

103  “Fight  Fear  With  Facts”  - AIDS  Room  137 

PRESENTERS  Thomas  L.  Lyons,  MD,  Obstetrician  and  Gynecologist,  former  University  of  Georgia  football  player  and  professional 
with  the  Denver  Broncos.  Team  physician  University  of  Georgia  Women’s  Basketball,  Athens; 

Maureen  Vandiver,  AIDS  Education  Facilitator,  Member  Dekalb  Medical  Society  Auxiliary 
FACILITATOR  Mrs.  Cherie  Haun,  Hall  Medical  Society  Auxiliary 

SUBSTANCE  ABUSE  DRUGS  ARE  A DRAG 

The  most  dangerous  drug  for  you  is  the  one  you  choose  to  use.  The  ones  you  don’t  use  can’t  hurt  you. 

111  “No  Genie  in  the  Bottle”  - Alcohol  Abuse  Room  143 

PRESENTER  Carole  Middlebrooks,  Coordinator  of  Alcohol  and  Drug  Abuse,  University  Georgia 
FACILITATOR  Mrs.  Betty  Dunn,  Newton-Rockdale  Medical  Society  Auxiliary 

112  “Blow  Your  House  Down”  - Tobacco  Abuse  Room  144 

PRESENTER  Jack  Menendez,  MD,  Surgery  and  Oncology,  Immediate  Past  President  of  the  Medical  Association  of  Georgia,  Macon 
FACILITATOR  Mrs.  Scotta  Kitchens,  Richmond  Medical  Society  Auxiliary 

113  “Sniff,  Snort,  Pop,  or  PufP’  - There's  No  Magic  Dragon  - Drug  Abuse  Room  141 

PRESENTER  Martha  Morrison,  MD,  Anchor  Hospital,  Atlanta 
FACILITATOR  Mrs.  Donna  McLarty,  Cobb  Medical  Society  Auxiliary 

ADOLESCENT  ABUSE  - TRUST  BETRAYED 

Parents  and  friends  must  not  betray  the  faith  and  trust  placed  in  them  by  teenagers. 

121  “Broken  Promises’’  - Neglect,  Physical.  Emotional  Abuse  Room  145 

PRESENTER  Joy  Maxey,  MD,  Pediatrician,  Atlanta 

FACILITATOR  Mrs.  Jane  Schwartz,  Richmond  Medical  Society  Auxiliary 

122  “Did  You  Really  Score???”  - Date  Rape  Room  140 

PRESENTERS  University  of  Georgia  SCOAR  Chapter,  Vernon  Hall.  Advisor,  Athens 
FACILITATOR  Mrs.  Kelly  McGinnis,  Hall  Medical  Society  Auxiliary 


EMOTIONAL  DISORDERS  — THINGS  ARE  NEVER  WHAT  THEY  SEEM 

Life  is  composed  of  highs,  middles,  and  lows.  Dealing  positively  with  lows  is  an  essential  part  of  growth. 

131  “Is  Anybody  Listening”  - Teen  Suicide  Room  139 

PRESENTER  Timothy  C.  Knowles,  Mental  Health  Assistant,  Fulton  County  Emergency  Mental  Health  Service.  Atlanta 
FACILITATOR  Mrs,  Linda  Gonzales,  Member-At-Large,  A-MAG 

132  “Lifestyle  Out  of  Control”  - Eating  Disorders  Room  136 

PRESENTER  Barbara  Nama,  ASCW,  Atlanta 
FACILITATOR  Mrs.  Betsy  Fowler.  Member-At-Large,  A-MAG 

133  “Dumping  the  Doldrums”  - Depression  and  Stress  Room  138 

Feeling  lonely,  bored,  scared,  frustrated,  inadequate,  rushed,  anxious 
PRESENTERS  Scott  Snyder,  MD,  Psychiatrist,  Athens;  W,  Theron  McLarty.  Jr.,  MD,  Psychiatrist,  Director.  Ridgeview 
Institute,  Smyrna 

FACILITATOR  Mrs.  Cheryl  Gotay,  Hall  Medical  Society  Auxiliary 


SAFETY  - IT’S  NO  ACCIDENT 

Automobile  and  other  accidents  are  the  number  one  cause  of  death  in  adolescents  . . . they  are  preventable. 

141  “All  the  King’s  Horses,  All  the  King’s  Men”  - Accidents;  Head  and  Spinal  Injuries  Room  135 

PRESENTERS  Robert  E.  Dicks,  MD,  Neurosurgeon,  former  University  of  Georgia  football  player,  UGA  Team  Physician, 

Athens.  Mrs.  Lynn  W,  Dicks.  Chairman,  National  Head  and  Spinal  Cord  Injury  Prevention  Program  for 
Northeast  Georgia,  Crawford  W.  Long  Medical  Society  Auxiliary,  Athens; 

Mr.  James  Aberson,  Spinal  Cord  Injuries  Special  Speaker 
FACILITATOR  Mrs.  Lucy  Baugh,  Baldwin  Medical  Society  Auxiliary 


201 

“Let’s  Wait”  - Postponing  Teenage  Sexuality 

Same  As  101 

Room  134 

202 

“Ignorance  Isn’t  Bliss”  - Sexually  Transmitted  Diseases 

Same  As  102 

Room  142 

203 

“Fight  Fear  With  Facts”  - AIDS 

Same  As  103 

Room  137 

211 

“No  Genie  in  the  Bottle  - Alcohol  Abuse 

Same  As  1 1 1 

Room  143 

212 

“Blow  Your  House  Down”  - Tobacco  Abuse 

Same  As  1 12 

Room  144 

“Sniff,  Snort,  Pop,  or  PufP’  - There's  No  Magic  Dragon  - Drug  Abuse 

Same  As  1 1 3 

Room  141 

'■Broken  Promises”  - Neglect,  Physical.  Emotional  Abuse 

Same  As  121 

Room  145 

‘Bid  You  Really  Score???”  - Date  Rape 

Same  As  122 

Room  140 

22 : 

■'Is  Anybody  Listening”  - Teen  Suicide 

Same  As  131 

Room  139 

232 

7 jfestvie  Out  of  Control”  - Eating  Disorders 

Same  As  132 

Room  136 

233 

'‘Diimping  the  Doldrums  - Depression  and  Stress 

Same  .As  133 

Room  138 

241 

“AH  the  King’s  Horses,  All  the  King’s  Men”  - Accidents:  Head,  and  Spinal  Injuries 

Same  As  141 

Room  135 
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COURSE 


WORKSHOP  SCHEDULE 


LOCAIION 


POSITIVE  ADDICTIONS  - A LUST  FOR  LIFE  - “Reach  Your  Potential” 

FITNESS  AND  EXERCISE 

Body  Language  - Your  body  tells  you  when  you  are  overdoing  a good  thing. 

301  “In  Training”  - Safe  exercise,  Hazards  of  Steroid  Use  Room  134 

PRESENTERS  William  B.  Mulherin,  MD,  Orthopedic  Surgeon  University  of  Georgia  Bulldog  Team  Physician,  Athens; 

Ron  Elliott.  MD,  University  of  Georgia  Bulldog  Team  Physician,  Athens 
FACILITATOR  Mrs.  Sally  Darden 

302  “In  Training  11”  - Same  As  Above  Room  1 39 

PRESENTER  Frank  Kelly.  MD,  Orthopedic  Surgeon,  Director  of  the  Sports  Medicine  Center,  Macon 
FACILITATOR  Mrs.  Linda  Gonzales 


GROOMING,  APPEARANCE,  VALUES  - LASTING  IMPRESSIONS 

303  “I  Feel  Pretty”  Improving  Self-image  (Girls  only) 

PRESENTERS  Chenault  Hailey.  MD,  Dermatologist,  Atlanta;  Ms.  Marianne  Broadbear,  President.  Success  Image  and  Young 
Sophisticate,  Atlanta 
FACILITATOR  Mrs.  Lucy  Baugh 

304  “Be  The  Best  You  Can  Be”  - Developing  Your  Potential 

(For  Girls  Only) 

PRESENTERS  Mrs.  Carol  Grant,  State  Chairman  Georgia  Junior  Miss  Scholarship  Program,  Bibb  Medical  Society  Auxiliary,  Macon; 
Ms.  Dana  Brown.  1987  Georgia  Junior  Miss,  Sophomore,  University  of  Georgia; 

Ms.  Diedre  Ross  - Cobb  County  Junior  Miss  1988,  Freshman,  University  of  Georgia,  Majorette; 

Ed  Lewis,  MD,  Dermatologist,  Athens 
FACILITATOR  Mrs,  Cheryl  Gotay 

305  “The  Man  In  The  Mirror”  - Developing  Individual  Potential 

(Boys  Only) 

PRESENTERS  Reverend  Pat  Seymour,  Episcopalian  Minister,  Athens;  Mr.  Dick  Ferguson,  Owner  of  Dick  Ferguson’s  Men's  Store, 
Athens; 

William  C.  Collins,  MD,  Orthopedic  Surgeon,  Atlanta 
FACILITATOR  Mrs.  Betsy  Fowler 

306  “The  Man  In  The  Mirror  II”  - Same  As  Above 

PRESENTERS  Rev.  Jon  Appleton,  Minister,  First  Baptist  Church,  Athens;  Dick  Ferguson,  Athens; 

William  C.  Collins,  MD,  Atlanta 
FACILITATOR  Mrs.  Cherie  Haun 


PEER  COUNSELING  - ASKING  FOR  HELP  IS  A SIGN  OE  STRENGTH,  NOT  WEAKNESS 

“\bu’ve  Got  a Friend” 

307  “Take  My  Hand”  - Peer  Counseling  Room  143 

PRESENTERS  Mrs.  Carole  Middlebrooks,  Coordinator,  University  of  Georgia  Graduate  Students 
FACILITATOR  Mrs.  Betty  Dunn 


DECISION-MAKING,  SELF-ASSERTIVENESS,  CHOICES 

“So  What  Are  You  Going  to  Do?” 

308  Medical  Association  of  Georgia  Film  for  Adolescents  - contains  scenarios  which  present  problems  faced  by  teenagers  and  suggest  methods  Room  144 

of  making  wise  decisions 

PRESENTER  Mark  Hutto,  MD,  Psychiatrist,  Atlanta 

FACILITATOR  Mrs.  Scotta  Kitchens 

309  Medical  Association  of  Georgia  Film  for  Adolescents  - contains  scenarios  which  present  problems  faced  by  teenagers  and  suggest  methods  Room  142 

of  making  wise  decisions 

PRESENTER  Joy  Maxey,  MD,  Pediatrician,  Atlanta 

FACILITATOR  Mrs.  Toni  Shiver 

310  Medical  Association  of  Georgia  Film  for  Adolescents  - contains  scenarios  which  present  problems  faced  by  teenagers  and  suggest  methods  Room  141 

of  making  wise  decisions 

PRESENTER  Martin  Moran.  MD,  Pediatrician.  Atlanta 

FACILITATOR  Mrs.  Donna  McLarty 

311  Medical  Association  of  Georgia  Film  for  Adolescents  - contains  scenarios  which  present  problems  faced  by  teenagers  and  suggest  methods  Room.  140 

of  making  wise  decisions 

PRESENTER  Steven  Lee,  MD,  Psychiatrist,  Medical  Director  of  Charter  Peachford  Hospital,  Atlanta 
FACILITATOR  Mrs.  Kelly  McGinnis 

VOLUNTEERISM  AND  COMMUNITY  SERVICES 

312  “There’s  A Place  For  Me”  - Community  services  to  help  others:  to  learn  new  skills:  and  to  help  prepare  for  future  careers.  Room  145 

PRESENTER  Mrs.  Alice  Asbell,  Bibb  Medical  Society  Auxiliary 
Mrs.  Joyce  Johnson,  Bibb  Medical  Society  Auxiliary 
FACILITATOR  Mrs.  Jane  Schwartz 


The  following  members  of  the  Medical  Association  of  Georgia  staff  were  instrumental  in  making  this  day  possible: 
Mrs.  Talitha  Russell  - Executive  Director  of  the  Auxiliary  to  the  Medical  Association  of  Georgia 
Mrs.  Sherry  Marsh  - Director  of  Public  Relations,  Medical  Association  of  Georgia 
Mr.  Daniel  Kohn  - Computer  Programmer,  Medical  Association  of  Georgia 
Ms.  Maureen  Franklin  - Secretary,  Medical  Association  of  Georgia 


Room  135 


Room  138 


Room  136 


Room  137 
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Ray  Goff,  head  coach  of  the  UGA  Bull- 
dogs, encouraged  teens  to  follow  tra- 
ditional values  as  they  faced  their  big- 
gest challenge:  life! 

feeling  of  real  power,  imagine 
that  you  are  the  Head  Drum  Ma- 
jor of  a big  college.  Thousands 
of  cheering  fans  have  filled  the 
stadium  and  are  waiting;  the 
team  is  ready;  but  nothing  can 
happen  until  you  give  the  signal 
to  start  playing  the  ‘Star  Span- 
gled Banner.’  That’s  real  power!” 

During  the  third  session  on  Lasting 
Impressions  — Positive  Addictions, 
Joel  Williams,  Atlanta  Falcon  foot- 
ball player,  encouraged  the  stu- 
dents to  choose  a goal,  work  hard 
to  achieve  it,  keep  fit,  and  stay  away 
from  drugs  and  alcohol.  He  fielded 
questions  from  the  audience.  He 
didn’t  think  mandatory  drug  screen- 
ing for  NFL  players  would  work.  He 
didn’t  feel  that  this  had  worked  in 
the  past.  He  wouldn’t  make  predic- 
I tions  about  the  coming  football 
. ason,  but  said,  “Of  course,  1 
/ -d  like  to  have  a winning  sea- 
'i  3,id  play  in  the  Super  Bowl.” 
Frances  Frazier,  “Miss  Georgia,” 


Keynote  speaker  Martin  Moran,  M.D.,  a 
pediatrician  in  Atlanta,  urged  students 
to  take  advantage  of  their  freedom  of 
choice  in  America  and  stay  in  school. 

1988,  wowed  everyone  with  her 
singing  and  stage  presence.  She  re- 
iterated that  everyone  has  a pur- 
pose in  life.  Commitment  and  dis- 
cipline can  help  to  reach  any  goal. 
When  disappointments  come,  put 
aside  your  pride,  recommit  and  per- 
severe. The  best  advice  her  mother 
ever  gave  her  was,  “Frances,  be  the 
best  YOU  that  you  can  be;  you’d 
make  a lousy  somebody  else.” 

Students  and  teachers  received  a 
T-shirt  bearing  the  “It’s  Up  To  Youth” 
logo,  designed  by  Mac  Sims,  a pre- 
med  student  from  Valdosta  State 
College. 

Comments  overheard  from 
teachers  and  students  alike  were: 
“Awesome,”  “Wonderful  program,” 
“Well-planned,  comprehensive  and 
smoothly-run,”  “The  best  I have  at- 
tended, wonderful.”  “When  are  you 
going  to  do  this  again?”  . . . that  was 
the  general  feeling  of  everyone. 
Comments  from  one  physician 
speaker,  “As  1 spoke,  I noticed  such 
bright,  alert  eyes  looking  at  me,  ea- 


ger to  hear  each  word  I said.”  Oth- 
ers comments  were,  “I  never  saw 
such  well-behaved  children!” 


A one-day  event  is  not  the  cure- 
all  for  adolescent  problems, 
but  it  is  a beginning.  The  more  truths 
and  facts  teens  can  receive,  the 
more  impact  education  will  have, 
if  not  tomorrow,  down  the  line.  To 
make  a real  impact  on  the  improve- 
ment of  the  health  status  of  ado- 
lescents, experts  tell  us,  everyone 
— the  medical  community,  parents 
and  families,  schools,  churches,  the 
protection  agencies,  the  social 
services,  the  media,  the  entertain- 
ment, and  sports  figures  — every- 
one — must  give  the  same  strong 
message: 

— Alcohol  and  drug  abuse  is  de- 
structive. 

— Sexual  involvement  can  result 
in  STDs  and  unplanned  pregan- 
cies. 

— Smoking  and  tobacco  use  is 
hazardous  to  your  health. 

— Out-of-control  eating,  binging, 
and  purging  can  lead  to  health 
problems  and  sometimes  death. 
— Stress,  depression,  feelings  of 
low  self-worth  are  detrimental 
to  a person’s  well-being  and  can 
result  in  suicide. 

These  messages  need  to  be  on- 
going and  stable  — no  mixed  mes- 
sages. Teens  need  quality  time 
spent  with  caring  adults. 

Anchor  Hospital,  Ridgeview  Hos- 
pital, Floyd-Polk-Chattooga  Medi- 
cal Auxiliary,  Dr.  and  Mrs.  James 
Kaufmann,  Mrs.  Carole  Middle- 
brooks,  and  the  Department  of  Stu- 
dent Affairs  at  UGA  helped  to  un- 
derwrite some  of  the  expenses  of 
the  event.  Channel  5,  WAGA  TV 
(CBS),  developed  and  showed  a 
public  service  announcement  to 
publicize  the  program  and  Channel 
8 was  there  to  film  the  entire  day. 
Grateful  appreciation  has  been  ex- 
pressed to  each  of  these  generous 
individuals  and  businesses. 
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BY  THE  GOVERNOR  OF  THE  STATE  OF  GEORGIA 


i 


WHEREAS: 


WHEREAS : 


WHEREAS ; 


WHEREAS : 


A PROCLAMATION 


"IT'S  UP  TO  YOUTH"  DAY 


Adolescents  are  the  only  segment  of  the  United 
States  population  whose  health  status  has  not 
improved  in  the  past  30  years;  and 

Both  the  morbidity  and  mortality  rates  for 
adolescents  are  11  percent  higher  today  than  20 
years  ago;  and 

There  are  over  300,000  teens  ages  15  - 17  living 
in  the  State  of  Georgia,  and  it  is  vital  that 
their  health  care  needs  are  addressed;  and 

The  Medical  Association  of  Georgia  and  the 
Auxiliary  to  the  Medical  Association  of  Georgia 
are  committed  to  improving  the  broad  health  care 
needs  of  these  adolescents;  and 


WHEREAS:  The  Auxiliary  to  the  Medical  Association  of 

Georgia  is  sponsoring  the  "It's  Up  To  Youth"  Teen 
Health  Forum  as  an  effort  to  educate  teens  on  the 
importance  of  maintaining  their  health  and 
well-being;  and 

WHEREAS:  "It's  Up  To  Youth"  will  offer  over  600  high  school 

students  an  opportunity  to  learn  more  about 
teenage  pregnancy,  substance  abuse,  the  advantages 
of  completing  high  school  and  having  positive 
self-esteem,  so  that  they  can  initiate  school 
projects  to  address  these  types  of  problems  among 
their  peers;  now 

THEREFORE:  I,  Joe  Frank  Harris,  Governor  of  the  State  of 

Georgia,  do  hereby  proclaim  the  day  of  March  14, 
1989,  as  "IT'S  UP  TO  YOUTH"  DAY  in  Georgia  in 
honor  of  this  educational  forumc  and  in  recognition 
of  the  Auxiliary  to  the  Medical  Association  of 
Georgia  for  its  efforts  in  providing  for  the 
health  and  well-being  of  our  youth. 

IN  WITNESS  WHEREOF,  I have  hereunto  set  my  hand 
and  caused  the  Seal  of  the  Executive  Department  to 
be  affixed.  This  14th  day  of  March  1989. 


SENIOR  EXECUTIVE  ASSISTANT 


I 


t^s  true  that  diabetes  is  no  longer  the 
grim  diagnosis  it  once  was.  With 
every  new  discovery  and  innovation^ 
the  disease  has  less  power  over  a patient^s 
life.  But  the  really  good  news  is  that  now 
your  patients  with  diabetes  can  get  the 
full  benefit  of  all  these  innovations  at  one 
place-our  state-of-the-art 
Diabetes  Medical  Center  The 
nursing  staffs  diabetic  educa- 
tor^ dietitian^  social  worker^ 
occupational  therapist  and 
physical  therapist  are  specially 
trained  to  provide  these  inno- 
vative treatments.  We  con- 


NOW  YOU 
CAN  GIVE 
YOURPAreNTS 

j j H centrate  on  the  lifestyle  and 

I livelihood  of  your  patients- 

helping  them  take  control 
throughmedication^self- 

B ^ ® ^ ■ monitorings  diet  and  exercise. 

IBETEf  We  work  with  you  to  design 
I Ev#  the  treatment  and  education 
program  that^s  right  for  each  individual 
patient.  We  even  offer  our  daily  classes 
to  outpatients  with  individual  instruction 
as  you  require.  And  we  keep  you  abreast 
of  pr^ess  regularly 

Tbe  Diabetes  Medical  Center 
is  supported  by  the  full  resources  of 
DeK^b  Medical  Center.  So  you  can 
count  on  cost-effective  care  and  a highly- 
skilled  professional  staff. 

The  Diabetes  Medical  Center.  The 
good  news  about  diabetes. 

For  patients  and  physicians. 

For  more  information^  call 

297-5397 


DeKalb  Medical  Center 
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A-MAG’s  Legislative  Performance 


Cheryl  Dennis 


(L-R)  Grace  Walden,  1988-89  President-elect,  A-MAG;  Cheryl  Dennis,  Chair- 
man of  Legislation  Committee;  Governor  Joe  Frank  Harris;  Jan  Collins, 
1988-89  President  of  A-MAG. 


For  those  who  like  to  be  where 
the  action  is,  zoom  in  your  cam- 
era, turn  up  the  lights  and  sound, 
and  focus  on  LEGISLATION.  It’s 
thrilling  and  exciting  to  be  inter- 
viewing Georgia’s  celebrity  players 
at  the  Capitol,  calling  them  on  the 
phone,  knowing  the  inside  scoop, 
and  being  the  first  to  call  your 
friends  with  the  hot  headlines 
straight  from  the  Capitol. 

The  A-MAG  Legislative  team  got 
off  to  a fast  start  this  year  at  an  early 
summer  meeting  to  make  plans  for 
an  up-to-date  Key  Contact  Program, 
a statewide  networking  plan,  and 
most  importantly,  the  A-MAG  “Hot- 
line” phone  bank. 

Our  action  and  celebrity-minded 
president,  Jan  Collins,  devoted  a big 
part  of  the  Winter  Executive  Board 
Meeting  spotlight  to  legislation.  The 
program  was  called  “Some  Like  It 
Hot”  and  featured  stars  like  Paul 
Shanor,  Richard  Greene,  Joe  T. 
Wood,  Dr.  Ralph  Tillman,  and  Dr. 
Steven  Marlowe.  To  top  off  the 
morning,  Mrs.  June  Bratcher  of  the 
Texas  Medical  Association  Auxil- 
iary, spoke  to  us  about  auxilians 
influencing  political  campaigns. 

By  now,  the  clock  was  running 
out  for  1988,  but  not  before  Anna 
Kathryn  Brown  of  the  Auxiliary  to 
the  Medical  Association  of  Atlanta 
and  her  “Focus  and  Action”  team 
could  instigate  an  “X”  Out  A Day  At 
The  Capitol  program.  They  hand 
delivered  reminders  about  the  im- 
portance of  planning  a day  at  the 
legislature  to  every  physician  in  the 
metro  Atlanta  area. 


With  the  New  Year  came  the 
opening  of  the  1989  Georgia 
General  Assembly  ...  the  moment 
we’d  be  waiting  for.  The  curtain  is 
up,  and  our  members  go  to  work. 
Paul  Shanor  of  MAG  sends  hot  tips 
daily  over  the  wires  to  our  very  own, 
politically  savvy,  Talitha  Russell. 


Chetyl  Dennis  (Mrs.  Donald)  is  Chairman  of  A- 
MAG’s  Legislative  Committee. 


She  then  turns  the  story  over  to  the 
Hotline  leader  and  volunteers  for 
action.  The  phone  lines  buzz  as  they 
contact  physicians  all  over  the  state 
to  keep  them  abreast  of  the  issues. 
During  the  course  of  the  Session, 
63  volunteers  staffed  the  phone 
bank  for  126  hours.  Besides  calling 
physicians  on  key  issues,  auxilians 
signed  up  58  physicians  for  the  Phy- 
sicians’ Involvement  Program  (PIP). 
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Chairman  of  the  Auxiliary’s  Legislation  Committee,  Mrs.  Cheryl  Dennis, and 
Cobb  County  Senator  Roy  Barnes. 


On  January  3 1 , over  1 00  auxilians 
from  all  over  Georgia  came  to  At- 
lanta for  a Day  at  The  Capitol  and 
a first  hand  look  at  government  in 
action.  It  was  a busy  morning  of 
photo  sessions,  hand  shaking,  and 
getting  acquainted.  Buses  swished 
our  politically  minded  ladies  back 
to  the  Buckhead  Ritz  Carlton  for 
lunch  and  a shopping  potpourri. 

Also  in  January,  the  legislative 
pack  from  the  Hall  County  Auxiliary 
hosted  a very  successful  party  for 
their  legislators  at  the  home  of  Dr. 
& Mrs.  Cosmos  Hahn.  From  hearing 
Paul  Shanor’s  account  of  the  party. 
I’d  say,  “Hollywood,  eat  your  heart 
out!” 

It’s  not  over  yet,  and  this  writer 
will  reserve  judgment  until  the  final 
act.  Tomorrow  is  just  another  day, 
and  frankly,  my  dear,  1 do  give  a 
damn! 


Comprehensive  Care  For  Your  Patient 
Is  Within  Reach  at  CPC  Parkwood 


With  over  40  years  of  service  to  the 
Atlanta  community,  CPC  Parkwood  - 
Hospital  has  a proud  tradition  of 
excellence  in  comprehensive  patient 
care.  Our  progressive  treatment 
programs  are  designed  to  meet  the 
diverse  needs  of  patients  with 
difficult  problems. 


We  offer  adult,  adolescent,  and 
children’s  programs  for  psychiatric 
and  chemical  dependency  treat- 
ment— and  more.  We  specialize  in 
programs  for  treating  co-depen- 
dency, eating  disorders,  anxiety 
disorders,  and  the  impaired 
professional. 


When  a patient  requires  both  psychiatric 
and  chemical  dependency  care,  our  staff 
works  cooperatively  to  form  an 
individualized  treatment  plan. 
Our  intense  aftercare  programs 
foster  ongoing  recovery 
after  discharge. 

At  Parkwood,  our  dedication  to 
clinical  excellence  makes  the 
difference.  We  don't  just  treat 
problems,  we  help  people  lead 
healthier  lives. 


An  affiliate  of  Emory  I niversity, 
Parkwood  is  a 152-bed  psychiatric 
and  chemical  dependency  hospital. 


miij 
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1999  Cliff  Valiev  Wav,  N.E. 
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From  Around  the  State; 
Activities  of  County  Auxiliaries 


Allyce  North 


PART  OF  THE  JOY  of  volunteer 
work  is  the  sharing  of  ideas 
and  projects  that  have  occupied 
auxiliaries  around  the  state  of 
Georgia  each  year.  The  reporting 
of  these  varies  with  different 
auxiliaries;  some  choose  to 
highlight  a specific  project  and 
others  to  give  a general  overview 
of  the  year’s  work.  Following  are 
highlights  of  some  auxiliaries’ 
activities;  not  all  auxiliaries  are 
represented. 


The  Auxiliary  to  the  Bibb 
County  Medical  Society 

kicked  off  the  ’88-’89  year  by 
participation  in  “Safety  City,”  a 
program  initiated  by  the  American 
Red  Cross  to  increase  the  safety 
awareness  of  4 and  5-year-old 
children.  For  10  days  in  June,  50 
children  came  to  a “miniature 
city”  complete  with  streets, 
buildings,  and  traffic  signals, 
where  they  learned  to  “drive” 
seat-belt  equipped  big  wheels. 
They  attended  teaching  sessions 
on  water  safety,  bike  safety, 
poison  control,  fire  safety,  bus 
safety,  and  others.  Since 
accidents  are  the  leading  cause  of 
death  and  injury  to  our  children, 
it  is  hoped  this  experience  will 
help  to  save  the  life  of  a child. 

AMA-ERF  had  a most  successful 
year.  Gift  wrap  was  sold  and  the 


Holiday  Sharing  Card,  through 
which  our  physicians  donate  to 
AMA-ERF,  was  designed  by  local 
auxilian,  Gloria  Smith.  Our  largest 
fundraiser  was  our  benefit 
auction.  Nearly  $10,000  was 
raised  at  this  one  event,  bringing 
us  to  a total  of  $14,000  for  the 
year. 

“Postponing  Sexual  Involvement 
— You  Can  Say  No”  is  our  health 
project  being  presented  at  private 
schools  and  other  groups  in  Bibb 
County.  It  has  been  presented  to 
the  Bibb  County  Board  of 
Education,  and  they  have  given  a 
tentative  yes  to  allow  it  in  the 
public  schools.  Another  health 
project  is  the  promotion  of 
education  and  awareness  about 
AIDS.  The  auxiliary  arranged  for 
Dr.  Harold  Katner,  a well-known 
AIDS  specialist,  to  speak  to  the 
students  at  Southeast  High 
School.  AIDS  information 
pamphlets  will  be  distributed  for 
the  teens  to  read  and  share  with 
their  friends  and  families. 

In  October,  Auxiliary  members 
and  volunteer  physicians  from  the 
Bibb  County  Medical  Society 
helped  conduct  the  sixth  annual 
Mini-Health  Clinic  at  the  Bibb 
County  Sheriffs  Department. 

Allyce  North  (Mrs.  Alvin)  is  a member  of  the 
Auxiliary  to  the  Medical  Association  of  Atlanta. 
She  served  as  guest  editor  of  this  special  issue 
of  the  Journal. 


Auxilians  assisted  with  paper 
work,  weighing,  blood  pressure, 
and  collecting  laboratory  samples. 
Auxilians  have  also  helped 
doctors  from  the  Medical  Society 
who  volunteered  to  do  athletic 
physicals  at  local  high  schools 
three  times  during  the  year. 

Doctors’  Day  plans  include 
placing  flowers  in  local  hospitals 
and  churches  and  providing 
volunteers  for  the  breast 
examinations  at  the  annual  Cherry 
Blossom  Health  Fair.  We  are 
promoting  mammograms  and 
breast  exams  within  our  auxiliary 
by  having  an  RN  from  Focal 
Pointe  Women  speak  at  our 
February  meeting.  And  we  are 
distributing  American  Cancer 
Society  pamphlets  to  local 
physicians  for  enclosure  in  their 
monthly  billing.  Our  auxiliary  is 
continuing  to  promote  better 
health  care  in  our  community. 

The  Auxiliary  to  the  Cobb 
County  Medical  Society 

focused  this  year  on  three 
projects  for  the  community  health 
of  Cobb  County.  In  the  fall  we 
had  an  Auction  which  benefitted 
“The  Open  Gate,”  a child  abuse 
shelter  in  Cobb.  Our  members 
and  guests  were  generous  in  their 
donations,  and  it  was  a fun  social 
“togetherness”  for  our  auxiliary. 
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Carolyn  Moon,  President  of  the  DeKalb  County  Medical  Auxiliary,  shown 
here  painting  the  House  of  Hazards  located  in  the  DeKalb  County  Health 
Department. 


Then  our  physicians  and 
auxiliary  members  participated  in 
a blood  drive  in  March.  This  was 
an  important  event  for  our  county, 
helping  to  project  to  the 
community  that  physicians  care. 
Later  in  the  year,  we  presented  an 
“Alcohol  and  Women”  program 
with  Kennesaw  College,  The 
Junior  League,  and  the  Y.W.C.A. 
This  program  addressed  not  only 
alcoholism,  but  focused  on  early 
pregnancy  and  early  onset  of 
drinking  due  to  teen  peer 
pressure.  The  Cobb  Auxiliary  feels 
that  they  have  made  a significant 
contribution  in  the  health  and 
education  of  their  community. 


It  is  recognized  that  the  number 
one  health  risk  to  children  in 
the  United  States  is  preventable 
accidents.  That  is  the  leading 
killer  of  children  under  14.  A total 
of  8,000  children  died  last  year 
from  preventable  accidents. 
Approximately  50,000  are 
permanently  disabled  by 
accidents  that  could  have  been 
avoided.  Twelve  million  were  hurt 
badly  enough  to  need  medical 
attention.  If  it  were  a disease 
killing  our  young,  we  would 
spend  millions  on 
research  . . . but  it  should  actually 
cost  us  nothing  ...  we  just  need 
to  be  more  careful  and  aware  of 
the  causes  of  these  accidents. 
Twenty  years  ago,  DeKalb 
Medical  Auxiliary  launched  a 
campaign  to  do  just  that.  They 
built  a “House  of  Hazards”  that 
depicted  the  everyday  dangers  in 
a home  and  housed  the  display  in 
the  County  Health  Department  for 
hundreds  of  children  and  parents 
to  view  from  year  to  year.  It  was  a 
wonderful  project . . . but 
alas  ...  all  things  age  and 
everything  needs  a “new  look”  as 
time  passes.  This  year  the  DeKalb 
Auxiliary  has  taken  on  the  job  of 
updating  and  “facelifting”  this 
wonderful  project  that  has  been 
too  beneficial  to  too  many  people 
to  fall  by  the  wayside.  We  like 
what  we  have  done.  Come  see  us. 
We’re  always  on  display  at  the 
DeKalb  Health  Department. 


The  Glynn  County  Medical 
Auxiliary  sponsored  an  AIDS 
Information  and  Instruction 
Seminar  held  on  February  28, 

1989.  Co-sponsors  were  the  Glynn 
County  Medical  Society  and  the 
Glynn-Brunswick  Memorial 
Hospital.  Speakers  for  the  seminar 
were  an  eclectic  group 
representing  the  American  Red 
Cross,  local  and  state  health 
agencies,  and  the  United  States 
Navy.  The  objective  of  the 
seminar  was  that  through  lecture, 
discussion,  and  audio-visual 
presentations,  the  participants 
would  gain  information  and 
perspective  on  the  AIDS  crisis  and 
would  become  a resource  for 
AIDS  education  programs  in  their 
own  workplaces.  The  target 
audience  for  this  project  included 
representatives  from  the  police 
department,  the  fire  department, 
emergency  medical  services, 
Brunswick  Nursing  School,  Glynn 
County  School  District,  and  local 
businesses. 


In  an  effort  to  honor  its 
physicians,  both  past  and 
present,  the  Hall  County  Medical 
Society  Auxiliary  chose  an 
interesting  and  unique  project  this 
year.  In  conjunction  with  the 


community-based  Green  Street 
Station  Museum,  auxiliary 
members  began  to  gather 
information  relating  to  the  history 
of  medicine  in  Hall  County  and 
Northeast  Georgia.  Medical  history 
in  this  geographic  area  is  rich  in 
substance:  healing  springs, 
invention  of  the  first  orthopedic 
table,  discovery  of  anesthetic 
agents,  and  so  on.  But  this  history 
is  young  enough  to  be  within 
reach  of  the  memories  of  the 
area’s  oldest  retiring  physicians. 

Auxiliary  members  are  thus 
gathering  this  information  via  oral 
histories  these  senior  medical 
professionals  are  able  to  provide. 
Members  are  collecting  and 
classifying  old  medical 
instruments  and  texts.  And  with 
the  assistance  of  the  professionals 
at  the  museum,  auxiliary 
members  are  refurbishing  the 
current  medical  history  display  as 
well  as  planning  a new  display 
relating  to  medical  practice  in  the 
area  around  1800.  Hall  County 
Auxilians  are  enjoying  the  interest 
and  support  of  both  their  medical 
spouses  and  of  the  communitv'.  It 
is  hoped  that  these  efforts  will 
result  not  only  in  a written  history 
of  medicine  in  the  area  and  an 
eye-catching  display  at  the 
Museum,  but  also  an  increased 
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Members  of  the  Hall  County  Medical  Auxiliary,  after 
completion  of  the  first  phase  of  the  Medical  Room 
Restoration,  Green  St.  Station.  Shown  back  row,  L to  R: 
Julia  Clebsch,  director  of  Green  St.  Station;  Robbie 
McCormas,  president-elect;  Cheryl  Gotay,  immediate  past- 
president.  Front  row:  July  Range  and  Kate  Zoercher. 


Mrs.  Irene  Hobby,  recipient  of  A-MAA’s 
first  Distinguished  Service  Award,  and 
her  husband.  Dr.  Louie  Hobby. 


request.  At  the  President’s  Ball, 
awards  were  presented.  The 
recipient  of  this  year’s  A-MAA  first 
Distinguished  Service  Award  was 
presented  to  Irene  Hobby  (Mrs. 

A.  Worth).  Her  membership  and 
involvement  in  the  auxiliary  has 
spanned  over  40  years.  She  is  a 
past  A-MAA  president  and  past 
state  president. 


spirit  of  cooperation  and  respect 
between  the  people  of  Northeast 
Georgia  and  their  health 
providers. 


The  1988-1989  year  of  the 
Auxiliary  to  the  Medical 
Association  of  Atlanta  marked 
the  65th  anniversary  since  its  first 
organizational  meeting  on 
November  20,  1923.  To  celebrate 
this  event,  a champagne  tea  was 
held  to  honor  all  past-presidents 
and  to  introduce  all  new 
members.  Not  only  was  this  a 
year  of  celebration;  it  was  also  a 
year  of  support  of  A-MAA  member 
and  State  Auxiliary  President,  Jan 
Collins. 

The  Medical  Association  of 
Atlanta  requested  that  three  joint 
meetings  be  scheduled  this  year. 
Feeling  that  the  MAA  and  A-MAA 
were  working  closer  together,  it 
was  an  honor  to  comply  with  this 


Auxiliary  to  the  Medical  Association  of  Atlanta's  65th  birthday  celebration 
honored  Past-Presidents. 


Kimberly  Dyer,  A-MAA’s  Legislative 
Chairman,  delivering  ‘‘X-Out  A Day 
For  The  Capitol"  calendar. 


Since  Atlanta  is  the  capital  city, 
legislation  is  a special 
responsibility  to  the  A-MAA.  A 
new  legislative  project  was 
developed  and  instigated  by  the 
board.  A team  of  members 
delivered  nearly  one  thousand 
“X  Out  A Day  For  The  Capitol 
Calendars”  to  physicians 
throughout  the  metro-area  of 
Atlanta.  The  purpose  was  to 
encourage  the  physician  to  mark 
time  off  for  a visit  to  the  Capitol 
during  the  months  that  the 
Georgia  General  Assembly  was  in 
session.  A special  legislative 
meeting  with  MAA  entitled, 
“Warning;  The  Presidential 
Election  May  Be  Hazardous  To 
Your  Practice”  was  held  and  the 
Phone-Bank  took  special  attention 
from  A-MAA. 

During  the  entire  month  of 
April,  “Gourmet  Gatherings”  was 
held.  This  project  benefits 
“Atlanta’s  Medical  Heritage.” 
Between  1985  and  1988,  nearly 
$20,000  has  been  raised  to 
finance  some  of  the  restoration  of 
the  Academy  of  Medicine.  For 
this,  homes  of  physicians  and 
their  spouses  were  opened  for 
dinner  parties  to  the  medical 
community,  creating  an 
atmosphere  of  festivity  and 
friendship. 

Membership  is  an  area  of  great 


concern  to  the  A-MAA  board. 
Because  of  the  size  and  diversity  of 
Atlanta’s  medical  community,  this 
auxiliary  has  a special  challenge 
to  interest  new  members  and  to 
stimulate  its  seasoned  members. 
A-MAA  President-Elect,  Tish 
Lanier,  initiated  a “Sponsorship” 
program  for  new  members.  Each 
new  member  was  assigned  to  an 
experienced  member  with  a 2- 
year  responsibility  of  introducing 
this  member  to  the  auxiliary  and 
its  activities. 

Health  projects  were  AIDS 
education;  the  puppet  shows, 
“Drugs  Are  A Drag”  and  “It’s  O.K. 
to  Tell”;  organ  procurement;  and 
the  state  health  project,  “It’s  Up 
To  Youth.”  We  joined  the  Council 
for  Children,  Inc.,  an  organization 
supporting  education  on  child 
injury.  Auxiliary  member,  Cherry 
Baumgartner,  wrote  a play  to  be 
used  by  this  council. 

A traditional  “Doctors’  Day” 
luncheon  was  held  at  the 
Academy  of  Medicine  honoring  all 
retired  physicians.  It  was  arranged 
to  have  Atlanta  Mayor  Andrew 
Young  issue  a proclamation 
designating  March  30  as  Doctors’ 
Day  in  Atlanta.  Posters  were  sent 
to  metro  hospitals. 

This  year’s  theme  was  “Focus 
and  Action.”  The  board’s  main 
focus  was  on  legislation  and 
membership.  Successful  action 
was  taken  to  improve  involvement 
in  both  these  areas. 

The  major  health  project  for 
the  Auxiliary  to  the 
Muscogee  County  Medical 
Society  was  aimed  at 
adolescents.  The  Society 
purchased  an  AIDS  film  and  tape, 
“AIDS:  Everything  You  Should 
Know,”  featuring  Whoopi 
Goldberg  and  Alexandra  M. 

Levine,  M.D.  An  auxiliary  member 
took  the  film  to  each  of  our  local 
high  schools  where  it  was  seen 
by  all  10th,  11th,  and  12th  graders 
— approximately  15,000  students. 
Medical  society  members  were 
present  after  the  film  to  answer 
students’  questions.  Mrs.  James 
Sullivan,  Health  Projects 
chairman,  is  trying  to  schedule 
the  film  in  the  entire  19  county 


areas  served  by  our  local  health 
department.  The  other  part  of  this 
large  project  was  to  staff  the 
health  department’s  teen 
pregnancy  clinic.  An  auxiliary 
volunteer  showed  a tape  on  some 
aspect  of  maternal  health  or 
infant  care  and  initiated  a 
discussion  on  what  the  girls 
learned  from  the  tape.  This  clinic 
sees  approximately  20  girls  each 
week,  and  there  were  19  Auxilians 
who  worked  on  this  effort  to 
educate  the  teenagers  of 
Muscogee  County.  In  addition,  the 
auxiliary  expanded  our 
miscarriage  booklet  program  to 
include  all  outpatients  as  well  as 
inpatients  at  the  three  hospitals  in 
Columbus;  brought  Dr.  Iris 
Bolton,  a teen  suicide  expert,  to 
speak  to  the  community;  and 
helped  to  fund  and  staff  the  local 
AIDS  conference. 

In  November,  the  Auxilieuy  to 
the  Richmond  County 
Medical  Society  participated  in 
the  Richmond  County  Health  and 
Safety  Fair.  The  program  was 
entitled  “Kids  in  Charge”  and  was 
presented  to  2500  second  grade 
students.  This  program  included 
three  stations: 

Station  1 : Coping  With  Fear 
When  Alone,  in  which  Auxiliary 
members  discussed  things  to  help 
students  cope  with  fear.  They 
played  a “Danger  Game”  in  which 
students  decided  if  situations 
involved  Real  Danger,  Possible 
Danger,  or  No  Danger. 

Station  2:  Personal  Safety,  in 
which  members  conducted 
several  role-playing  activities  with 
students  involving  phone  skills, 
home  safety,  and  answering  the 
door  when  alone. 

Station  3:  Child  Abuse  Puppet 
Show,  in  which  members 
presented  the  child  abuse  puppet 
show  “It’s  Okay  to  Tell”  which 
demonstrates  four  specific  types 
of  child  abuse. 

Additionally,  auxiliary  members 
prepared  a booklet  for  the 
students  to  take  home  with  them. 
The  booklet  included  activities 
pertinent  to  the  presentations  and 
will  serve  as  a review  of  the 
topics  discussed. 
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In  addition  to  our  Smoking  and 
Pregnancy  Awareness 
programs,  the  Walker-Catoosa- 
Dade  Medical  Auxiliary 

concentrated  on  teenage 
pregnancy  with  the  help  of  video 
cassettes  and  audio  cassettes. 
Posters  have  been  ordered  from 
the  American  College  of 
Obstetricians  and  Gynecologists 
to  be  distributed  through  our 
counties’  Health  Departments, 
public  schools,  and  private 
physicians.  The  cassettes  were 
aired  on  the  WQCH  radio  station 
and  the  Telescript  Cable 
Television  Company. 

an  uckle  Up  — We  Love 
You”  has  been  the 
theme  of  the  Whitfield-Murray 
Medical  Auxiliary  for  the  88-89 
school  year.  Every  month  a new 
mini-project  has  been  undertaken. 
Some  projects  have  been  small, 
and  some  are  extensive,  but  the 
varied  projects  have 
complemented  the  varied  interests 
of  our  auxilians  and  the  varied 
needs  of  the  community.  Some  of 
the  projects  have  been  riding  city 
school  buses  (half  of  which  have 
seat  belts)  and  encouraging 
students  to  buckle  up;  operating  a 
child  safety  restraint  booth  at  a 
Teen  Health  Fair;  presenting  a 
safety  belt  awareness  program  to 
all  of  the  kindergarten  students  in 
Whitfield  and  Murray  Counties; 
giving  T-shirts  to  all  newborns  in 
the  counties  stating  “I’m  a Born 
Buckler;”  taking  cards  to  all 
florists  and  tuxedo  rental  facilities 
to  be  enclosed  in  corsages  and 
tuxedos  at  Prom  and  Ball  time  to 
encourage  teens  not  to  drink  and 
drive  and  to  wear  safety  belts; 
donating  12  infant  car  seats  to  an 
organization  assisting  teen 
mothers;  manning  a safety  belt 
booth  during  a Children’s  Health 
Fair  in  the  mall;  producing  a 
video  to  be  shown  to  the  new 
mothers  in  the  birthing  center  at 


Whitfield-Murray  auxilian  presenting  Safety  Belt  Awareness  Program  to  one 
class  of  kindergartners. 


Hamilton  Medical  Center;  and 
sponsoring  participation  of  the 
third  and  fourth  graders  in  a 
safety  belt  poster  contest.  The 
auxiliary  feels  that  if  one  life  is 
saved  due  to  our  efforts,  “Buckle 
Up  — We  Love  You”  will  have 
been  a success. 


And  so  the  curtain  falls  on  the 
final  act  of  this  whirlwind 
tour  around  the  state  to  get  a 
partial  glimpse  of  what  these 
dynamic,  committed  auxilians 
have  contributed  to  their 
communities.  They  deserve  rave 
reviews. 
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The  Doctor’s  Wife 


She’s  always  there  — 

— THE  DOCTOR’S  WIFE 
The  trials  of  life 

to  see  us  through 
The  encouragement  of  faith 
to  share  medicine,  too 
The  cheerful  manner  and 
winning  smile 
The  loyalty  and  devotion 
making  life’s  journey  worthwhile. 

She’s  always  there  — 

— THE  DOCTOR’S  WIFE 
To  chauffeur  the  children 

and  guide  their  ways 
To  cook  and  sew,  a loving 
home  to  make 

To  volunteer  for  community  needs 
and  enduring  projects  undertake 
To  understand  the  urgency  of 
medical  calls  that  cannot  wait. 

She’s  always  there  — 

— THE  DOCTOR’S  WIFE 

An  auxiliary  member  to  promote 
our  cause  and  image  make 
A strong  supporter  for 

medicine’s  wonderful  heritage  sake 
A devoted  mate  and  girl  Friday,  too 
a special  person  to  share  our  life 
The  one  we  love  — 

— THE  DOCTOR’S  WIFE 

William  D.  Crawley,  M.D. 


Dr.  William  D.  Crawley  has  practiced  obstetrics  and  gynecology  in  Rossuille,  Georgia,  for  30 
years.  He  wrote  this  poem  for  his  wife,  Laura,  for  their  32nd  wedding  anniversary.  Other  than 
poetry,  his  hobbies  include  folk  art  and  decorative  painting. 


Editor's  note:  We  know  that  the  M.D.  's  spouse  is  no  longer  exclusively  female.  But  this  is  one 
physician 's  tribute  to  the  traditional  Doctor’s  Wife. 


'feam  Efforts  — Medical  Societies 

and  Auxiliaries 

“The  Jan  & Joe  Show  ” 

Jan  Collins 


Auxiliary  President  Jan  Collins  and  MAG  President  Dr.  Joe  Bailey  represented 
Georgia  at  the  AMA  Auxiliary  Leadership  Confluence  in  Chicago  last  October 
and  discussed  how  their  two  groups  had  learned  to  work  as  a team. 


Last  summer,  I received  a call 
from  Hazel  Le\vis,  Executive 
Director  of  the  AMA  Auxiliary. 

“Mrs.  Collins,”  she  said,  “Georgia 
is  recognized  nationally  as  an 
auxiliary  that  has  a very  good  and 
effective  working  relationship  with 
its  state  medical  society.  Would 
you  and  [MAG  President]  Dr. 
Bailey  be  willing  to  present  a 
‘How  To’  program  to  other 
auxiliaries  around  the  country  at 
our  AMA  Auxiliary  Leadership 
Confluence?” 

This  is  how  Dr.  Joe  Bailey  and  1 
came  to  present  the  program 
“Team  Efforts  — Medical 
Societies  and  Auxiliaries”  in 
Chicago  in  October,  1988,  and  in 
January,  1989.  During  our 
research  for  this  program,  we 
learned  some  interesting  things. 

In  order  to  collect  background 
material  for  the  presentation,  we 
brought  together  some  of  the  past 
state  auxiliary  presidents,  along 
with  Talitha  Russell,  Executive 
Director  of  the  Auxiliary  to  the 
Medical  Association  of  Georgia.  1 
was  not  surprised  to  learn  that  the 
joint  efforts  of  MAG  and  its 
Auxiliary  went  back  many  years, 
and  each  year  the  team  concept 
had  increased  and  strengthened. 

Interestingly,  the  first  “Joint 
Project”  we  could  discover  began 
in  1929  with  Dr.  William  R.  Dancy 


of  Savannah,  President-Elect  of 
MAG.  He  asked  the  state  auxiliary, 
which  was  then  5 years  old,  to 
begin  an  educational  loan  fund  to 
help  medical  students.  This  loan 
was  never  intended  to  fund 
students’  education,  but  simply  to 
“help  them  over  the  rough  spots.” 
Originally,  it  was  primarily 
intended  to  aid  the  children  of 
physicians.  Each  auxiliary  was 


Mrs.  Collins  is  the  1988-89  President  of  the 
Auxiliary  to  MAG 


asked  to  pledge  at  least  $1.00  per 
member.  The  William  R.  Dancy, 
M.D.,  Student  Loan  Fund  is  still 
going  strong  today.  Help  from  this 
fund  is  available  to  any  student 
meeting  the  criteria  from  each  of 
the  four  medical  schools  in 
Georgia. 

Other  joint  MAG/A-MAG  Projects 
are  listed  below: 

“Operation  Care”  — 1983- 
1984:  Computerized  phone 
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referral  service  designed  to 
provide  for  the  medical  needs  of 
unemployed  Georgians  who  had 
lost  their  health  care  benefits. 

MAG  provided  the  participating 
physicians  and  handled  all 
administrative  and  financial 
responsibilities.  The  Auxiliary 
handled  the  entire  phone  referral 
service. 

“It’s  Okay  To  Tell”  — 1984- 
1985:  A public  service  campaign, 
developed  in  cooperation  with 
the  Georgia  Governor’s  Office, 
aimed  at  increasing  reporting  of 
child  abuse  and  reducing  the 
incidents  of  abuse.  MAG  and  the 
Georgia  Department  of  Human 
Resources  handled  the 
administrative,  financial  and 
public  relations  aspects  of  this 
campaign.  The  Auxiliary  handled 
the  school  component  of  the 
program  which  entailed  getting  a 
child  abuse  puppet  show  into  as 
many  Georgia  elementary  schools 
as  possible. 

Tort  Reform  — 1985-1987:  A 

grass  roots  support  for  Tort 
Reform  legislation.  Prior  to  and 
during  the  Legislative  Session, 
MAG  and  the  Auxiliary  manned 
phones  for  votes  on  specific  bills, 
spoke  to  civic  clubs  on  the  need 
for  tort  reform,  lobbied  legislators, 
and  marched  on  the  Capitol  to 
increase  awareness  of  the 
inequities  of  the  tort  system. 

“You  Can  Say  No”  — 1986- 
1987:  A public  service  campaign 
aimed  at  increasing  awareness  of 
and  reducing  the  incidence  of 
early  teenage  pregnancy.  MAG 
developed  all  media  materials 
and  hosted  a press  conference  to 
kick  off  the  campaign.  The 
Auxiliary  was,  once  again, 
responsible  for  the  school  aspect 
of  the  campaign.  Auxiliary 
members  underwent  extensive 
training  to  become  teen  service 
counselors,  enabling  them  to 
show  a teen  pregnancy  video  and 
initiate  discussion  among 
students. 

“AIDS:  Fighting  Fear  with 
Facts”  — 1987-1988:  A 

comprehensive  education  effort 
with  participation  from  MAG’s 
Communication  and  Legislative 


Divisions  as  well  as  the  Auxiliary. 
The  Auxiliary  assisted  in  every 
phase  of  this  effort,  including 
speaking  at  civic  club  meetings 
and  health  forums. 

“A  Healthy  Lifestyle:  A 
Prescription  for  Life”  — 1988:  A 
campaign  to  promote  healthier 
lifestyles  among  Georgians  and  to 
confirm  physicians  as  experts  in 
promoting  accurate  health 
information.  Auxilians  promoted 
this  project  throughout  the  state. 

“It’s  Up  To  Youth”  — 1989: 

A highly  successful  teen  health 
forum  at  the  University  of  Georgia 
(UGA)  was  planned,  directed,  and 
produced  by  the  Auxiliary.  The 
program’s  focus  was  to  help 
teenagers  raise  their  awareness 
about  such  health  issues  as 
alcohol  and  drug  abuse,  sexuality, 
self-esteem,  and  safety.  MAG, 
assisted  by  UGA  and  other 
contributions  from  the 
community,  funded  the  project. 
Many  physicians  and  auxilians 
served  on  the  program.  A 
complete  report  of  “It’s  Up  To 
Youth”  can  be  found  elsewhere  in 
this  issue  of  the  Journal. 

In  addition  to  joint  health 
projects,  the  Auxiliary  plays  a key 
role  in  MAG’s  legislative  activities. 
The  Auxiliary’s  Legislative 
Committee  works  year-round  with 
MAG’s  legislative  team.  Examples 
are: 

1)  The  Auxiliary  produces 
lobbying  workshops  on  the 
state  level  and  encourages 
legislative  education  and 
activity  on  the  county  level. 

2)  The  Auxiliary  staffs  a “Hot 
Line”  phone  bank  at  MAG 
headquarters  during  the 
legislative  session. 

3)  Each  county  auxiliary  is  urged 
to  form  its  own  “telephone 
tree”  so  that  information  from 
MAG  concerning  critical 
medical  legislation  can  spread 
to  physicians’  families 
throughout  the  state  in  a 
matter  of  hours. 

4)  The  Auxiliary  hosts  a statewide 
visit  to  the  Capitol  — this  year 
called  “Some  Like  It  Hot.” 

5)  The  Auxiliary  emphasizes  the 
statewide  key-contact  program. 


whereby  a physician’s  family 
“adopts”  a legislator  and 
becomes  a medical  contact  for 
that  legislator. 

6)  The  Auxiliary  promotes  the 
S.I.P.  Program  (Spouse 
Involvement  Program)  that 
encourages  county  auxilians  to 
visit  the  Capitol  and  contact 
their  legislators. 

Auxilians  presently  serve  on  13 
MAG  standing  committees.  On  the 
GaMPAC  Board  of  Directors,  there 
is  one  Auxiliary  member  from 
each  congressional  district.  There 
is  also  an  Auxiliary  member  on 
the  Executive  Committee  to 
GaMPAC. 

As  we  presented  this  program 
on  “Team  Efforts,”  Dr.  Bailey  and 
I stressed  the  need  for  close  and 
frequent  communication  between 
the  medical  society  and  its 
auxiliary.  In  our  state,  the 
Auxiliary  president  reports 
quarterly  to  the  medical  society’s 
Board  of  Directors.  She  reports 
annually  to  the  MAG  House  of 
Delegates.  The  MAG  president 
brings  greetings  to  the  Auxiliary’s 
Summer  and  Winter  Executive 
Board  Meetings,  to  the  Annual 
Meeting,  and  to  the  Post- 
Convention  Board  Meeting. 

We  feel  that  joint  social 
functions  are  also  extremely 
important  in  establishing  a sense 
of  partnership  between  the 
Medical  Society  and  the  Auxiliary. 

For  the  second  year  now,  there  is 
a joint  reception  at  the  Annual 
Session  honoring  outgoing  MAG 
and  Auxiliary  presidents.  i 

It  was  truly  an  honor  for  “The  I 
Jan  and  Joe  Show”  to  represent  I 

Georgia  as  an  example  of  what  j 

can  be  accomplished  when  a j 

medical  society  and  auxiliary  | 

work  together  with  mutual  1 

admiration,  mutual  support,  and  ; 

mutual  trust.  The  team  efforts  of  ‘ 

the  Medical  Association  of  ! 

Georgia  and  its  Auxiliary  have  | 

given  us  the  opportunity  to  blend  j 
our  resources  in  work  and  in  j 

fellowship  to  meet  the  problems, 
the  challenges,  and  the  i 

opportunities  facing  medicine 
today.  ! 
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“Brother,  Can  \bu  Spare  a Dime? 

William  R.  Dancy,  M.D.,  Student  Loan  Fund 


Jana  Hill 


IN  1929,  the  Student  Education 
Fund  was  begun  when  MAG 
President-Elect  Dr.  William  R.  Dancy 
of  Savannah  approached  the  Aux- 
iliary about  starting  such  a fund.  At 
that  time,  many  doctors  in  the  state 
were  unable  to  pay  the  tuition  for 
their  sons  to  attend  medical  school, 
and  the  loan  fund  was  begun  pri- 
marily to  help  them  complete  their 
medical  education.  In  1956,  the 
name  was  officially  changed  to  the 
William  R.  Dancy,  M.D.,  Student 
Loan  Fund.  And  in  1966,  Mrs.  Dancy 
made  a donation  of  $4,000  to  the 
fund. 

The  loan  fund  was  reorganized 


in  1986,  and  for  a while,  no  new 
loans  were  made.  It  is  hoped  that 
the  loan  fund  will  be  reactivated  in 
the  spring  of  1989. 

In  the  meantime,  recent  recipi- 
ents of  the  loan  have  contributed 
to  repay  their  obligation  to  the  fund. 
Other  monies  are  generated  through 
the  county  auxiliaries,  who  pay  at 
least  a dollar  per  member  each  year. 


Jana  Hill  (Mrs.  Robert  S.)  is  state  chairman  of  the 
William  R.  Dancy,  M.D.,  Student  Loan  Fund,  a past 
president  of  the  Richmond  County  Auxiliary,  and 
is  the  nominated  President-elect  of  the  Auxiliary 
to  the  Medical  Association  of  Georgia. 


The  eligibility  requirements  are 
that  the  student  be  a resident  of 
Georgia,  attending  a Georgia  med- 
ical school;  must  have  an  accept- 
able scholastic  rating;  is  encour- 
aged to  remain  in  Georgia;  and  must 
submit  three  references,  including 
a letter  proving  acceptance  to  a 
Georgia  medical  school.  The  loan 
has  a yearly  interest  rate  and  be- 
comes interest  bearing.  Payments 
begin  1 year  from  the  date  of  grad- 
uation. 

For  further  information,  please 
contact:  Executive  Director,  A-MAG, 
938  Peachtree  St.,  Atlanta,  GA 30309. 
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Fteachtree  Parliamentarians: 

Two  Auxilians  Ready  For  The  Question 


Mary  Ann  Marks 


(L  to  Rj  Julie  Von  Haam  and  Mary  Lou  Stephens,  co-founders  of  Peachtree  Par- 
liamentarians. 


WHEN  Julia  von  Haam,  known 
to  almost  everyone  as  Julie, 
attended  the  Auxiliary  to  the  AMA 
Convention  in  Chicago  as  a dele- 
gate from  Georgia  in  1980,  she  was 
intrigued  but  a bit  puzzled  with  one 
order  of  business.  The  Bylaws  of 
the  Auxiliary  were  amended  to  use 
a professional  parliamentarian 
rather  than  one  elected  from  the 
membership.  A “professional”  par- 
liamentarian? What  distinguishes 
one  as  a professional  parliamen- 
tarian? It  all  sounded  terribly  pro- 
cedural to  her. 

“When  1 returned  to  Atlanta”  said 
Julie,  “1  contacted  the  person  1 con- 
sidered most  authoritative  in  this 
field  — Ethel  Davis.  Ethel  put  me 
in  touch  with  Edna  Lewis  and  Ruth 
Esche,  and  1 began  studying  with 
them.”  Thus,  she  had  taken  the  first 
step  on  the  road  to  becoming  a 
“professional  parliamentarian.” 

Mary  Lou  Stephens,  a Cobb 
County  auxilian,  followed  a 
more  didactic  approach.  Being  in- 
volved in  a number  of  organiza- 
tions, she  became  increasingly  dis- 
satisfied with  the  amount  of  time 
devoted  to  unstructured  meetings. 
She  knew  there  was  a better,  more 
orderly  way  to  conduct  business, 
and  she  wanted  to  know  about  it. 
She  began  a course  of  study  which 
would  eventually  enable  her  to 
teach  others  about  parliamentary 
procedure  and  organizational  man- 
agement. 


Mary  Lou  enrolled  in  a workshop 
that  Ruth  Esche  was  teaching  for 
Junior  League  members.  From  that 
first  workshop,  she  knew  she  was 
on  her  way  to  becoming  a “profes- 
sional parliamentarian.”  When  she 
pursued  more  advanced  classes,  Ju- 
lie was  a fellow  classmate.  They  be- 
came great  friends  and  eventually 
partners  and  founders  of  Peachtree 
Parliamentarians. 


Mary  Ann  (Mrs.  Thomas)  Marks  is  Program  De- 
velopment Chairman  of  the  Auxiliary  to  the  MAG. 


Mary  Lou  and  Julie  are  ac- 
credited by  the  National  Associa- 
tion of  Parliamentarians  which  has 
about  4,000  members.  Membership 
is  attained  by  passing  a written  ex- 
amination on  basic  parliamentaiy' 
procedure.  To  become  registered, 
one  must  pass  another  5-hour  exam 
which  is  very  comprehensive  and 
difficult  — only  20%  of  the  appli- 
cants passed  the  exam  when  Julie 
and  Mary  Lou  took  it  in  1984.  There 
are  approximately  900  registered 
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MAG  members  attend  a workshop  conducted  by  Peachtree  Parliamentarians  and  learn  the  essentials  of  conducting 
efficient  and  effective  meetings.  The  workshop  was  held  in  conjunction  with  MAG’s  Leadership  Conference  last  February. 


parliamentarians  in  the  National 
Association.  A further  credential 
may  be  attained  by  successfully 
completing  a course  to  become  a 
Professional  Registered  Parliamen- 
tarian. They  attained  this  status  in 
1985,  and  they  are  both  now  on  the 
faculty  for  this  course. 

Nationally,  there  are  between  300- 
350  Professional  Registered  Parlia- 
mentarians who  actively  work  as 
consultants  to  organizations.  In  the 
Atlanta  area,  there  are  only  three, 
Julie,  Mary  Lou,  and  their  teacher, 
Ruth  Esche. 

So,  what  do  they  really  do?  More 
than  you  might  imagine!  In  a 
sophisticated,  well-organized  and 
very  well-written  brochure,  which 
they  designed  and  wrote,  Mary  Lou 
and  Julie  described  many  of  the 
services  which  they  offer.  In  addi- 
tion to  the  brochure,  they  coau- 
thored Parliamentary  Procedure  for 
Leaders  which  they  use  in  teaching. 
The  revised  edition  of  this  book  is 
currently  being  printed. 

If  you  are  thinking  these  are  two 
“no-nonsense,  all-work-and-no- 
play”  type  women,  then  think  again. 
They  are  involved  with  families, 
schools,  social,  civic  and  commu- 
nity organizations,  volunteer  op- 
portunities, and  politics.  When  1 
asked  them  about  hobbies,  Mary 
Lou  laughed  and  said  that  she  felt 
, hobbies  should  go  along  with  your 
position  in  life  at  that  particular 
time.  She  confessed  that  she  had 


had  a variety  of  hobbies  over  the 
years,  but  that  most  of  her  current 
ones  were  fairly  challenging,  i.e., 
snorkling,  snow  skiing,  and  mas- 
tering her  computer.  Her  one  ex- 
ception is  reading,  which  is  an  on- 
going pleasure. 

Julie  lists  among  her  hobbies 
tennis,  snow  skiing,  reading,  bridge, 
and  collecting  hedgehogs.  (A  small 
collection  — only  about  30,  she 
says!) 

They  feel  it  is  an  interesting  co- 
incidence that  they  both  are  phy- 
sicians’ wives,  both  former  nurses, 
and  each  have  17-year-old  sons. 
Mary  Lou  has  an  older  son  at  Flor- 
ida Institute  of  Technology;  Julie  has 
a son  at  University  of  California- 
Berkeley  and  a daughter  at  Wil- 
liams College.  Each  gave  their  phy- 
sician husbands  high  marks  for 
being  very  supportive  and  involved 
in  their  new  careers  (both  hus- 
bands have  taken  their  workshop 
more  than  once). 

While  there  are  many  similari- 
ties among  these  partners, 
there  are  also  differences  which, 
according  to  Mary  Lou,  really  sur- 
face when  they  are  team  teaching. 
Julie  tends  to  be  very  technical  and 
deliberate,  very  patient  and  thor- 
ough, while  Maty  Lou’s  style  is  more 
fast  moving  and  flamboyant  with  a 
more  logical  than  technical  ap- 
proach. In  their  teaching  they  easily 
interrupt  each  other,  disagree  with 
each  other,  and  most  importantly. 


they  laugh  at  and  with  each  other, 
all  of  which  serves  to  underscore 
their  teaching  that  there  are  alter- 
nate solutions  to  problems. 

Mary  Lou  presently  serves  as 
President  of  the  Georgia  Associa- 
tion of  Parliamentarians.  Julie  is  the 
immediate  Past  President  of  this  or- 
ganization. Both  are  members  of  the 
Cobb  County  and  Atlanta  Chambers 
of  Commerce  and  the  Atlanta  Con- 
vention and  Visitors  Bureau.  Mary 
Lou  is  a member  of  Leadership 
Cobb,  while  Julie  is  a member  of 
Forward  Atlanta.  Julie  is  a past 
president  of  the  Cobb  County 
League  of  Women  Voters,  the  Aux- 
iliary to  the  Medical  Association  of 
Atlanta,  and  the  only  woman  ever 
to  serve  as  president  of  the  Cochise 
Riverview  Swim  and  Tennis  Club. 
Mary  Lou  has  recently  been  ap- 
pointed to  serve  as  Advisor  to  the 
Cobb  County  Commission,  is  a sus- 
taining member  of  the  Cobb/Mar- 
ietta Junior  League,  and  an  active 
member  of  the  Auxiliary  to  the  Cobb 
County  Medical  Association. 

To  their  credit,  their  list  of  sat- 
isfied clients  is  long  and  impressive 
and  represents  a wide  range  of  civic, 
cultural,  educational,  medical,  and 
business  organizations.  They  antic- 
ipate a busy  Spring  and  each  will 
be  attending  the  Medical  Associa- 
tion of  Georgia’s  Annual  Meeting  — 
Julie  will  serve  as  parliamentarian 
for  the  Auxiliary  and  Mary  Lou  as 
parliamentarian  for  the  MAG  House 
of  Delegates. 
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THE  ARMY  RESERVE 
OFFERS  NEW  nNANCIAL 
INCENTIVES  FOR  RESIDENTS. 

Mi  II  H 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


BUILDING  922,  NORTH  END 
FORT  GILLEM 

FOREST  PARK,  GA  30050-5000 
(404)  362-3374 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 

Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 

ARMY  RESERVE  MEDICINE.  BE  ALLYOU  CAN  BE. 
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Auxilians  in  Public  Service 

“I Need  Your  Vote . . 

Allyce  North 


Auxilians  through  the  years  tra- 
ditionally have  been  involved 
in  community  affairs  on  many  lev- 
els. But  more  and  more  auxilians 
are  using  their  talents  and  re- 
sources to  be  involved  in  their  com- 
munities in  elected  capacities.  They 
see  a need  and  offer  to  the  public 
their  energy  and  expertise  in  varied 
fields.  It  is  exciting  to  see  them  rec- 
ognized on  a stage  larger  than  the 
auxiliary.  Certainly  this  is  not  a 
complete  cast  of  auxiliary/politi- 
cians; but  it  is  hoped  that  by  high- 
lighting these  examples  it  will  stim- 
ulate potential  school  board 
members,  county  commissioners, 
city  council  members,  mayors,  etc. 

Delores  D.  Shields  is  a member 
of  the  Auxiliary  to  the  Bibb 
County  Medical  Society.  Dee  is  mar- 
ried to  Dr.  Joseph  D.  Shields,  111,  an 
internist,  and  the  mother  of  four 
children.  Since  moving  to  Macon  in 
1969,  Dee  has  strived  to  make  a dif- 
ference in  the  community.  Her  im- 
pact has  indeed  been  felt  as  she  has 
worked  to  improve  the  quality  of  life 
for  all  Macon  citizens. 

Dee  became  an  active  commu- 
nity volunteer  and  served  on  the 


Delores  D.  Shields 


Allyce  North  (Mrs.  Alvin)  is  a member  of  the  Aux- 
iliary of  the  Medical  Association  of  Atlanta.  She 
served  as  guest  editor  of  this  special  issue  of  the 
Journal. 


board  of  directors  of  the  Macon 
Heritage  Foundation,  Macon  Arts 
Alliance,  and  the  United  Way  of  Ma- 
con. She  served  for  2 years  as  pres- 
ident of  the  League  of  Women  Vot- 
ers. This  brought  her  recognition 
for  her  interest  in  the  city’s  eco- 
nomic development  problems,  and 
she  was  appointed  to  the  Macon- 
Bibb  County  Urban  Development 
Authority  for  8 years.  She  was 
elected  vice-chairman  of  that  body 
and  has  been  a leader  in  the  Down- 
town Macon  revitalization  work.  She 
was  appointed  to  the  Macon-Bibb 
County  Planning  and  Zoning  Com- 
mission. There,  she  emerged  as  a 
defender  of  strong  neighborhoods, 
spearheading  the  Northside  Devel- 
opment Plan,  which  is  now  a model 
for  neighborhood  plans  throughout 
Macon. 

With  this  background.  Dee  then 
ran  for  the  Macon  City  Council, 
campaigning  on  the  belief  that  an 
individual  can  make  a difference 
and  that  a city  council  member 
should  listen  intently  to  all  voices 
and  views.  She  has  now  won  sev- 
eral terms  as  City  Council  member 
and  has  proved  herself  to  be  an  im- 
portant part  of  good  government  in 
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Macon.  She  has  been  on  the  Ma- 
con-Bibb  County  Water  and  Sew- 
erage Authority  and  is  Chairman  of 
the  Macon  Fire  and  Police  Pension 
Board.  She  is  also  chairman  of  the 
Human  Resources  and  Community 
Development  Policy  Committee  of 
the  Georgia  Municipal  Association. 
She  is  a member  of  the  Career 
Women’s  Network  and  the  National 
League  of  Cities. 

In  addition  to  her  community 
service,  Dee  also  feels  a commit- 
ment to  medicine.  She  chaired  the 
Citizen’s  Advisory  Committee  for  the 
establishment  of  the  Mercer  Uni- 
versity School  of  Medicine.  And 
through  the  years  she  has  been  a 
faithful  and  active  member  of  her 
auxiliary,  serving  in  various  capac- 
ities. Dee  says,  “1  enjoy  volunteer 
work  and  enjoy  working  in  the  pub- 
lic sector.  1 encourage  other  doc- 
tors’ wives  to  run  for  public  office. 
It  is  very  gratifying  to  be  able  to  say 
I was  there,  and  I made  a differ- 
ence.” 

Connie  Meier  is  another  auxil- 
ian  who  feels  very  strongly  that 
her  community  offered  such  an  op- 
portunity for  nuturing  and  educat- 
ing her  family  that  she  needed  to 
give  something  back.  She  and  her 
late  husband  John  raised  their  six 
children  in  Albany,  and  now  that 
they  are  grown  she  feels  she  has 
much  to  offer  her  community.  She 
enhanced  her  leadership  skills  as 
president  of  the  Dougherty  County 
Auxiliary  and  as  president  of  the 
Auxiliary  to  the  Medical  Associa- 
tion of  Georgia.  Now  she  is  2 years 
into  a 4-year  term  on  the  Dougherty 
County  Commission.  She  is  the  first 
woman  to  be  elected  to  office  in 
Dougherty  County.  She  is  chairman 
of  the  local  Health  and  Human 
Services  board  and  on  the  state  and 
national  committee  of  this  organi- 
zation. She  is  a trustee  for  the  local 
library,  for  Darton  College,  and  for 
the  Museum  of  Art.  This  year  she  is 
the  honorary  chairman  of  the  local 
Easter  Seals  Telethon. 

Connie  still  has  time  for  her  fam- 
ily, especially  her  eight  grandchil- 
dren. One  of  her  sons  is  an  or- 
thopedic resident,  one  a lawyer,  and 
a son-in-law  is  in  the  insurance 


business,  so  she  says  they  spend  a 
lot  of  time  talking  about  the  weather. 
But  you  know  from  talking  to  Con- 
nie that  everything  she  says  and 
does  is  to  contribute  to  making 
Dougherty  County  a better  place  to 
live,  work,  and  grow. 


Jane  Howington 


Jane  Howington  is  an  active 
member  of  the  Auxiliary  to  the 
Richmond  County  Medical  Society 
and  has  served  as  the  auxiliary’s 
legislative  chairman.  Jane  is  the 
mother  of  two  boys  and  has  always 
been  interested  in  education  and 
has  served  as  president  of  her  chil- 
dren’s P.T.A.  But  she  soon  learned 
that  the  school  board  meetings  were 
where  the  decisions  were  really 
made.  After  attending  a Leadership 
Georgia  meeting,  she  decided  to 
become  involved  in  politics  and  en- 
tered the  Columbia  County  School 
Board  race.  Not  only  was  she  the 
first  woman  to  become  elected  to 
the  school  board,  she  also  was  the 
first  woman  to  become  chairman  of 
the  school  board.  While  she  was 
chairman,  the  board  spearheaded 
and  passed  a 12.5  million  bond  ref- 
erendum for  new  schools.  She  has 
served  4 years  on  the  board  and 
was  re-elected  this  past  fall  for  an- 
other term.  Jane  thinks  Columbia 
county  is  the  second  fastest  grow- 


ing county  in  Georgia  because  of 
the  quality  of  the  schools.  Hers  is 
a story  of  one  mother  who  truly  did 
what  she  could  do. 

Ethel  Boyle  and  her  husband 
Stephen,  a general  surgeon, 
live  in  Rockdale  County  where  they 
are  raising  their  three  children.  Ethel 
is  a former  schoolteacher  who  re- 
tired to  raise  a family.  She  has  a 
deep  belief  in  public  schools  and 
has  now  been  twice  elected  to  the 
Rockdale  County  School  Board, 
serving  as  vice-chairman,  then  as 
chairman  of  that  board,  the  first 
woman  to  be  so  named. 

Before  running  for  public  office, 
Ethel  had  served  on  the  Rockdale 
Recreation  Commission.  She  was  a 
charter  member  of  the  Newton- 
Rockdale  Auxiliary  and  served  three 
terms  as  treasurer  and  remains  an 
active  auxilian.  She  encourages  all 
auxilians  to  be  active  in  their  com- 
munities in  all  phases  of  govern- 
ment and  volunteer  work. 

Betsy  Fowler  and  her  husband 
John  have  lived  in  Clayton  in 
Rabun  County  for  25  years.  Since 
there  is  no  organized  auxiliary  there, 
Betsy  for  years  has  belonged  to  the 
state  and  national  auxiliaries  as  a 
member-at-large  because  she  felt  it 
was  important  to  be  a member  of 
a support  group  for  medicine.  She 
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is  a former  schoolteacher  and  now 
a dietician,  being  a dietary  consul- 
tant at  Rabun  County  Hospital  and 
an  Eating  Disorders  Dietary  Con- 
sultant at  Woodridge  Hospital  in 
Clayton. 

Betsy  first  perceived  that  a com- 
munity reflects  proportionally  its 
educational  system.  She  waited  un- 
til her  two  boys  had  graduated  from 
the  Rabun  County  public  schools 
so  there  would  be  no  perception  of 
wanting  something  for  self,  then  she 
ran  for  the  School  Board.  She  rec- 
ognized what  her  boys  had  received 
and  wanted  to  give  something  back 
to  the  next  generation  of  school 
children.  She  campaigned  hard 
against  a male  opponent  and  felt 
she  learned  much  of  the  needs  and 
thoughts  of  the  people  of  Rabun 
County.  She  is  the  first  woman  to 
be  elected  to  the  Rabun  County 
School  Board. 

She  is  a volunteer  for  the  Amer- 
ican Heart  Association,  speaking 
when  asked  on  healthy  diets  for 
healthy  hearts  and  bodies.  She  is 
chairman  of  the  Star  Student- 
Teacher  Banquet. 

Betsy  and  her  family  have  hosted 
exchange  students  from  Argentina, 
Brazil,  Uruguay,  and  Spain.  This 
really  was  a window  to  understand- 
ing the  value  of  an  education  and 
the  importance  in  having  a contin- 
ued interest  in  the  education  of  our 
children. 

Jane  Hemmer  is  a native  Hall 
Countian,  about  as  native  as 
you  can  be.  She  and  her  husband 
John  and  their  two  sons  live  on  land 
first  settled  by  her  forebears  in  1805. 
She  loves  Hall  County  and,  al- 
though she  had  no  particular  inter- 
est in  politics,  she  saw  the  need  for 
a more  progressive  representation 
for  the  undeveloped  parts  of  the 
county.  Two  years  ago,  she  ran  at- 
large  for  one  of  the  five  seats  on  the 
Hall  County  Board  of  Commission- 
ers and  won.  She  is  interested  in 
good  planning  and  zoning  for  the 
growth  that  is  rapidly  coming  to  Hall 
County.  She  is  passionately  inter- 
ested in  the  environment,  even  call- 
ing herself  an  environmentalist 
when  that  isn’t  always  popular.  She 


is  working  with  industry  to  “take 
care  of  the  world.”  She  set  up  a 
solid  waste  management  board  and 
helped  kick  off  a recycling  plan  for 
the  county.  She  sits  on  the  National 
Association  of  Counties’  steering 
committee  for  energy,  land  use,  and 
environment.  She  is  on  the  State 
Natural  Resources  steering  com- 
mittee and  on  an  advisory  board  to 
the  State  Human  Resources  com- 
mittee, being  particularly  interested 
in  the  problem  of  the  aging. 

Jane  is  a past  president  of  the 
Hall  County  Auxiliary  and  encour- 
ages all  physicians  and  physicians’ 
wives  to  become  politically  in- 
volved, whether  as  an  elected  offi- 
cial or  by  getting  to  know  elected 
officials  and  offering  imput.  She 
says  she  does  see  from  the  inside 
that  elected  officials  on  local,  state, 
and  national  levels  do  listen.  MAG 
does  an  excellent  job  for  medicine, 
but  they  need  our  individual  sup- 
port as  well.  She  used  to  sit  back 
and  assume  “somebody  else  will 
do  that,”  but  not  anymore.  She  be- 
came involved. 


Sandra  Burk,  wife  of  Billy  and 
mother  of  six,  has  been  an  ac- 
tive auxilian  for  years.  She  has 
served  as  president  of  the  Floyd- 
Polk-Chattooga  Auxiliary,  as  sec- 
retary of  the  Auxiliary  to  the  Medical 
Association  of  Georgia,  and  this 
year,  as  the  Northwest  Georgia  leg- 
islative chairman.  She  has  also 
served  her  community  as  a member 
of  the  Northwest  Georgia  Girl  Scout 
Executive  Board,  the  YMCA  Exec- 
utive Board,  the  Floyd  Medical  Cen- 
ter Foundation,  the  Rome  Sym- 
phony Guild,  the  Board  of  Directors 
of  Literacy  Progress  for  Rome  and 
Floyd  County,  and  the  Georgia 
School  Board  Association.  For  25 
years  she  has  been  interested  and 
involved  in  public  education  and 
has  seen  the  opportunities  it  af- 
forded her  children  as  well  as  oth- 
ers. When  QBE  was  adopted  in 
Georgia,  she  decided  she  wanted 
to  be  a part  of  the  sweeping  changes 
in  education.  So  in  1984,  she  was 
elected  to  the  Rome  Board  of  Ed- 


Sandra  Burk 


ucation  and  is  beginning  her  third 
year  as  chairman.  She  feels  very 
strongly  that  education  is  the  key 
that  unlocks  the  door  of  opportu- 
nity no  matter  what  direction  one 
takes. 

Sandra  says  you  must  have  the 
support  of  your  family  for  such  an 
endeavor,  not  only  for  the  time  in- 
volved, but  because  decisions  you 
make  will  not  always  be  popular 
and  you  will  need  that  sanctuary. 
But  she  would  encourage  everyone 
to  get  involved  because  many  de- 
cisions are  made  by  one  voice  or 
one  vote.  She  says  she  has  a deep 
sense  of  accomplishment  and  feels 
she  has  left  a legacy  to  her  children 
that  says,  “It  is  important  to  become 
involved  — you  have  a responsi- 
bility to  make  this  world  a better 
place  for  everyone.” 


This  has  been  only  a sampling 
of  auxilians  around  the  state 
who  are  elected  officials.  There  are 
many  others.  What  an  exciting 
group  of  public  servants!  What  ex- 
amples these  auxilians  are,  what 
milestones  they  have  set,  what 
doors  they  have  opened,  what  an 
inspiration  they  are,  and  what  a dif- 
ference they  have  made! 
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MRI  UPDATE 


Figure  1 


Figure  2 


Figure  3 


Clinical  information: 

Non-meniscal  abnormalities 
are  commonly  suspected  and 
evaluated  by  MRI  and 
unexpected  non-meniscal 
abnormalities  are  commonly 
demonstrated  in  the  course  of 
MR  evaluation  for  internal 
derangements  of  the  knee. 

Findings:  Figure  i is  a 
sagittal  image  through  the 
lateral  compartment  of  a 
15-year-old  patient’s  knee.  The 
subarticular  portion  of  the 
lateral  femoral  condyle  is 
affected  by  low  signal  altera- 
tion containing  three  rounded 
areas  of  higher  signal  intensity. 
The  findings  here  are 
diagnostic  of  osteochondritis 
dessicans  (straight  arrows). 
Notice  the  normal  adjacent 
anterior  and  posterior  horns  of 


the  lateral  meniscus  (curved 
arrows). 

Figure  2 is  a sagittal  image 
through  the  intercondylar 
midportion  of  a 19-year-old 
patient’s  knee.  The  tibial 
insertion  of  the  anterior 
cruciate  ligament  is  indicated 
by  the  arrow.  The  remainder  of 
the  anterior  cruciate  ligament 
is  totally  disrupted  and  its 
expected  position  is  occupied 
by  inhomogeneous  material  of 
intermediate  signal  intensity 
compatible  with  hemorrhage. 
The  anterior  cruciate  has  been 
notoriously  difficult  to  evaluate 
by  MRI,  but  its  reliable 
evaluation  is  now  possible  with 
careful  positioning  and 
rescanning  of  questionable 
cases. 

Figure  3 is  a coronal  image  of 
the  posterior  aspect  of  the  knee 


of  a 33-year-old  patient.  The 
arrow  indicates  a 1.5  cm. 
ganglion  cyst  intimately 
applied  to  the  lateral  aspect  of 
the  biceps  femoris  tendon  just 
proximal  to  the  fibular  head. 
The  MR  study  clearly  demon- 
strates the  extra-articular  and 
extraosseous  nature  of  this 
process. 

Comment:  MRI  has  become 
clearly  established  for  evalua- 
tion of  internal  derangements 
of  the  knee.  Meniscal  evalua- 
tion is  known  to  be  highly 
accurate.  The  cases  shown 
here  are  meant  to  demonstrate 
the  efficacy  and  accuracy  of 
MR  evaluation  of 
extrameniscal  structures. 
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Health  Images  facilities  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  thin  slices,  high  resolution  head 
and  body  coils,  state  of  the  art  surface  coils,  and  cardiac  gating. 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 
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Civil  War  Hospitals  Around 
Chickamai^a  Battlefield 

“Marching  Through  Northwest  Georgia  ” 


Laura  M.  Crawley 


The  Gordon-Lee  Mansion  (front  entrance).  Built  in  1847  by  James  Gor- 
don, located  in  Chickamauga,  GA.  Now  owned  by  Dr.  & Mrs.  Frank 
Green,  it  is  on  the  National  Historic  Register.  (Photo  by  Carolyn  D. 
Crawley) 


Auxilians  all  across  Georgia 
have  long  been  interested  in 
researching  medical  heritage  with 
projects  including  histories  of  med- 
icine throughout  the  state,  biogra- 
phies of  physicians,  histories  of 
hospitals,  histories  of  medical  so- 
cieties and  auxiliaries,  and  ac- 
counts of  medical  discoveries.  As 
early  as  1930,  Mrs.  S.  A.  Collum, 
President  of  the  Southern  Medical 
Association  Auxiliary,  urged  the 
gathering  of  medical  history  so  that 
it  would  be  preserved. 

Georgia’s  winning  exhibit  at  the 
meeting  of  the  Southern  Medical 
Association  Auxiliary  in  San  Anto- 
nio, Texas,  was  entered  by  the 
Walker-Catoosa-Dade  Medical  Aux- 
iliary. The  Walker-Catoosa-Dade 
; auxilians,  with  a committee  of  five, 
—compiled  a booklet  entitled  Civil 
War  Hospitals  in  Walker-Catoosa- 
Dade  Co.,  Georgia,  and  subse- 
quently developed  an  exhibit  using 
pictures  of  the  sites  covered  in  the 
booklet.  Since  Chickamauga  Battle- 
field, the  nation’s  oldest  and  largest 
national  military  park,  is  located  at 
Fort  Oglethorpe  in  Walker  County, 
evidences  of  the  Civil  War  are  al- 
ways present.  And  since  1988  was 
the  125th  anniversary  of  the  Battle 
of  Chickamauga,  which  was  fought 
on  September  19  and  20,  1863,  our 
thoughts  naturally  turned  to  the  Civil 
War  period. 

The  article  on  the  LaFayette  Pres- 


byterian Church,  founded  in  1836, 
which  served  as  a hospital  after  the 
Battle  of  LaFayette  on  June  24,  1864, 
contained  two  excerpts  from  per- 
sonal accounts.  The  pews  were 
turned  together  to  serve  as  beds  and 
long  tables  were  moved  in  for  sur- 
gery. Dr.  G.  G.  Gordon  was  men- 


Laura  Crawley  (Mrs.  William  D.)  is  Co-Chairman 
of  the  Medical  Heritage  Committee  of  the  A-MAG. 
She  served  as  editor  of  the  booklets  mentioned  in 
the  article.  She  is  a geneologist  and  historian  and 
past  president  of  the  Walker-Catoosa-Dade  Auxil- 
iary. 


tioned  as  one  of  the  attending  phy- 
sicians. 

Dr.  Peter  Sanford  Anderson’s 
home  at  Rock  Springs,  Georgia,  also 
served  as  a hospital.  His  family  re- 
fugeed  south,  and  he  remained 
behind  to  care  for  the  wounded.  Lo- 
cal tradition  has  it  that  General 
Hood  of  Texas,  who  was  severely 
wounded  in  the  thigh,  had  his  leg 
amputated  at  this  location. 

The  Gordon-Lee  Mansion,  now 
designated  as  a National  His- 
toric Site,  and  owned  by  Dr.  and 
Mrs.  Frank  Green,  was  built  in  1847 
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The  Walker  County,  Georgia  Her- 
itage 1833-1983,  edited  by  the 
Walker  County  Historical  Society, 
lists  the  John  Ross  House,  built 
circa  1797,  as  a hospital  site  for  the 
treatment  of  both  Federal  and  Con- 
federate troops  (Figure  4).  This  two- 
story  log  house,  located  in  Ross- 
ville,  Georgia,  was  the  home  of  Chief 
John  Ross  who  became  Chief  of  the 
Cherokee  Nation.  It  is  now  on  the 
National  Historic  Register  and  is 
open  to  the  public.  One  interesting 
account  occurred  on  April  3,  1862, 
when  Dr.  Thomas  Yandell  Park  was 
treating  a patient  at  this  house 
(which  was  owned  by  the  Mc- 
Farland family  in  1862).  A captain 
Hacked  appeared  at  the  door  and 
demanded  that  Dr.  Park  leave  his 
patient  and  lead  a group  of  men  to 
search  for  James  J.  Andrews  and 
his  raiders  who  had  captured  the 
locomotive,  “the  General.’’  The 
raiders  were  later  captured  west  of 
Lookout  Creek  between  Chatta- 
nooga, Tennessee  and  Bridgeport, 
Alabama. 


The  Snodgrass  Cabin  located 
within  Chickamauga  Battle- 
field is  another  hospital  site.  It  was 
owned  by  George  Washington 
Snodgrass,  and  his  wife  Mary  Eliz- 
abeth, at  the  time  of  the  Battle  of 
Chickamauga.  Every  year  on  Me- 
morial Day  weekend,  the  Park  Serv- 
ice works  with  volunteers  to  stage 
re-enactments  depicting  life  as  it 
was  in  1863.  Pictured  at  the  Snod- 


Dr. Anthony  Hodges  shown  at  the  Snodgrass  Cabin,  holding  an  am- 
putating kit.  (Photo  by  Carolyn  D.  Crawley) 


Snodgrass  Cabin,  located  in  Chickamauga  Battlefield  near  Ft.  Ogle- 
thorpe, GA.  Used  as  a hospital  site  after  the  Battle  of  Chickamauga. 
(Photo  by  Carolyn  D.  Crawley) 


by  James  Gordon  and  is  located  at 
Chickamauga,  Georgia.  General 
Rosecrans  used  the  home  and 
grounds  as  a hospital  for  the  2nd 
Division,  and  seven  other  hospitals 
were  on  the  grounds  and  across  the 
road  at  Crawfish  Springs.  The  ready 
availability  of  water  from  Crawfish 
Springs  made  this  a very  desirable 
location.  Those  hospitals  served  the 
1st  Division,  14th  Corps;  1st  Divi- 
sion, 20th  Corps;  1st  Division,  21st 
Corps;  2nd  Division,  21st  Corps;  3rd 
Division,  20th  Corps;  3rd  Division, 
21st  Corps;  4th  Division,  14th  Corps. 
Union  casualties  after  the  Battle  of 
Chickamauga  numbered  11,500, 
and  the  Confederates,  17,000.  After 
the  Confederates  won  the  Battle  of 
Chickamauga,  the  Gordon-Lee 
Mansion  came  into  their  hands 
(Figure  1). 


grass  Cabin  is  Dr.  Anthony  Hodges 
showing  an  amputating  kit  (Figures 
2 and  3). 
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John  Ross  House,  built  ca  1797,  located  in  Rossville,  GA,  was  the  home 
of  John  Ross  who  became  Chief  of  the  Cherokee  Nation.  (Photo  by 
Carolyn  D.  Crawley) 


The  Napier  House,  built  by  Thomas 
Thompson  Napier  in  1836  is  located  in 
Catoosa  Co.,  GA.  It  was  used  as  a hos- 
pital site.  (Photo  by  Carolyn  D.  Craw- 
ley) 


The  Thomas  Thompson  Napier 
House,  built  in  1836,  is  still 
standing  and  is  located  on  Burning 
Bush  Road  in  Catoosa  County  (Fig- 
ure 5).  A descendant,  Mrs.  Rosa  Na- 
pier Farrell,  and  her  husband  cur- 
rently live  in  the  home.  This  lovely 
home  has  a 43-foot  hall  where  the 
soldiers  were  cared  for.  Mrs.  Far- 
rell, in  a personal  interview,  told  of 
a soldier  being  hidden  by  the  family 
in  the  attic  until  he  was  able  to 
travel. 

There  were  several  buildings  used 
as  hospitals  which  were  located  in 
Catoosa  County  for  which,  unfor- 
tunately, no  photos  remain.  A 
marker  on  the  grounds  of  the  Ca- 
toosa County  Courthouse  lists  some 
of  these  which  were:  The  Buckner 
Hospital  (named  for  Gen.  Simon  B. 
Buckner);  the  Bragg  Hospital 
(named  for  Gen.  Braxton  Bragg) ; the 
Foard  and  Hill  Hospitals.  There 
were  two  large  500-bed  hospitals 
set  up  at  Cherokee  Springs  and  Ca- 
toosa Springs.  Dr.  Samuel  H.  Stout 
was  Medical  Director  of  all  the  Con- 
federate Hospitals  in  Northwest 
Georgia. 

Graphic  descriptions  of  the  hos- 
pitals in  the  Catoosa  area  appear  in 
diaries  left  by  two  nurses.  Mrs.  Fan- 
nie Beers,  who  came  to  Ringgold 
in  1862,  left  a diary  called  Memo- 
ries, published  in  1883,  in  which 


she  mentions  the  doctors  with 
whom  she  worked:  Dr.  Thornton, 
Dr.  Gamble,  Dr.  S.  M.  Bemiss,  Dr. 
Gore,  and  Dr.  Gates.  Kate  Gumming 
left  a diary  which  was  published  in 
1866  and  is  entitled,  A Journal  of 
Hospital  Life  in  the  Confederate 
Army  of  Tennessee.  Miss  Gumming 
stayed  at  the  Catoosa  House  while 
in  Ringgold,  and  her  diary  men- 
tioned the  Buckner  and  Bragg  Hos- 
pitals. She  said  that  Dr.  McAllister 
was  in  charge  of  the  Bragg  Hospital, 
and  Mrs.  Beers  was  the  matron.  In 
an  entry  on  August  13,  1862,  she 
stated  that  General  Bragg  himself 
was  a patient  in  the  hospital. 

We  felt  it  was  a significant  fact 
there  are  no  hospital  sites  in 
Dade  County.  The  reason  for  this  is 
that  the  army  was  marching  north 
from  Bridgeport  to  the  area  we  now 
know  as  the  Chickamauga  and 
Chattanooga  National  Military  Park. 
They  were  in  good  health  when 
marching  through  Dade  County 
prior  to  the  Battle  of  Chickamauga, 
and  after  the  battle,  the  mountain- 
ous terrain  did  not  make  it  feasible 
to  go  back  into  Dade  County. 

The  Walker-Catoosa-Dade  Aux- 
iliary published  the  booklets  of  the 
Medical  Heritage  Exhibit  and  pre- 
sented them  to  the  libraries  in  the 
three  counties  in  honor  of  Doctors’ 
Day  (Figure  6). 


Walker-Catoosa-Dade  Auxilians,  Laura 
Crawley  (left)  and  Dottie  Ellis  (right) 
with  the  Medical  Heritage  Exhibit. 
(Photo  by  Carolyn  D.  Crawley) 
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Shake  Up  in  Physician 
Reimbursement:  Implicatfons  for 
American  ffealth  Care  Delivery 

Alan  R.  Nelson,  M.D. 


They  came  expecting  walkouts, 
angry  haranguing,  and  deep 
and  unbreechable  divisions  within 
medicine.  Instead,  they  saw  a se- 
rious, searching,  critical  evaluation 
of  the  Harvard  Study;  they  saw  bona 
fide  accurate  detailing  of  method- 
ologic  flaws  in  the  Hsaio  Study;  they 
saw  specialists  testify  in  loud  clear 
terms  that  the  TCGs  were  not  lis- 
tened to  carefully  enough  by  the 
Harvard  people;  they  saw  the  Board 
of  Trustees  do  its  homework  in  ana- 
lyzing the  methodology  and  re- 
maining policy  questions  sur- 
rounding the  implementation  of 
Resource-based  Relative  Value 
Scale  (RBRVS),  and  they  saw  the 
House  of  Delegates  understand  the 
importance  of  unity  of  purpose. 

the  democratic  process  worked 
when  the  AMA  House  of  Delegates 
in  Dallas  considered  and  then  took 
action  on  the  Board  report  on  the 
RBRVS.  The  AMA  ended  up  stronger 
rather  than  weaker,  and  many  of  the 
observers  were  frankly  disap- 
pointed. I’ve  never  been  happier  to 
see  the  press  guess  wrong.  They 
always  underestimate  us. 

What  did  the  Board  report  say? 

1)  “That  the  AMA  reaffirm  its  sup- 
port for  a Medicare  indemnity  pay- 
ment schedule  in  which  physicians 
determine  their  fees  and  Medicare 
establishes  its  payments  using  an 


1 believe  the  total  cost 
would  skyrocket  in  this 
country  with  a national 
health  service  because 
demand  would 
increase,  efficiency 
would  decrease,  and  no 
one  would  have  the 
guts  to  ration  care. 


appropriate  RVS  based  on  resource 
costs  and  an  appropriate  monetary 
conversion  factor;” 

2)  That  the  Harvard  RBRVS  when 
sufficiently  expanded,  corrected, 
and  refined,  would  provide  an  ac- 
ceptable basis  for  an  indemnity 
payment  system; 


Dr.  Nelson  is  President-elect  of  the  AMA.  He  is  a 
private  practitioner  of  internal  medicine  and  en- 
docrinology. His  address  is  2000  South  Ninth  East, 
Salt  Lake  City,  UT  84105.  This  article  was  derived 
from  Dr.  Nelson’s  remarks  at  MAG’s  Leadership 
Conference  last  February. 


3)  That  refinement  will  require 

— Restudy  for  some  specialities 

— Fundamental  improvement  of 
measurement  of  practice  costs 

— Development  of  extrapolation 
for  visits 

— Revision,  refinement,  and  ex- 
pansion of  measurement  of  pre 
and  post  work 

— Better  agreement  on  what  serv- 
ices are  included  in  procedures 
that  customarily  utilize  global 
fees 

— A better  mechanism  to  feed  the 
input  of  specialty  societies  and 
AMA  external  evaluations  into 
the  Harvard  activity  as  it  contin- 
ues; 

4)  That  any  payment  system  must 
include  the  right  to  balance  bill; 

5)  That  implementation  be 
phased  in; 

6)  That  geographic  variations  ac- 
commodate differences  in  practice 
costs; 

7)  That  specialty  differentials  be 
avoided  — coding  systems  should 
permit  differences  in  services  and 
work  input  to  be  defined  by  de- 
scriptive codes  rather  than  a spe- 
cialty differential  modifer;  and 

8)  That  we  oppose  expenditure 
targets  — a malicious  idea  that 
would  link  a conversion  factor  to 
the  volume  of  services. 
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Dr.  Alan  Nelson,  President-elect  of  the  AM  A,  spoke  at  MAG’s  Lead- 
ership Conference  last  February,  addressing  current  issues  in  medical 
politics. 


It  should  be  clear  that  completion 
of  a new  resource  based  sched- 
ule or  payments,  after  all  of  the 
above  is  accomplished,  will  be  just 
one  piece  in  a complex  evolution 
of  change  in  physician  payments. 

CPR  became  moribund  in  ’84  with 
the  Medicare  fee  freeze.  CPR  was 
declared  dead  in  1986  with  impo- 
sition of  MAAC  and  inherently  rea- 
sonable provisions  which  we  have 
opposed  with  legislation  and  law- 
suits, but  without  success.  PPRC 
will  recommend  a system  of  phy- 
sician payment  to  Congress  in  April, 
and  HCFA  is  required  by  law  to  do 
so  by  end  of  June.  Congress  has 
announced  its  intention  to  act  — 
only  the  nature  of  the  action  is  un- 
known. 

Meanwhile,  in  the  past  few  weeks, 
the  Administration  has  announced 
a budget  that  would  take  $800  mil- 
lion from  physician  payments,  put 
more  hits  on  the  “overpriced”  serv- 
ices via  “inherently  reasonable” 
legislation,  reduce  radiology,  anes- 
thesiology, and  surgical  payments 
8%,  and  freeze  all  additional  fees 
except  primary  care. 

The  Administration  favors  capi- 
tation payments.  Pete  Stark  still 
wants  DRGs  for  physicians.  “Vol- 
ume control”  is  the  buzzword  in 
government  and  business  discus- 
sions alike.  How  to  control  the  vol- 
ume of  services? 

Finally,  who  will  negotiate  a con- 
version factor  in  a new  fee  sched- 
ule? Who  will  update  it?  And  what 
about  all  of  the  talk  about  the  Ca- 
nadian system  as  a model  for  the 
U.S.? 

So,  any  discussion  of  the  RBRVS 
must  be  in  the  context  of  the  rela- 
tionship of  physicians,  their  pa- 
tients, and  the  payers.  Talk  of  “win- 
ners” and  “losers”  based  on 
simulations  of  phase  1 of  the  Hsaio 
Study  (which  used  1986  data)  is 
misleading.  Can  anyone  seriously 
think  that  Medicare  will  value  a 
family  practitioner’s  office  call  up 
by  65%  and  pay  more  than  Pruden- 
tial or  Blue  Shield?  And  if  cataracts 


and  total  hips  continue  to  take  15% 
yearly  hits  under  “inherently  rea- 
sonable” provisions,  who  is  to  say 
that  payment  wouldn’t  go  up  under 
an  RBRVS  if  enough  years  go  by 
before  implementation? 

What  we  should  be  talking 
about  is  the  environment  in 
which  these  changes  are  taking 
place  and  what  we  can  do  to  influ- 
ence change  so  that  we  retain  the 
essential  values  of  our  profession. 
What  will  it  take  to  keep  medicine 
from  being  converted  to  a public 
utility?  What  will  it  take  to  permit 
us  to  set  our  fees,  regardless  of  what 
schedule  of  payments  is  utilized  by 
payers? 

We  are  dealing  with  a budget 
driven  government  policy  and  an 
information  driven  society.  The 
mass  media  have  a strong  influence 
on  public  attitudes;  this  often  leads 
to  a distrust  of  institutions,  includ- 
ing medicine.  Computers  permit 
massing  of  data  (350  million  Part  B 
claims  per  year,  for  instance),  stud- 
ies of  geographic  variations,  and 
profiles  of  facilities  and  practition- 


ers. The  learned  professions  are  no 
longer  sacred.  The  office  of  the  In- 
spector General  assumes  that  10% 
of  us  are  guilty  of  fraud  and  abuse 
and  has  300  agents  assigned  to  po- 
lice physicians. 

Mass  communications  often  pro- 
vides inaccurate  or  conflicting  sci- 
entific information  because  it  can’t 
evaluate  the  credibility  of  the 
source.  This  leads  to  a schizo- 
phrenic attitude  of  society,  enam- 
oured of  technology  and  yet  fearful 
of  the  side  effects  and  negative  out- 
comes. 

With  this  comes  a decreasing 
confidence  in  our  professional  in- 
tegrity and  mistrust  of  our  scientific 
base  that  results  from  the  infor- 
mation driven  nature  of  our  society. 
Accompanying  this  has  come  an 
erosion  of  our  professional  auton- 
omy. There  has  been  an  uncou- 
pling of  authority  from  responsibil- 
ity. Physicians  still  have  the 
responsibility  for  the  essential  de- 
cisions in  the  process  of  providing 
care,  but  their  authority  to  make 
these  decisions  with  full  profes- 
sional autonomy  is  challenged  by 
utilization  management,  PROs,  and 
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other  professions  such  as  nurses, 
optometrists  and  pharmacists,  and 
even  by  our  patients. 

The  second  major  environmental 
factor  is  the  cost  of  medical  care  as 
the  driving  force  in  evolving  gov- 
ernment policy  and  the  attitudes  of 
private  payers,  particularly  orga- 
nized business.  Costs  have  dou- 
bled the  increases  in  consumer 
price  index. 

There  has  been  a predictable  fail- 
ure of  the  expectations  of  preven- 
tive health  care  and  competition  to 
control  costs.  Both  increase  de- 
mand. An  increasing  aging  popu- 
lation, enhanced  technology,  and 
increased  marketing  all  have  driven 
up  costs.  Preventive  health  care  is 
an  important  priority  for  our  profes- 
sion because  it  enhances  the  pro- 
ductivity and  quality  of  life  for  our 
patients,  but  preventive  health  care 
also  results  in  longer  life  with  a re- 
sulting increase  in  services  con- 
sumed over  the  course  of  that  life. 
Perhaps  the  single  most  influential 
culprit  in  the  cost  of  medical  care 
today  is  Sir  Alexander  Fleming.  It 
was  he,  you  will  remember,  who 
discovered  penicillin  and  found  a 
cure  for  childhood  infectious  ill- 
nesses that  formerly  tragically 
shortened  the  life  for  many  of  our 
people  who  now  live  to  be  80  or  90 
years  old  and  who  finally  die  of  a 
much  more  expensive  illness! 

Increased  competition  results  in 
increased  marketing,  easy  availa- 
bility of  services,  demand  created 
by  non  physician  practitioners,  with 
hospital  disease-of-the-month  clin- 
ics and  outreach  programs,  all  in- 
creasing the  volume  of  services 
provided  and  resulting  in  increased 
total  costs,  even  though  competi- 
tion may  keep  the  unit  cost  stable. 

George  Wills  said,  at  the  AMA 
Leadership  Conference,  “What  do 
patients  want?  They  want  it  all!”  Pa- 
tients want  everything,  and  they 
want  to  pay  for  nothing.  A 1987  poll 
asking  what  is  the  main  problem 
facing  health  care  was  responded 
to  by  the  public  as  follows:  67% 
said  cost  was  the  main  problem, 
16%  said  quality,  and  2%  said  ac- 
cess. When  asked,  among  other 
priorities  such  as  education,  sup- 
port for  the  elderly,  and  defense. 


are  we  spending  too  much,  not 
enough,  or  about  right  for  health 
care,  only  9%  answered  too  much, 
and  54%  answered  not  enough.  This 
shows  the  confused  nature  of  the 
public’s  priorities  regarding  health 
care. 

And  now,  a disturbing  trend  is 
appearing  in  the  media  coverage 
combining  concern  for  the  37  mil- 
lion uninsured,  quality  deficiencies 
such  as  inaccurate  tests,  and  poor 
hospital  care,  and  costs  — all  with 
the  implication  that  competition  and 
self-regulation  failed  and  that  it  is 
the  job  of  government  to  fix  it,  to 
regulate  costs,  guarantee  access, 
and  set  and  enforce  standards  of 
quality. 

Why  does  this  bother  me?  Re- 
member, we  are  a media- 
driven  society. 

First,  pressures  will  increase, 
state  by  state,  for  mandatory  as- 
signment, because  AARP  has  30 
million  members  and  80%  of  them 
vote. 

Second,  HCFA  will  continue  its 
collection,  study,  and  release  of 
data  on  hospital  mortality,  regional 
variations  on  the  frequency  and  cost 
of  procedures,  and,  ultimately,  data 
on  individual  practitioners.  The  di- 
rector of  HCFA  has  made  this  clear. 

Third,  existing  laws  will  be  en- 
forced because  they  were  passed 
with  bipartisan  support,  and  the  new 
government  will  be  budget  driven 
as  was  the  last.  Thus,  the  medical 
necessity  provisions  will  be  en- 
forced, although  the  AMA  has 
achieved  major  accomplishments 
in  providing  greater  due  process  for 
physicians. 

Fraud  and  abuse,  antidumping, 
and  kickback  prosecutions  by  the 
Inspector  General  will  continue. 

The  MAAC  limits  will  be  en- 
forced, and  rollbacks  will  proceed 
for  12  “overpriced”  procedures,  with 
freezes  for  non-primary  care  serv- 
ices and,  if  the  Reagan  budget  is 
adopted,  additional  cuts  of  8%  for 
services  of  radiologists,  anesthe- 
siologists, and  surgeons. 

Along  with  all  this,  more  and 
more  talk  is  occurring  of  a 
national  health  service  as  the  way 
to  control  costs,  provide  access,  and 


Medicare  and  non- 
Medicare  patients  alike 
find  it  tempting  to 
believe  that  they  czm 
have  no  out-of-pocket 
costs  and  no  paper 
work  in  a national 
health  service  — with 
no  downside  risk. 


assure  quality.  In  Canada,  8.4%  of 
the  gross  national  product  is  spent 
on  health,  in  Britain,  6.9%,  and  in 
Australia,  8.5%.  In  the  United  States 
10.9%  of  the  GNP  was  spent  on 
health  care  in  1987.  And  yet,  the  life 
expectancy  in  these  countries  is  the 
same,  infant  m.ortality  is  higher  in 
the  United  States,  and  the  satisfac- 
tion of  the  public  is  said  to  be  high 
in  national  health  services  coun- 
tries. A national  health  service 
modeled  on  the  Canadian  program 
has  recently  been  advocated  in  the 
New  England  Journal  of  Medicine. 
Congressman  Pete  Stark  has  also 
pointed  at  the  Canadian  model  as 
one  that  this  country  should  seri- 
ously consider  adopting.  Medicare 
and  non-Medicare  patients  alike  find 
it  tempting  to  believe  that  they  can 
have  no  out-of-pocket  costs  and  no 
paper  work,  in  a national  health 
service  — with  no  downside  risk. 
And  business  will  start  looking  at  a 
national  health  service  as  a way  to 
avoid  buying  insurance  for  their 
employees. 

In  the  face  of  all  this,  what  should 
we  be  doing  to  retain  a plural- 
istic free  enterprise  system  in  med- 
icine and  retain  the  essential 
professional  values  that  are  so  im- 
portant to  medicine? 

We  are  not  helpless,  and  there  is 
much  that  we  can  do.  First,  we  must 
set  our  goals.  Define  those  essen- 
tial elements  of  our  profession,  or- 
ganize, get  involved,  go  to  the  mat, 
and  win.  Physicians  are  not  weak 
and  stupid.  We  have  many  re- 
sources and  a lot  of  clout  if  we  de- 
cide to  move. 
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There  has  been  a 
predictable  failure  of 
the  expectations  of 
preventive  health  care 
and  competition  to 
control  costs.  Both 
increase  demand. 


Goal  1:  Professional  authority 
commensurate  with  our  respon- 
sibility. Grant  that  accountability 
goes  with  the  territory,  and  we  must 
commit  ourselves  to  assure  quality. 
If  we  default  on  our  authority,  we 
can’t  complain.  If  I refuse  to  see 
one  of  my  patients  in  a nursing 
home,  I have  no  complaint  if  a nurse 
assumes  that  role.  But  patients  want 
an  advocate,  and  they  want  a phy- 
sician in  charge.  This  goal  is  win- 
nable. 

Goal  2:  Equity  and  fairness  in 
reimbursement.  Most  physicians 
work  very  hard  and  are  worth  what 
they  receive.  We  have  no  sympathy 
for  the  few  that  have  taken  a license 
to  practice  medicine  as  a license 
to  steal.  We  can  win  the  battle  over 
mandatory  assignment  because  it 
is  an  equity  issue.  Society  can  un- 
derstand that  those  who  are  able  to 
pay  a physician’s  usual  fee  should 
do  so  even  though  the  payment  from 
Medicare  is  less  than  that  usual  fee. 

Goal  3:  Full  due  process  in  all 
review.  The  vast  majority  of  phy- 
sicians have  appropriate  reasons  for 
what  they  do  and  are  tired  of  taking 
the  rap  for  those  few  that  rip  off  the 
system.  But  we  must  be  presumed 
innocent  until  proved  guilty,  and  we 
must  rely  on  education  to  change 
behavior,  because  the  vast  majority 
of  doctors  are  motivated  and  want 
to  practice  proper,  honorable  med- 
icine. 

Goal  4:  Freedom  to  make  clin- 
ical decisions  without  being  forced 
into  situations  of  conflict  of  inter- 
est. I have  a great  deal  of  concern 
about  some  gatekeeper  arrange- 


ments that  include  a risk  pool  that 
is  substantial  enough  to  create  con- 
flict of  interest.  And  the  concept  of 
expenditure  caps,  in  which  a con- 
version factor  under  a relative  value 
schedule  would  be  linked  to  meet- 
ing total  expenditure  targets,  has  the 
potential  for  creating  underutiliza- 
tion. 

Goal  5:  Relief  from  the  mal- 
practice crisis.  The  AMA’s  plan  for 
an  alternate  dispute  resolution  sys- 
tem has  a great  potential  for  the 
future. 

How  do  we  reach  these  goals? 
Organized  medicine  can  help  but 
can’t  do  it  without  grassroots  in- 
volvement. We  must  be  informed, 
be  willing  to  write  policy  makers 
and,  when  appropriate,  talk  to  pa- 
tients. 

We  must  be  informed  about  for- 
eign systems  so  that  we  know  that 
the  British,  Australian,  and  now  the 
Canadian  care  is  cheaper  because 
of  restricted  access  to  rundown  fa- 
cilities, with  long  waiting  lines  for 
elective  procedures  and  often  im- 
personal doctors  who  don’t  work 
very  hard  because  there  is  no  in- 
centive. And  we  must  be  willing  to 
tell  about  it. 

I believe  the  total  cost  would  sky- 
rocket in  this  country  with  a na- 
tional health  service  because  de- 
mand would  increase,  efficiency 
would  decrease,  and  no  one  would 
have  the  guts  to  ration  care.  Cer- 
tainly, physicians  will  not  ration  care 
on  a case  by  case  basis  because 
we  are  advocates  for  the  patient, 
and  we  will  provide  for  our  patients 
what  we  would  want  for  ourselves 
under  similar  circumstances. 

To  win,  we  must  be  personally 
involved  and  organized  into  orga- 
nizations that  are  strong,  united,  tri- 
ple threat,  and  willing  to  take  risk 
with  the  capability  of  rapid  re- 
sponse. For  the  Am.erican  Medical 
Association,  this  means  a strong  or- 
ganization, well  funded,  with  a 
strong  staff,  and  strong  on  com- 
municating the  fact  that  we  have  the 
best  health  care  system  in  the  world 
and  that  the  public  will  suffer  if  we 
convert  it  to  a public  utility. 

Triple  threat  means  that  we  con- 
front those  who  would  diminish  our 


professional  autonomy  in  the  hails 
of  Congress,  in  the  offices  of  the 
bureaucracy,  and,  when  the  welfare 
of  our  profession  and  the  rights  of 
our  patients  are  at  stake,  that  we 
take  on  our  adversaries  in  the 
courts. 

Finally,  being  united  is  especially 
important  with  the  potential  for 
fragmentation  over  physician  pay- 
ment. Eli  Ginzburg  has  said,  “noth- 
ing will  contribute  more  to  a further 
loss  of  respect  and  authority  by  the 
medical  profession  than  dissension 
among  the  specialty  and  subspe- 
cialty groups  on  the  matter  of  fees. 
The  profession  may  suffer  losses 
even  if  it  holds  ranks,  but  it  runs 
greater  risks  if  the  American  people 
are  treated  to  ringside  seats  at  a 
bruising  battle  between  those  who 
seek  to  protect  their  fees  and  those 
who  relentlessly  seek  increases.” 
We  can  win  in  reaching  our  es- 
sential goals  and  can  leave  a legacy 
for  those  that  follow  that  is  rich  and 
satisfying.  The  “good  old  days” 
weren’t  all  that  good.  We  now  have 
the  capability  of  treating  a multi- 
tude of  illnesses  and  conditions  that 
we  were  formerly  helpless  to  treat. 

I believe  we  are  entering  what 
George  Lundberg  has  called  the 
“Golden  Age  of  Medicine.”  We  will 
unlock  the  secrets  of  the  cell,  find 
cures  for  debilitating  illnesses,  such 
as  Alzheimer’s  Disease  and  cancer, 
and  resume  our  place  as  commu- 
nity leaders.  We  will  have  enough 
physicians  so  that  we  can  get 
prompt  referrals  for  our  patients,  we 
will  be  able  to  spend  some  time 
with  our  families,  again  enjoy  some 
leisure  time,  and,  we  will  make  a 
decent  living.  The  public,  I am  con- 
vinced, does  not  want  doctors  with 
holes  in  their  shoes. 

But  we  must  set  our  goals  and 
work  to  achieve  them:  the  authority 
to  match  responsibility,  equity,  full 
due  process,  freedom  from  conflict 
of  interest,  and  relief  from  the  de- 
struction of  the  current  TORT  sys- 
tem. If  we  default  on  working  to 
achieve  these  goals,  the  scientific 
miracles  of  the  future  will  not  be  as 
abundant  for  our  people  because 
medicine  will  no  longer  attract  the 
best  and  the  brightest,  as  it  has  in 
the  past  and  must  in  the  future. 
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Educating  People  with  Congenital  Heart  Disease 

Cynthia  Murphy,  M.D. 


Introduction 

IN  THE  PAST  2 decades,  major 
advances  in  research  and 
technology  have  allowed  children 
with  congenital  heart  disease 
(CHD)  to  survive  to  adolescence 
and  adulthood.  Achieving  well- 
adjusted  adulthood  is  a difficult 
enough  goal  for  healthy  people, 
and  having  CHD  requires 
additional  adaptations.  Parents 
and  siblings  must  also  adapt  to 
live  their  own  lives  normally  and 
to  help  the  affected  family 
member  live  normally.  This  paper 
will  discuss  the  perceptions  and 
adaptations  people  with  CHD  and 
their  families  have.  It  will  also 
discuss  how  the  physician  should 
educate  everyone  involved  to  aid 
the  pursuance  of  normal, 
productive,  and  happy  lives. 

The  Experience  of  Parents  of 
Children  with  CHD 

Parents  experience  a wide 
spectrum  of  emotions  when  their 
child  is  diagnosed  with  CHD.  Of 
course,  the  intensity  of  emotion 
and  speed  with  which  to  adjust 
varies:  a 2-week-old  baby  who  has 
a hypercyanotic  spell,  is 
diagnosed  with  tetrology  of  Fallot, 
and  must  have  an  immediate 
Blalock-Taussig  shunt,  is  a 
different  scenario  from  a healthy, 
active  2-year-old  who  has  an  atrial 
septal  defect  that  can  be  closed 
in  a few  years.  The  common 
denominator  is  the  same, 
however,  in  that  their  child  has  a 


defect  that  disrupts  normal  daily 
living.  They  must  face  possible 
loss  of  the  child,  hospitalizations, 
surgery,  financial  difficulties,  and 
strain  among  family  members. 
Initial  reactions  include  fear, 
anxiety,  anger,  disbelief,  and  grief 
over  possible  death  or  desired 
normalcy  of  their  child.  They  may 
feel  guilty  about  somehow 
causing  or  transmitting  the  defect 
or  by  not  recognizing  it  sooner. 
These  feelings  must  be  vocalized 
and  discussed  so  that  the  reality 
of  the  defect  is  accepted  and 
steps  may  be  taken  to  adjust  and 
to  begin  appropriate  management 
of  the  child  so  s/he  may  develop 
as  normally  as  possible. 

As  will  be  discussed  more  later, 
good  adjustment  of  the  parents  is 
essential  for  normal  adjustment 
and  development  of  the  child. 
Poor  adjustment  on  the  part  of  a 
child  growing  up  with  CHD  is 
related  more  to  a parent’s  anxiety 
and  overprotection  than  to  the 
degree  of  incapacity.  A child  who 
is  raised  by  anxious  and 
overprotective  parents  may  accept 
their  pampering  and  become 
passive  and  dependent,  or  s/he 
may  reject  their  view  and  deny 
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reasonable  medical  management 
and  advice.  A rarer  scenario  is 
one  where  parents  reject  or 
neglect  the  child  and  may  be 
detached,  uncooperative,  and 
noncompliant. 

Successful  adaptation  is  seen  in 
parents  who  place  realistic 
restrictions  on  physical  activity,  if 
necessary,  and  encourage  selh 
care,  school,  relationships,  and 
appropriate  recreation. 

The  first  step  in  a parent’s 
adjustment  is  being  informed 
and  educated  about  the  disease. 
They  should  know  the  anatomy, 
symptoms,  diagnostic  procedures, 
medicines,  surgeries, 
hospitalizations,  risks,  and 
prognosis.  They  need  to  know 
that  it  is  OK  to  discipline  their 
child  and  what,  if  any,  physical 
activities  should  be  limited.  In 
fact,  parents  should  be  aware  that 
children,  before  adolescence, 
generally  limit  themselves 
appropriately  and  rarely  overexert 
themselves.  Finally,  parents 
should  be  informed  about 
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frequency  of  office  visits  and 
subacute  bacterial  endocarditis 
prophylaxis. 

Many  times  parents  will  further 
their  education  by  additional 
reading  which  often  serves  to 
further  lessen  anxiety  by  making 
the  disease  more  familiar.  Parents 
who  continue  having  difficulty 
adjusting  should  be  encouraged 
to  partake  in  group  discussions 
with  other  parents  of  children 
with  CHD  or  seek  therapy. 

Siblings  of  CHD  Children 

An  often  overlooked  family 
member  who  is  profoundly 
affected  by  a child  with  CHD  is 
the  sibling(s).  Tritt  and  Esses 
objectively  and  subjectively 
studied  siblings  of  chronically  ill 
children.  They  found  no 
significant  differences  in  self- 
concept  between  affected  and 
non-affected  siblings.  Siblings  of 
ill  children  were,  however,  found 
to  have  more  behavior  problems 
as  perceived  by  their  parents. 
When  interviewed,  some  common 
feelings  expressed  were 
resentment,  abandonment,  guilt, 
and  exclusion.  Many  times  the 
siblings  had  little  understanding 
of  the  illness,  either  due  to  lack 
of  interest  by  the  child  or  an 
unspoken  family  rule  about  not 
asking  questions.  On  the  positive 
side,  however,  some  of  the  older 
siblings  felt  they  had  more 
patience,  understanding,  and 
sensitivity  as  a result  of  living 
with  a chronically  ill  child.  It  is 


very  important,  therefore,  to 
include  the  siblings  in  education 
about  their  brother’s  or  sister’s 
disease  and  to  encourage  parents 
to  have  open  and  honest 
discussions  as  the  children  reach 
different  stages  of  readiness  to 
hear  about  the  disease. 

Growing  Up  with  CHD 

As  these  children  with  CHD 
age,  a goal  of  well-adjusted 
development  is  independence. 

The  pathway  to  independence  is 
becoming  responsible  for  oneself, 
accepting  limitations,  and 
functioning  effectively  in  home 
and  school.  They  should  acquire 
more  understanding  about  their 
illness  and  assist  in  medical 
management. 

Many  studies  do  show  effective 
psychosocial  adjustment  among 
older  children  and  adolescents. 
Kellerman,  et  al.  found  there  were 
no  significant  differences  between 
healthy  and  ill  adolescents  on  the 
measure  of  anxiety  or  self-esteem. 
In  fact,  cardiac  patients  reported 
less  impact  of  illness  on 
popularity  and  peer  activities  than 
did  healthy  adolescents.  They 
were  also  reported  to  have  a 
reduced  sense  of  control  over  the 
future  of  their  health  which  was 
interpreted  as  being  the  result  of 
appropriate  self-perception. 

Again,  as  stated  earlier,  good 
psychosocial  adaptation  comes 
primarily  from  a family’s 
acceptance  of  the  child’s  disease 


and  their  encouragement  to  live 
as  normally  as  possible.  Children 
and  adolescents  with  prolonged 
poor  adjustment  come  from 
families  that  have  poorly  adapted. 
The  parents  who  are  fearful  and 
discourage  outside  interests  and 
activity  may  have  children  who 
are  overly  dependent,  passive, 
and  fearful  of  their  future.  Or  they 
may  rebel  against  the  over- 
protectiveness and  engage  in  risk- 
taking activities. 

^Not  only  is  it 
important  to  teach 
about  the  disease, 
therapeutics,  prognosis, 
SBE  prophylaxis,  and  if 
necessary,  physical 
restriction,  it  is  also 
important  to  offer 
guidance  about 
vocational 
rehabilitation  and 
having  a family.  ^ 

So,  in  educating  families,  a 
physician  should  go  over,  again 
and  again,  information  about  the 
disease,  therapeutics,  prognosis, 
and  restrictions,  if  any,  on 
activity.  The  physician  should 
encourage  school,  intellectual 
pursuits,  and  alternate  physical 
activities.  And,  with  every  visit. 
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the  importance  of  SBE 
prophylaxis  should  be  stressed. 
But  now,  the  burden  of  decision 
making  and  caretaking  should  be 
handled  more  and  more  by  the 
patient.  The  high  school  student 
will  want  to  know  about  playing 
sports,  what  recreations  s/he  can 
partake  in,  and  what  kind  of  job 
s/he  can  have.  They  may  also  be 
starting  to  think  of  marriage  and 
having  children.  The  next  sections 
of  this  paper  will  discuss  how  to 
educate  about  recreation, 
vocation,  genetics,  pregnancy, 
and  contraception. 

Medical  Knowledge  of 
Adolescents  with  Heart  Disease 

A study  by  Ferencz,  et  al. 
showed  that  the  education 
process  of  adolescents  may  need 
some  improvement.  They  found  in 
their  study  that  most  of  the 
adolescents  (14-21  years  old) 
were  unable  to  describe  their 
heart  condition  and  that  fewer 
than  half  could  correctly  describe 
the  surgery  they  had.  The  risk 
factors  of  adult  heart  disease  were 
known  better  than  the  risks  of 
their  own  heart  disease.  Finally, 
they  thought  their  physical 
limitations  were  stricter  than  they 
were  in  actuality,  and  that  their 
cardiac  status  was  better  than  the 
medical  records  indicated. 

This  study  indicates  that  a little 
extra  time  may  need  to  be  taken 
by  physicians  to  ensure  that  their 
patients  do  have  appropriate 
knowledge  about  their  disease 
and  what  they  can  and  cannot  do. 

Recreation  and  Sports 

According  to  Freed’s 
recreational  and  sports 
recommendations  for  the  child 
with  heart  disease,  the  child  with 
trivial  heart  disease  (the  x-ray 
and/or  ECG  are  usually  normal) 
should  not  have  any  restrictions 
on  recreational  or  competitive 
activities.  In  the  child  with  mild 
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heart  disease  (the  x-ray  and/or 
ECG  will  usually  be  abnormal), 
recreational  activities  and 
nonstrenuous  or  moderately 
strenuous  competitive  activities 
should  not  be  restricted. 

Strenuous  competition  may  be 
acceptable  if  yearly  exercise 
testing  shows  no  cardiac 
compromise.  The  child  with 
moderate  heart  disease  may 
partake  in  moderately  strenuous 
and  nonstrenuous  recreational 
activities,  and  strenuous 
recreational  and  nonstrenuous 
and  moderately  strenuous 
competitive  activity  with  normal 
yearly  stress  tests.  Strenuous 
competitive  activity  should  be 
prohibited.  The  child  with  severe 
heart  disease  should  be  allowed 
nonstrenuous  recreational  activity 
and  moderately  strenuous 
recreational  activity  with  normal 
yearly  stress  tests.  Strenuous 
recreational  activity  and 
moderately  strenuous  and 
strenuous  competitive  activity 
should  be  prohibited.  Those  with 
active  myocarditis  and  congestive 
heart  failure  with  ischemia  should 
remain  sedentary. 

Since  recreational  and  sports 
activities  can  be  very  good  ways 
to  achieve  socialization, 
accomplishment,  and  personal 
satisfaction,  it  is  important  to  let  a 
family  and  child  know  exactly 
what  s/he  can  and  cannot  do.  As 
shown  in  the  study  by  Ferencz, 
adolescents  may  be  placing  more 
restrictions  than  necessary  upon 
themselves  and  are  therefore 
needlessly  limiting  avenues  of 
expression  and  socialization. 
However,  it  is  just  as  important 
not  to  allow  an  overzealous  father 
eager  for  a football  player  (or  a 
teenager  eager  to  be  a football 
player)  to  encourage 
inappropriate  activity. 

Vocation 

While  in  high  school,  most 


adolescents  are  planning  future 
careers.  The  physician  should 
offer  guidance  in  this  area,  since 
there  may  be  additional  obstacles 
healthy  teenagers  do  not  have  to 
consider.  First,  the  teenager 
should  be  aware  of  physical 
limitations.  People  with  normal 
cardiac  function  should  have  no 
limitations.  Those  people  with 
mild  to  moderate  disease  should 
be  discouraged  from  labor  that 
requires  prolonged  lifting  of  heavy 
objects  (i.e.,  dock  labor).  And 
those  people  with  severe  heart 
disease  should  be  encouraged  to 
pursue  more  sedentary 
occupations. 

Another  obstacle  people  with 
CHD  face  is  job  discrimination.  If 
physical  disabilities  are  made 
known,  i.e.,  on  the  application  of 
a pre-employment  physical,  most 
people  would  not  be  hired.  They 
would  also  be  denied  associated 
insurance  plans.  Fortunately, 
education  of  employers  and 
insurance  companies  are 
improving  the  chances  of  being 
hired  and  insured,  although  a lot 
of  work  still  needs  to  be  done  in 
this  area.  Since  this  is  a major 
obstacle  to  overcome, 
adolescents  with  CHD  should  be 
directed  to  vocational 
rehabilitation  programs.  Job 
counseling  can  help  these  people 
find  their  physical  and  intellectual 
level  at  which  to  effectively 
perform  in  their  careers. 

Genetic  Counseling 

A potential  parent  with  CHD 
will  probably  be  concerned  about 
the  risks  of  having  a child  with 
CHD.  Current  genetic  counseling 
data  continue  to  grow.  To  date, 
Nora  and  Nora  contend  that  there 
is  a wide  range  of  risk  figures 
influenced  by  high-risk  families, 
and  one  should  acknowledge  the 
inadequacy  of  the  data  base  and 
only  provide  general  guidelines. 
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TABLE  1 — Suggested  Offspring 
Recurrence  Risk  for  Congenital 


Reprinted  with  permission  from  American 
Journal  of  Medical  Genetics  29:137-142 
(1988). 


They  have  studied  eight 
congenital  heart  defects  and  have 
found  that  maternal  transmission 
of  CHD  is  greater  than  paternal 
transmission.  Nora  and  Nora 
postulate  this  difference  as  being 
secondary  to  maternal 
vulnerability  to  teratogens  and 
cytoplasmic  inheritance.  Mode  of 
transmission  is  important  in 
counselling;  if  autosomal 
dominance  is  suspected,  one 
would  counsel  a 50%  recurrence 
risk;  however,  if  cytoplasmic 
inheritance  is  suspected,  all 
offspring  are  at  risk.  Table  1 lists 
the  suggested  recurrence  risk  if 
either  the  mother  or  father  are 
affected.  Table  2 lists  recurrence 
risks  in  additional  offspring  if  the 
parents  are  unaffected  but  if  one 
or  two  siblings  are  affected. 

Pregnancy  and  Contraception 

Pregnancy  imposes  changes  in 
the  cardiovascular  system  that 
may  aggravate  a defect  in  that 
system.  Whittemore,  et  al.  did  a 
study  that  showed  good  outcome 


TABLE  II  — Recurrence  Risks  in  Sibs  for  Any  Congenital  Heart  Defect: 
Combined  Data  Published  During  Two  Decades  from  European  and 


Heart  Defects  Given  1 Affected 
Parent  (percent) 

North  American  Populations 

1966-1975 

1976-1985 

Suggested  risk  % 

Mother 

t other 

Defect 

risk  % 

risk  % 

If  1 sib 

If  2 sibs 

Defect 

Ventricular  septal  defect 

2.9 

4.3 

3 

10 

Aortic  stenosis 

13-18 

3 

Patent  ductus 

2.8 

3.2 

3 

10 

Atrial  septal 

4-4.5 

1.5 

Atrial  septal  defect 

2.6 

2.9 

2.5 

8 

defect 

Tetralogy  of  Fallot 

2.5 

2.8 

2.5 

8 

Atrioventricular 

14 

1 

Pulmonary  stenosis 

2.1 

2.0 

2 

6 

canal 

Coarctation  of  aorta 

1.9 

1.8 

2 

6 

Coarctation  of 

4 

2 

Aortic  stenosis 

2.1 

2.0 

2 

6 

aorta 

Transposition 

1.4 



1.5 

5 

Patent  ductus 

3.5-4 

2.5 

Endocardial  cushion 

2.9 



3 

10 

arteriosus 

Fibroelastosis 

3.8 



4 

12 

Pulmonary 

4-6.5 

2 

Hypoplastic  left  heart 

2.2 



2 

6 

stenosis 

Tricuspid  atresia 

1.0 



1 

3 

tetralogy  of 

2.5 

1.5 

Ebstein  anomaly 

1.0 



1 

3 

P allot 

Truncus 

1.2 



1 

3 

Ventricular 

6-10 

2 

Pulmonary  atresia 

1.3 



1 

3 

septal  defect 

— means  insufficient  data. 

Reprinted  with  permission  from  American  Journal  of  Medical  Genetics  29:137-142  (1988). 


for  both  mother  and  infant  in 
those  with  good  and  excellent 
cardiac  function.  Women  who 
had  fair  to  poor  cardiac  function 
were  managed  satisfactorily 
therapeutically,  although  there 
were  several  therapeutic  abortions 
for  pulmonary  hypertension  and 
increase  of  severity  of  heart 
failure.  Onset  of  labor  was 
spontaneous  for  most  of  the 
women,  and  C-section  was 
performed  mainly  for  obstetric 
reasons.  Women  with  cyanosis 
did  have  a higher  occurrence  of 
fetal  death  or  infants  who  were 
small  for  gestational  age. 

The  prospective  parents  should 
be  aware  of  increased  risks  for 
the  mother  and/or  infant 
preferably  before  becoming 
pregnant,  so  that  an  informed 
decision  to  become  pregnant  may 
be  made.  If  pregnancy  occurs 
unplanned  or  if  her  physical 
condition  worsens,  the  woman 
must  make  the  decision  of  taking 
the  risks  for  herself  and  her  baby, 
and  the  question  of  terminating 


the  pregnancy  should  be 
discussed. 

If  a woman  decides  not  to  get 
pregnant  at  that  time,  or  any  time, 
appropriate  contraception  needs 
to  be  discussed.  Women  who  are 
acyanotic  and  not  in  congestive 
heart  failure  may  use  any  form  of 
contraception  they  wish  to,  except 
the  lUD  which  may  increase  the 
chance  of  bacterial  endocarditis. 
The  oral  contraceptive  pill  is 
contraindicated  in  cyanotic 
women  or  those  with  CHF  due  to 
increased  risk  of 
thromboembolism.  They  also 
should  not  use  the  lUD.  The 
diaphragm  and  condom  may  be 
safely  used  if  pregnancy  may  be 
considered  in  the  future.  If  the 
decision  to  not  have  children  is 
made,  a tubal  ligation,  or  a 
vasectomy  in  the  partner,  may  be 
considered. 


Conclusion 

The  goal  of  all  physicians, 
beyond  providing  maximum 


may  1989,  Vol.  78 


289 


HEART 


health  care,  should  be  to  help 
their  patients  be  as  psychosocially 
well  adjusted  as  possible. 
Education  is  an  essential  part  of 
therapy  in  the  care  of  a child  with 
CHD  — first  for  the  parents  so 
they  may  adapt  and  accept  their 
child  and  help  him  grow  as 
normally  as  possible.  And  then 
for  the  child,  adolescent,  and 
young  adult,  so  s/he  may  lead 
normal  productive  lives.  Not  only 
is  it  important  to  teach  about  the 
disease,  therapeutics,  prognosis, 
SBE  prophylaxis,  and  if  necessary, 
physical  restrictions,  it  is  also 
important  to  offer  guidance  about 
vocational  rehabilitation  and 
having  a family.  A physician 
should  also  especially  promote 
healthy  living  by  educating  about 
the  hazards  of  smoking,  obesity, 
and  drug  use  and  by  encouraging 
healthy  eating  and  exercise.  One 
area  of  education  that  is  not 
referred  to  much  in  the  literature, 
but  is  a concern  of  cardiac 
patients  in  the  Kellerman  study,  is 
sexuality.  Therefore,  sexual 
counseling  may  also  be 
beneficial. 

It  is  heartening  that  many 
studies  show  such  good 
psychosocial  adjustment  among 
adolescents  and  young  adults. 
Good  education  will  ensure  that 
this  trend  continues. 
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public  office  for  a term  or  two, 
and  then  get  back  into  their 
businesses  and  Hue  under  the 
laws  that  they  passed. 

Mike  Curb 

The  general  remedy  of  those  who 
are  uneasy  without  knowing  the 
cause  is  change  of  place. 

Samuel  Johnson 
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^-^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  Flowever, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  suaatfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1712-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088- 1 712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other.  Issued  1/87 
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DescripUtm:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indotalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
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AcUoii:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  durabon.  Yohimbine’s  peripheral  autonomic  nenrous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
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creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ''  ■3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
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Physician  Liability  Under  the  “Borrowed  Servant”  Rule 

Robert  N.  Berg 


“Neither  a borrower  nor  a lender  be.  ” 

BENJAMIN  FRANKLIN 


ysician  liability  in 
connection  with  the 
rendering  of  medical  or 
surgical  services  may 
arise  in  a number  of 
ways,  y 


Although  Benjamin  Franklin’s 
sound  advice  was  directed 
at  the  borrowing  and  lending  of 
money,  it  is  equally  applicable  to 
the  lending  and  borrowing  of 
other  commodities  and  goods. 
Indeed,  as  highlighted  in  this 
month’s  Legal  Page,  dealing  with 
the  “borrowed  servant”  rule,  the 
physician  who  is  deemed  to  have 
borrowed  a hospital’s  health  care 
personnel  may  be  held  liable  for 
their  negligent  or  wrongful  acts, 
despite  the  fact  that  the  personnel 
were  employees  of  the  hospital. 

The  “Borrowed  Servant”  Rule 

Under  what  is  known  as  the 
“respondeat  superior”  doctrine, 
an  employer  may  be  held  liable 
for  the  negligent  or  wrongful  acts 
of  its  employees.  As  a corollary  to 
this  doctrine,  the  “borrowed 
servant”  rule,  as  applied  in  the 
health  care  field,  provides  that 
“(w)hen  a hospital  yields  control 
of  its  employees  to  a surgeon  in 
the  operating  room  and  the 
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surgeon  exercises  immediate 
personal  supervision  over  these 
employees,  then  he  becomes  their 
master  and  their  negligence 
during  the  course  of  the  master/ 
servant  relationship  will  be 
imputed  to  him.”' 

In  order  for  a physician  to  be 
held  liable  — and,  in  turn,  for  the 
hospital  to  avoid  liability  — under 
the  “borrowed  servant”  rule, 
several  requirements  must  be 
met.  First,  the  hospital  must  show 
that  it  has  yielded  control  of  its 
employees  who  are  assisting  in  a 
surgical  procedure.  Secondly,  the 
hospital  must  show  that  the 
employees  whose  negligence  is 
sought  to  be  imputed  to  the 
physician  are  under  the 
“immediate  supervision”  of  the 
surgeon.2  Finally,  the  “borrowed 
servant”  rule  will  be  found  to 
apply  only  to  tasks  involving 
professional  skill  and  judgment. 
The  rule  has  no  application,  in 
Georgia,  to  the  negligence  of  a 
hospital  employee  in  the 
performance  of  clerical  or 
administrative  tasks  not  requiring 
the  exercise  of  medical  judgment, 
even  though  those  tasks  may  be 
related  to  treatment  of  the  patient 
and  may  be  performed  in  the 
presence  of  the  physician.^ 
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While  the  “borrowed  servant” 
rule  is  fairly  easy  to 
understand,  application  of  that 
rule  may  be  far  more  difficult.  For 
example,  in  a recent  Georgia 
case,  Ross  v.  Chatham  Hospital 
Authority, the  Georgia  Supreme 
Court  was  asked  to  apply  the 
“borrowed  servant”  rule  in  the 
context  of  a medical  malpractice 
suit  involving  a surgical 
procedure  in  the  hospital 
operating  room.  The  plaintiff,  Mr. 
Ross,  sued  the  hospital  and  a 
surgeon  for  malpractice,  resulting 
from  an  instrument  being  left  in 
the  patient’s  abdomen  during 
surgery.  The  applicable  standard 
of  care  in  the  locality  at  the  time 
of  the  surgery  did  not  require  a 
surgical  instrument  count.  As  a 
result,  the  trial  court  refused  to 
find  the  hospital  liable  for 
malpractice  because  its 
employees  failed  to  conduct  an 
instrument  count.  Thus,  it  was  left 
to  the  court  to  determine  whether 
the  surgeon  could  be  held  liable 
for  the  acts  of  the  hospital 
employees,  under  the  “borrowed 
servant”  rule. 

The  trial  court  found  that,  while 
the  hospital  had  yielded  control 
of  its  employees  to  the  physician, 
the  physician  had  not  assumed 
direct  personal  supervision  of 
those  employees.  Therefore,  the 
trial  court  found  that  the 
physician  could  not  be  held 
responsible  for  the  negligent  acts 
of  the  hospital  employees. 

On  appeal,  the  Georgia  Court  of 
Appeals  reversed  the  trial  court’s 
decision.  According  to  the  Court 
of  Appeals,  there  was  adequate 
evidence  that  the  physician  had 
provided  immediate  supervision 
to  the  employees.  According  to 
his  deposition,  the  physician  had 
stated  that  he  was  in  charge  of 
the  operating  room;  moreover,  the 
hospital  had  contended  that  the 
physician  was  present  in  the 


operating  room  at  all  times  during 
the  surgery.  Moreover,  the  Court 
of  Appeals  questioned  whether 
the  “borrowed  servant”  rule 
required,  as  an  element,  that  the 
physician  provide  immediate 
supervision  to  the  hospital 
personnel,  as  opposed  to  merely 
being  present  during  the  surgical 
procedure. 

The  Georgia  Supreme  Court,  on 
further  appeal,  reversed  the 
decision  of  the  Court  of  Appeals. 
Interestingly,  however,  the  Court 
did  not  base  its  decision  on  the 
question  of  immediate 
supervision.  Rather,  the  Supreme 
Court  looked  to  the  issue  of 
whether  the  counting  of  sponges 
and  instruments  before  and  after 
surgery  is  an  act  requiring 
medical  skill  and  judgment  or 
simply  an  administrative  act 
requiring  the  exercise  of  no 
medical  judgment.  Ultimately,  the 
Court  held  that  the  “borrowed 
servant”  rule  had  no  application, 
finding  that  “the  counting  of 
sponges,  instruments  and  other 
items  which  could  be  left  in  the 
patient  during  an  operation  is 
generally  considered  an 
administrative  act  rather  than  an 
act  requiring  the  exercise  of 
professional  skill  or  judgment.”^ 
Thus,  the  surgeon  could  not  be 
held  liable  for  the  failure  of  the 
hospital  personnel  to  conduct 
appropriate  instrument  counts. 

As  a side  note,  the  Court’s 
decision  did  not  result  in 
the  dismissal  of  the  physician 
from  the  case.  Rather,  the  Court 
also  held  that,  while  the  injury  to 
the  patient  could  have  resulted 
from  the  administrative  acts  of 
hospital  personnel,  it  also  could 
have  resulted  directly  from  the 
failure  of  the  physician  to 
exercise  the  proper  degree  of  care 
and  skill  in  the  surgery. 
Specifically,  the  Court  concluded 


that  “a  surgeon’s  responsibility  to 
assure  himself  and  the  patient 
that  no  foreign  object  remains 
within  the  body  of  the  patient  is 
an  act  of  medical  judgment  and 
skill.  A surgeon’s  failure  to 
properly  perform  this  act  can 
impose  liability  upon  him  without 
respect  to  the  acts  or  nonfeasance 
of  other  personnel  in  the 
operating  room.”®  As  a result,  the 
Court  remanded  the  case  to  the 
trial  court,  for  a trial  on  this  issue 
(and  other  unrelated  issues). 

Conclusion 

Physician  liability  in  connection 
with  the  rendering  of  medical  or 
surgical  services  may  arise  in  a 
number  of  ways.  The  physician 
may  be  held  liable,  under  the 
doctrine  of  respondeat  superior, 
for  the  negligent  actions  of  his  or 
her  employees.  The  physician 
may  also  be  held  liable,  under  the 
“borrowed  servant”  rule,  for 
certain  types  of  services  rendered 
by  hospital  personnel  (i.e.,  those 
tasks  involving  professional  skill 
and  judgment),  if  the  hospital  has 
yielded  control  of  its  personnel  to 
the  physician  and  if  the  physician 
is  directing  and  supervising  those 
activities.  Finally,  as  evidenced  by 
the  Ross  case,  the  physician  may 
be  held  directly  liable  for  the 
failure  properly  to  direct  and 
supervise  the  performance  of  the 
surgical  procedure  itself,  such  as 
by  failing  to  ensure  that  a proper 
post-operation  instrument  count  is 
taken. 

Notes 

1.  Miller  u.  Atkins.  142  GaApp.  618,  236  S.E. 

2d  838  (1977). 

2.  Id.,  at  619,  362  S.E.  2d  at  838.  See.  also. 
McClure  v.  Clayton  County  Hospital  Authority, 

176  Ga.App.  414,  336  S.E.  2d  268  (1985); 
Swindell  u.  St.  Joseph's  Hospital,  Inc.,  161 
Ga.App.  290,  291  S.E.  2d  1 (1982). 

3.  See,  e.g..  Porter  u.  Patterson.  107  Ga-App. 

64,  129  S.E.  2d  70  (1962). 

4.  258  Ga.  234,  367  S.E.  2d  793  (1988). 

5.  Id.,  367  S.E.  2d  at  796. 

6.  Id.,  367  S.E.  2d  at  795. 
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Lillie  Davis  Isn't  Ready 
For  a Nursing  Home 

Lillie  Davis  loves  life.  She  has  always  been  active  and  independent. 
However,  sometimes  being  over  65  means  she  can't  lift  heavy  groceries 

or  keep  up  the  yard  as  she  once 

did.  Occasionally  medical 
I / problems  mean  she 
y needs  assistance,  not  at  a 
V hospital,  and  certainly  not 
a nursing  home,  still  a little 
^ help.  Huntcliff  Summit  is 
a caring  and  affordable 
alternative  to  receiving 
help  at  home  or  at 

your  children's  home.  Huntcliff  Summit 
allows  Lillie  Davis  to  have  her  indepen- 
dence to  be  as  active  as  she  can  be, 
while  having  24  hour  nursing  personnel 
available,  medicine  supervision  and 
delicious  meals  every 
day.  Find  indepen- 
withcare 
and  love  at 

New 
Standard 
or  indepen- 
dent living, 

Himtcliff 
Summit. 


Our  24  hour  staff  is  here 
to  ser/e  your  needs. 


Maid  and  Unen  services 
give  you  time  for 
activities  or  rest. 


Huntcliff  Summit  is 
centrally  located 
near  Dunwoody, 
Sandy  Springs,  and 
Roswell.  Northside, 
Shallowford,  and 
St.  Joseph's  hospitals 
are  minutes  away. 


r 


Send  me  more  information 

Name 

Address 

City 


ULTNTCLIFF 


SUMMIT 


8592  Roswell  Road 
Atlanta,  GA  30350 
(404)552-3050 


Zip 

Phone 


coLoiueu. 
banker  □ 


The  Home  Sellers* 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package 


TM 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits . . . 


Your  Authorized  Representative 
of  Elcomp  Products  (R.E.P.)  can 

supply  the  cure  for  your  practice 
management  ailments.  The  treat- 
ment is  singular  and  straightforward 
— to  give  you  hardware,  software, 
training,  and  after-purchase  support 
as  one  package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  your  R.E.P.  today— you’ll  never 
feel  better. 

^rDataGeneral 

ElSEiTIF’  s^sians,  h[ 

(800)  441-8386  In  Georgia  (404)  565-3407 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 
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FAMILY  PRAaKE. 

A REMARDING  EXPERIENCE  IN 
ARMYMEDKINE. 

The  Army  has  more  soh 
diers  with  families  than  ever 
before.  So  when  you  join  the 
Army  Medical  Team  as  a Fam- 
ily  Practitioner,  expect  to 
spend  most  of  your  time  serv- 
ing  not  only  soldiers,  but  their 
spouses  and  children,  too. 

What’s  more,  you  won’t  have 
to  worry  about  the  paperwork, 
malpractice  insurance  pre' 
miums,  or  the  costs  incurred 
in  running  a private  practice. 

Expect  to  work  in  a 
highly  challenging  and  varied 
environment.  W3rking  with  a 
team  of  highly  trained  profes' 
sionals,  you  can  receive 
assignments  almost  anywhere 

in  the  United  States;  the  Army  offers  the  largest  system  of  comprehensive 
health  care  in  the  nation.  Family  Practice  positions  are  also  available  overseas, 
in  Germany  and  Korea. 

The  benefits  package  available  to  Army  Family  Practitioners  is  quite 
attractive,  ^u’ll  receive  30  days  paid  vacation,  opportunities  to  continue  edu- 
cation  and  conduct  research,  a chance  to  travel,  and  reasonable  work  hours. 

All  in  all,  your  Army  Family  Practice  will  be  a rewarding  experience.  Not 
only  for  you,  but  for  Army  families,  too.  Talk  to  your  Army  Medical  Depart- 
ment  Counselor  for  more  information. 

BUILDING  922,  NORTH  END 
FORT  GILLEM 

FOREST  PARK,  GA  30050-5000 
(404)  362-3359  COLLECT 

ARMY  MEDICINE.  BE  AU  YOU  CAN  BE. 
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Ill  HEALTH  'QUIpJiNC. 

“Liquidators  for  the  Medical  Professions  " 

FOR  SALE 

Used  and  Refurbished 
Surgery  Equipment 

Operating  Tables  - AMSCO,  Shampagine 
Surgical  Lights  - AMSCO,  Castle 
EKG  Monitors  - Datascope,  H P 
EKG  Machines  - HP,  Burdick 
Defibrillators  - HP,  Life  Pak,  Datascope 
Autoclaves  - AMSCO,  Pelton,  Castle 
Exam  Tables  - Stools 

ALL  PRICES  CASH  & CARRY 

Visit  Our  Showroom 

MON.-FRI.  10:00-5:00  SAT.  10:00-3:00 

SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 

448-8924 


MEDICAL 

OFFICE 


“COMPLETE  NEW 
CONCEPT  IN  MEDICAL 
ARCHITECTURE  AND 
DESIGN  THAT  MORE 
THAN  PAYS  FOR  ITSELF” 


Atlanta  Design  Associates 


(404)  451-8383 


CHARTER 

MEDICAL 


A CORPORATION 


PHYSICIANS  NEEDED 

INTERNAL  MEDICINE  lAMILY  PRACTICE 

ONCOLOGY 

GENERAL  SURGERY  NEUROSURGERY 

Group  practice,  solo,  or  urgent  care  settings  available  tlrough  our  acute  care  hospital  netw’ork 
located  in  Macon  and  serving  all  of  middle  Georgia. 

Your  practice  will  be  located  80  miles  south  of  Atlanta  in  a giming  family-oriented  communip; 
where  you  can  avoid  traffic  and  enjoy  a rewarding  professional  career. 

Ple'ase  contact  Stephen  Wofford  collect  at  912/741-6283  for  a confidential  consultation  or  write  to 
Stephen  Wofford,  Director  of  Physician  Recmiting,  Charter  Northside  Hospital  RO.  Box  -t627 
Macon,  GA  31208. 
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CLASSIFIEDS 


I 


PHYSICIAN  WANTED 

Georgia:  Medical  Director  of 

emergency  dept,  needed  at  73-bed 
hospital  in  Swainsboro.  6,000  annual 
ED  visits.  Competitive  compensation. 
Attractive  benefits  package. 
Professional  liability  insurance 
procurement  program.  Please  call  or 
submit  CV  to:  Physician  Recruiter, 
Coastal  Emergency  Services,  Inc., 

2828  Croasdaile  Dr.,  Dept.  SMA, 
Durham,  NC  27705;  (800)  334-1630 
(US),  (800)  672-7225  (NC). 

Georgia:  Medical  Directorship 

available  in  the  emergency  dept,  of  a 
100-bed  hospital  located  southwest  of 
Atlanta  in  Newnan.  Moderate  patient 
volume,  low  percentage  of  trauma 
makes  it  an  ideal  practice  opportunity 
for  the  physician  trained  in  Family 
Practice  or  Internal  Medicine  with  ER 
experience.  Excellent  compensation 
package  including  medical  and  dental 
benefits.  Call  or  send  your  CV  to 
Ginny  Henderson,  Coastal  Emergency 
Services  of  Atlanta,  GA  30345;  1-800- 
333-3637  or  404-325-1645. 

General  Pediatriciauis  — 
Neonatologists  — Two  Instructor- 

level  positions  for  Regional  Perinatal 
Center  nurseries  and  developmental 
continuity  clinic;  direct  patient  care, 
professional  staff,  and  consultation 
services.  Sub-board  eligible  in 
Neonatal/Perinatal  Medicine  and  ABP 
certified/eligible  desired.  Inquiry  and 
CV  to  Alfred  W.  Brann,  M.D.,  P.O. 

Box  26015,  Grady  Memorial  Hospital, 
80  Butler  St.,  Atlanta,  GA  30335. 
Deadline  May  31,  1989.  Emory 
University  EOE/AA. 

FOR  SALE 

20-year  Internal  Medicine  practice 
available  immediately  in  beautiful 
DeKalb  County,  Decatur,  GA.  Located 
in  an  affluent  Williamsburg  setting, 
within  minutes  of  7 major  Atlanta 
hospitals.  This  private  practice  has 
over  3000  active  patients,  with  5-8 
new  ones  added  each  week.  All 
private  pay,  with  98%  collections. 
Seller  will  allow  adequate  time  to 
effectively  introduce  the  new 
physician  to  the  patients  and  medical 
community.  Call  Bob  Moore  or  Mike 
Fleischman,  Gates,  Moore  & Co., 

(404)  266-9876. 


FOR  RENT 

Locate  in  East  Cobb,  next  to  existing 
Medical/Dental  specialists.  Averaging 
200  patient  visits  per  day!  2,000 
square  feet  now  available.  Call  Henry 
Medlock,  Gullion  & Associates,  (404) 
438-6400. 

SERVICES 

$5,000-$60,000  for  physicians, 
unsecured  signature  loans.  Use  for 
any  need  including  taxes,  debt 
consolidation,  tuition,  relocation, 
investments,  etc.  No  points  or  fees. 
Competitive  rates.  Level  payments  up 
to  6 years.  Call  toll  free  1-800-331- 
4952,  MediVersal  Dept.  114. 

Practice  Sales  & Appraisals. 
AFTCO  Associates,  established  in 
1968,  is  the  largest  national  firm 
specializing  in  appraising  and  selling 


health-care  practices.  On-site 
appraisals  optional.  Appraisal  fee 
applied  toward  seller  commission,  if 
sale  desired.  40  offices  nationwide. 
For  information,  contact  AFTCO 
Associates,  600  Houze  Way,  Ste.  12-D, 
Roswell,  GA  30076.  404-992-0924. 

1989  CME  Cruise/Conferences  On 
Medicolegal  Issues  & Risk 
Management  — Caribbean,  Mexico, 
Alaska/Canada,  China/Orient, 
Scandinavia/Russia,  Mediterranean, 
Black  Sea,  and  Trans  Panama  Canal. 
Approved  for  24-28  CME  Category  1 
Credits  (AMA/PRA)  and  AAFP 
prescribed  credits.  Excellent  group 
rates  on  finest  ships.  Pre-scheduled  in 
compliance  with  IRS  requirements. 
Information:  International 
Conferences,  189  Lodge  Ave., 
Hungtington  Station,  NY  11746.  (800) 
521-0076  or  (516)  549-0869. 


How  many  times  have  you  reluctantly  declined  dinner 
with  friends  because  of  professional  commitments? 

The  EmQuest  concept  can  free  you  from  time-consuming 
responsibilities. Enjoy  a week,  a year  or  a career  with 
the  flexibility  and  benefits  of  the  locum  tenens  lifestyle. 
Let  EmQuest  show  you  how  you  can  have  more  special 
time  for  yourself,  your  family  and  friends. 

EmQuest 

3310  Live  Oak  Street  LB-10,  Dallas,  Texas  75204 
(214)  823-6850  (800)  527-2145  USA 
A subsidiary  of  EmCare,  Inc. 
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In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first /z.5.  dose^ 

^ First-week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Umbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  Yl. 


limbitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N).  2.  Feighner  |P, 
ec al: Psychopharmacology  61 :2\7-225,  Mar  22,  1979. 


Limbitrol®® 

Ifanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

^ntraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  othet  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {e.g.,  operating  machinery  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Dmg  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Ibgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  Increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dmgs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  P^chiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  'Ibsticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence;  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Ttiblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tbl-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 
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In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Week!. 

And  The  Weeks  That  Follow 

^74%  of  patients  experienced  improved  sleep 
after  the  first  As".  dose^ 

^First-week  reduction  in  somatic  symptom; 
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Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vY. 

UmbitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  vX- 


Percentage  of  Reduaion  in  Individual  Somatic 
During  First  Week  of  Limbitrol  Therap 
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VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 


Roche  Products 


Copyright  © 1989  by  Roche  Products  Inc.  .All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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Medical  Association  of 
Georgia 


An  insurance  company 
that  takes  your  interests 

to  heart: 


MAG  Mutual 

makes  the  difference. 


As  a physician, 
you’re  used  to  listening,  getting  to  the  heart 
of  the  matter,  then  putting  the  interests  of 
your  patients  first. 

So,  it  is  appropriate  that  a group  of 
physicians  would  put  together  a liability 
insurance  company  that  takes  the  interests 
of  Georgia  physicians  to  heart. 

That’s  just  how  MAG  Mutual  works. 
We’re  physician  owned  and  that  means  our 
insurance  and  services  are  directed  by  physi- 
cians like  yourself  concerned  with  curbing 
rising  rates  and  committed  to  changing 
Georgia’s  professional  liability  climate 
through  legislative  reform. 

We’re  also  flexible.  We  listen  and  respond 
by  providing  the  finest  service  and  best 
coverage  available  in  a wide  range  of  pro- 
grams so  you  can  choose  the  one  most  appro- 
priate to  your  insurance  needs.  From  tailor- 
made  insurance,  to  prior  acts  coverage,  to 
reporting  endorsement  options,  we  contin- 
ually refine  and  develop  programs  in 
response  to  your  input. 


And  we’re  competi- 
tive. We  offer  a wide  variety  of 
premium  discounts  such  as  our  Loss 
Excellence  Appreciation  Discount  (LEAD) 
and  our  Loss  Prevention  program  to  help  you 
keep  your  cost  of  insurance  down. 

Most  importantly  of  all,  we’re  specialists. 
We’re  attuned  to  the  Georgia  medical  profes- 
sion and  all  the  considerations  that  commit- 
ment entails.  From  our  service-oriented  staff 
to  our  flexible  insurance  programs,  we’re 
always  here  for  you. 

Let’s  face  it.  You  put  your  heart  into 
your  profession  because  you  know 
you  can  make  a differ- 
ence. At  MAG 
Mutual,  we  take 
your  interests 
to  heart 
because  we 
want  to  make 

the  difference  for  you.  For  more  informa- 
tion or  an  application,  call 
(404)  842-5600  or  1-800-282-4882. 
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MAG  MUTUAL  INSURANCE  COMPANY 

Eight  Piedmont  Center,  Suite  600  3525  Piedmont  Road  Atlanta,  Georgia  30305-1533  (404)  842-5600 
Mailing  Address:  Post  Office  Box  52979  Atlanta,  Georgia  30355-0979  1-800-282-4882 


WhyDo 
Physkaans  Erom 
AroundThe  U& 
SendKi&Tb 


At  the  Ridgeview  Institute,  “progress”  in 
health-care  delivery  has  passed  us  by.  Our 
highly-qualified,  experienced  physicians— 
not  MBAs  or  CPAs— still  call  the  shots. 
Because  Ridgeview  is  still  non-profit,  still  not 
owned  by  any  chain. 

At  Ridgeview  we  haven’t  figured  out  yet  how 
“efficient”  it  is  to  treat  all  our  adolescents  and 
children  on  one  unit.  We  still  believe  that  some 
patients  need  a special  program  for  chemical 
dependence  and  dual  diagnoses.  For  those  with 
conduct  disorders,  we  offer  a highly  structured, 
confrontive  milieu.  W>unger  children  benefit 
from  our  cognitive-behavioral  track.  Older  kids 
gain  more  in  the  insight-oriented  program. 

Because  quality  is  still  our  bottom  line, 
Ridgeview  has  enough  qualified  staff  to  make 
tmly  individualized  treatment  a reality.  There 
are  seventeen  full-time  licensed  family 


therapists,  who  are  very  creative  and  skilled  at 
working  with  families  outside  Atlanta.  There 
is  an  on-campus  school— the  equal  of  most 
private  academies— offering  class  sizes  of  6-10. 

Of  course  we  have  made  some  changes. 
You  can  call  a toll-free  number  now— until 
midnight  seven  days  a week— and  consult  a 
Masters-degreed  assessment  specialist.  They’ll 
help  select  the  appropriate  program  and 
attending  physician.  They’ll  assist  your  patient’s 
family  with  everything  from  information  to 
travel  plans. 

The  best  of  the  old,  combined  with  the 
best  of  the  new— that’s  why  the  Ridgeview 
Institute  is  Atlanta’s  W^rld-Class  Treatment 
Center  for  children  and  adolescents  as  well  as 
adults.  We’d  love  to  work  with  you  the  next 
time  you  have  a patient  who  needs  something 
a little  bit  old-fashioned. 
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Atlanta’s  World-Class  Treatment  Center 
3995  S.  Cobb  Drive  • Smyrna,  GA  30080  • (404)  434-4567  • Toll  Free  1-800-345-9775 


EndingUp  In  AWhedchair 
Is  As  EasyAs  Oving  Off  A Lo 


Thank  you,  Georgia  Neurosurgical  Society,  for  joining  Shepherd  Spinal  Center  in 
the  fight  to  prevent  spinal  injuries.  For  information  on  films  and  other  prevention 
resources,  call  us  today. 


"Or,  as  it  happened  in  my  case 
diving  off  a mbber  raft.  It  star 
out  to  be  a perfect  day.  Our  seni 
prom  had  been  the  night  beft 
and  my  friends  and  I were  loc 
ing  forward  to  a lazy  affemoc 
floating  down  the  river  Whel 
the  sun  really  started  to  beaf 
down.  I dove  off  our  raft  into' 
the  cool  water.  The  next  thii^ 

I knew,  I was  lying  on  the  bottc 
of  the  river,  unable  to  move.  J 
I'll  be  finishing  college  soon 
but  things  are  really  differenF' 
now.  Because  of  that  one  t 
didn't  check  the  water  level 
making  a dive.  I'll  be  a quai 
gic  for  Life!'  -Suzanne  Nugent 
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Swirnrning  and  diving  acci- 
dents that  can  cause  Hfetime' 
paralysis  are  avoidable.  So  di 
take  chances.  Do  follow  the^ 
simple  safety  rules;  J 

• Swim  around  in  the  area  to 
check  for  hidden  objects  bd 
you  jump  or  dive. 

• Before  attempting  a dive, 
in  feet  first  to  be  sure  the 
water  is  deep  enough. 

• Never  assume  an  area  is  sai 
because  other  people  are  di^ 
there,  or  because  you  have  1 
svvimming  there  before. 

• Never  attempt  a jump  or  di 
that's  beyond  your  ability. 

• Don't  swim  alone. 

• Don't  drink  and  swim. 


f Shepherd 
Spinal  Centi 


The  Georgia  Regional 
Spinal  Cord  Injury  Center 
2020  Peachtree  Road  N.W. 
Adanta.  Georgia  30309 

404-352-2020 
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THE  COVER 

A computer-enhanced  image  of  crushed  vertebrae  and  spinal  cord,  taken  by  New  York 
photographer,  Howard  Sochurek.  The  Journal  is  indebted  to  Dr.  Fremont  Wirth  for  his  efforts 
in  coordinating  the  articles  on  head  and  spinal  cord  injury  prevention  in  this  issue. 


1 


(Mohilc  Ai'iny  Siir<|uuil  Ilospif  al) 


The  Georgia  Army  National  Guard  announces  its  newest  attraction  in  Atlanta, 
the  1 17th  Mobile  Army  Surgical  Hospital  (MASH).  We  are  seeking  doctors,  nurses 
and  medical  specialists  to  fill  a cast  of 300  for  the  real  thing!  Serve  your  state  and 
country  one  weekend  a month  £ind  two  to  three  weeks  each  summer.  In  return, 
we  offer  excellent  pay  and  benefits.  Please  call  our  Army  National  Guard  Medical 
Recruiter,  MAJ  Delloyd  Wilson,  at  the  toll  free  number  listed  below,  or  write  to: 
AMEDD  Recruiting,  Post  Office  Box  17965,  Atlanta,  Georgia  30316-0965. 


Georaia  Army  Ciiuirfl 
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PRESIDENT'S  PAGE 


Joe  L Nettles,  M.D. 


Last  night,  I retired  early  after 
a busy  night  on  call  the 
previous  evening.  The  telephone 
awakened  me,  not  with  the  usual 
hospital  emergency  room 
problem,  but  with  an  exuberant 
young  voice. 

“Dr.  Nettles,  this  is  Kevin,  in 
Athens.  1 apologize  for  calling  so 
late,  but  1 just  had  to  let  you 
know  that  I’ve  been  accepted  to 
medical  school!” 

Kevin  had  worked  with  me 
during  summer  vacations  and 
whether  assisting  in  the  cast  room 
or  observing  in  surgery  his 
enthusiasm  and  determination 
was  boundless.  The  more  he 
witnessed  the  practice  of 
medicine,  the  more  he  was 
determined  to  be  a part  of  the 
profession. 


1 could  have  pointed  out  to 
Kevin  the  problems  doctors  now 
face,  such  as  the  professional 
liability  crisis,  the  justice 
department  threat,  the  Medicare 
and  Medicaid  bureaucratic  mess. 
Then  1 remembered  the  day  when 
1 told  my  friends  that  1 was  going 
to  medical  school.  They  said, 

“Joe,  you  don’t  want  to  do  that; 
socialized  medicine  is  right 
around  the  corner!” 

The  threats  today  are  not  so 
much  different  than  the  threats 
back  then. 

1 congratulated  Kevin  and  told 
him  that  he  will  make  a fine 
doctor.  1 also  told  him  that 
despite  the  threats  on  the  horizon, 
the  practice  of  medicine  is  the 
greatest  profession  in  the  world. 

Let’s  keep  it  that  way! 
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Ault,  Lawrence  C.,  Anesthesiology 
— Crawford  W.  Long  — 

(Active)  740  Prince  Ave.,  Athens 
30606 

Bardwell,  Lloyd  R.,  Jr.,  Obstetrics/ 
Gynecology  — Bibb  — (Active 
N2)  770  Pine  St.,  Ste.  140, 

Macon  31201 

Barngrover,  Kenneth, 
Anesthesiology  — Muscogee  — 
(Active)  2000  Landau  Dr., 

Phenix  City  36867 

Boudreaux,  Ronald  L.,  Internal 
Medicine  — Bibb  — (Active 
N2)  380  Hospital  Dr.,  Ste.  150, 
Macon  31201 

Bradley,  Paul  S.,  Internal  Medicine 
— Georgia  Medical  — 

(Resident)  30  Sweet  Gum 
Crossing,  Savannah  31411 

Creasy,  James  K.,  Emergency 
Medicine  — Georgia  Medical  — 
(Active)  St.  Joseph’s  Hospital, 
11705  Mercy  Blvd.,  Savannah 
31419 

Daftari,  Tapan  K.,  Orthopaedics 
— MAA  — (Resident)  1897 
Hudson  Crossing  Rd.,  Tucker 
30084 

D’Amato,  Paul  H.,  Cardiology/ 
Internal  Medicine  — Bibb  — 
(Active)  77  Hemlock  St.,  Macon 
31208 

Davis,  Robert  S.,  Obstetrics/ 
Gynecology  — Glynn  — 

(Active)  2444  Parkwood  Dr., 
Brunswick  31520 
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Denitto,  Paula  C.,  General  Surgery 
— Georgia  Medical  — (Active 
N2)  5354  Reynolds  St.,  Ste.  420, 
Savannah  31405 

Dinolov,  Vladimir  J.,  Family 
Practice  — Georgia  Medical  — 
(Resident) 

Drew,  Peter  A.,  Pathology  — 
Laurens  — (Active  N2)  200 
Industrial  Blvd.,  Dublin  31021 

Ellenberg,  John  F.,  Obstetrics/ 
Gynecology  — Glynn  — 

(Active)  3226-A  Hampton  Ave., 
Brunswick  31520 

Gable,  Donna  S.,  Pathology  — 
Troup  — (Active  N2)  1507  Park 
PL,  La  Grange  30240 

Gaskin,  David  J.,  Internal 
Medicine  — Georgia  Medical  — 
(Resident)  Memorial  Medical 
Center,  P.O.  Box  23089, 
Savannah  31403 

Goler,  Karl  Andrew,  Neurosurgery 
— Cobb  — (Active)  2550 
Windy  Hill  Rd.,  Ste.  307, 

Marietta  30067 

Hajjeh,  Rana  A.,  Internal  Medicine 
— MAA  — (Resident)  3446 
Buford  Hwy.  #F-4,  Atlanta 
30329 

Hoff,  Robert  0.,  Cardiology  — 
MAA  — (Active  Nl)  5669 
Peachtree  Dunwoody  Rd.,  Ste. 
300,  Atlanta  30342 

Holbrook,  Stephen  E.,  Emergency 
Medicine  — MAA  — (Resident) 
3450-B  North  Druid  Hills  Rd., 
Decatur  30033 

Holloway,  Kelvin  J.,  Pediatrics  — 
MAA  — (Associate)  4150 
Snapfinger  Woods  Dr.,  Ste.  120, 
Decatur  30035 

Hurt,  Susan  C.,  Dermatology  — 
MAA  — (Active  Nl)  5047  Paces 
Station  Dr.,  Atlanta  30339 


Jones,  Robert  D.S.,  Orthopaedics 
— Elbert  — (Active)  41 
Chestnut  St.,  Ste.  300,  Elberton 
30635 

Jordan,  Quincy  J.,  Family  Practice 
— Georgia  Medical  — 
(Resident)  Memorial  Medical 
Center,  P.O.  Box  23089, 
Savannah  31403 

Kinsey,  Gary  S.,  Family  Practice 
— Jackson-Banks  — (Active 
N2)  P.O.  Box  349,  Maysville 
30558 

Kirker,  Mary  E.,  Family  Practice  — 
Georgia  Medical  — (Resident) 
Memorial  Medical  Center,  P.O. 
Box  23089,  Savannah  31403 

Leskosky,  Louis  A.,  Radiology  — 
MAA  — (Resident)  1 723  Laurel 
Creek  Cir.,  Lithonia  30058 

Li,  Ronald,  Urology  — Baldwin  — 
(Active)  411  North  Cobb  St., 
Milledgeville  31061 

Lovell,  Mark  A.,  Family  Practice 
— Muscogee  — (Resident) 

1540  Lokey  Dr.,  Columbus 
31905 

McCraig,  Cameron  S.,  Emergency 
Medicine  — MAA  — (Resident) 
2059  Mountain  Creek  Dr.,  Stone 
Mountain  30087 

McPhail,  John  A.,  Family  Practice 
— Georgia  Medical  — (Active) 
P.O.  Box  23089,  Savannah 
31403 

Miller,  Michael  E.,  Orthopaedics 
— MAA  — (Active)  1 69  Butler 
St.,  S.E.,  Atlanta  30303 

Moody,  John  M.,  Family  Practice 
— Muscogee  — (Resident)  P.O. 
Box  951,  Columbus  31994-2299 

Moore,  Orrin  A.,  Obstetrics/ 
Gynecology  — MAA  — (Active) 
580  14th  St.,  N.W.,  Atlanta 
30308 
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Neelagaru,  Narasimhulu, 
Cardiology/Internal  Medicine  — 
Jackson  Banks  — (Active)  P.O. 
Box  640,  Commerce  30529 

Powell,  John  M.,  Pediatrics  — St. 
Johns  Parish  — (Service) 
Pediatric  Clinic,  Ft.  Stewart 
31314 

Powell,  William  L.,  Family 
Practice  — Bibb  — (Resident) 
784  Spring  St.,  Macon  31201 

Riley,  James  D.,  General  Surgery 
— MAA  — (Resident)  2103 
North  Crossing  Way,  Decatur 
30333 

Robinson,  Charlene  Y.,  Family 
Practice  — Bibb  — (Resident) 
784  Spring  St.,  Macon  31201 

Rothstein,  Kenneth  D.,  Internal 
Medicine  — MAA  — (Resident) 
1315  McConnell  Dr.,  Decatur 
30033 

Schenk,  Gary  S.,  Family  Practice 
— Georgia  Medical  — 

(Resident)  Memorial  Medical 
Center,  P.O.  Box  23089, 
Savannah  31403 

Slutzky,  Michael  S.,  Orthopaedic 
& Hand  Surgery  — Douglas  — 

- (Active)  1001  Thornton  Rd.,  Ste. 
301,  Lithia  Springs  30057 

Sojico,  Charlene  D.,  Pediatrics  — 
Georgia  Medical  — (Active  N2) 
11702  Mercy  Blvd.  Ste.  2-E, 
Savannah  31419 

Steenerson,  Ronald  L.  Otology- 
Neurotology  — MAA  — (Active) 
980  Johnson  Ferry  Rd.,  #470, 
Atlanta  30342 

Sternlieb,  Michael  J.,  Orthopaedic 
Surgery  — Douglas  — (Active) 
1001  Thornton  Rd.,  Ste.  301, 
Lithia  Springs  30057 

Trigg,  Frank  S.,  Pediatrics/Internal 
Medicine  — Blue  Ridge  — 


(Active  Nl)  103  Professional 
Blvd.,  Hwy.  3 N,  Blue  Ridge 
30513 

Vivas,  Jaime  L.,  Internal  Medicine 
— Muscogee  — (Active)  423 1 
Macon  Rd.,  Columbus  31907 

Watson,  Byron  M.,  Family  Practice 
— Bibb  — (Resident)  P.O.  Box 
951,  Columbus  31994-2299 

Watson,  Raquel  M.,  Family 
Practice  — Bibb  — (Resident) 
777  Hemlock  St.,  Macon  31201 

Wilson,  Frank  A.,  IV,  Internal 
Medicine  — Sumter  — (Active) 
1102  East  Lamar,  Americus 
31709 

Withers,  John  S.,  Emergency 
Medicine  — MAA  — (Resident) 
P.O.  Box  15001,  Atlanta  30333 


PERSONALS 

Bibb  CMS 

Rodney  M.  Browne,  M.D.,  of 

Macon,  was  recently  re-elected  as 
the  1989  Chairman  of  the  Board 
for  the  HCA  Coliseum  Medical 
Centers  Boards  of  Trustees. 

Georgia  Medical  Society 
W.  Upton  Clary,  M.D.,  was 

honored  by  the  Southern 
Neurosurgical  Society  at  its  recent 
meeting  at  Point  Clear,  Alabama. 
Dr.  Clary  was  awarded  the 
Distinguished  Practitioner  Award 
of  the  Society.  This  is  the  eighth 
such  award  given  during  the  41 
years  the  Southern  Neurosurgical 
Society  has  existed.  The  award  is 
given  in  recognition  of 
outstanding  service  to  patients, 
community,  and  neurosurgery. 

The  award  was  presented  to  Dr. 
Clary  by  Dr.  Fremont  P.  Wirth, 
President  of  the  Southern 


I O N NEWS 


Neurosurgical  Society  and  a 
Savannah  neurosurgeon. 

Cobb  CMS 

Mark  W,  Diehl,  M.D.  of 

Marietta,  was  inducted  as  a fellow 
the  American  Academy  of 
Orthopaedic  Surgeons  during  the 
association’s  56th  annual  meeting 
in  Las  Vegas. 

Dirk  Huttenbach,  M.D.,  has 

been  elected  to  Fellowship  in  the 
American  Psychiatric  Association. 
He  is  president  of  the  Georgia 
Council  on  Child  and  Adolescent 
Psychiatry  and  on  staff  at 
Ridgeview  Institute  in  Smyrna.  He 
is  a psychiatrist  in  private  practice 
in  Marietta. 

Dougherty  CMS 

W.  Carl  Gordon,  M.D.,  a 

general  surgeon  has  been  named 
medical  director  for  ABC  Home 
Health  Services  of  Albany.  Dr. 
Gordon  is  a staff  member  at 
Phoebe  Putney  Memorial  Hospital 
and  HCA  Palmyra  Medical 
Centers.  He  is  founder  and  vice 
chairman  of  Faith  Fund 
Foundation,  Inc. 

Newton-Rockdale  CMS 

Gordon  C.  Carson  III,  M.D., 

was  recently  appointed  Associate 
Professor  of  Radiology  at  the 
University  of  Texas  Medical 
School  at  Houston  and  named 
Chief  of  Radiology  at  the  new 
teaching  facility,  Lyndon  B. 
Johnson  General  Hospital. 


OTHER  NEWS 

MAG  Mutual  Develops 
Speakers  Bureau 

MAG  Mutual  has  been  providing 
Georgia  physicians  with 
professional  liability  insurance 
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since  1982.  Since  then,  your 
company  has  grown  significantly 
in  the  number  of  policyholders  as 
well  as  the  number  of  services  we 
provide  to  the  medical 
community.  Now  your  company  is 
expanding  the  number  of  services 
it  provides  by  developing  a 
Speakers  Bureau. 

Beginning  April  1,  MAG 
Mutual’s  Speakers  Bureau  will 
provide  county  medical  societies, 
specialty  societies,  and  hospital 
staffs  with  speakers  who  can 
provide  organizations  with 
insurance-related  programs  that 
are  interesting  and  educational. 

Some  of  the  topics  offered  by 
our  Speakers  Bureau  include: 

Loss  Prevention  Tactics, 
Professional  Liability  Update,  Tort 
Reform,  Claims-made  Coverage, 
and  much  more. 

If  you  would  like  one  of  our 
speakers  to  present  a program  to 
your  organization,  please  contact 
us,  and  we  will  provide  you  with 
the  appropriate  speaker  with  a 
background  on  his/her  knowledge 
and  expertise  (404-842-5600). 


DEATHS 

Ebert  Van  Buren,  M.D.,  of 

Atlanta,  an  internist  for  49  years, 
died  of  a stroke  last  January  at 
Crawford  Long  Hospital.  He  was 
89. 

Dr.  Van  Buren  practiced  in 
Atlanta  from  1931  until  his 
retirement  in  1980.  He  opened  the 
first  diabetes  clinic  at  Grady 
Memorial  Hospital  in  the  early 
1930s. 

Dr.  Van  Buren  was  born  in 
Utila,  British  Honduras.  He 


graduated  from  Emory  University 
in  1923  and  received  a degree 
from  Emory  Medical  School  in 
1928.  He  taught  in  Emory’s 
anatomy  department  for  1 year 


and  underwent  postgraduate 
training  at  Presbyterian  Hospital 
in  Chicago.  While  practicing  in 
Atlanta,  he  also  taught  medical 
courses  at  Emory. 


to  your 

Medical  School  thru- 

AMA'EHF 

Cofitoct  your  county  Auxiliary 
Vrcsid&nt  far  wformation. 
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ARMY  RESERVE 


MEDICAL  PROFILE  NO. 9 


JANN  LHOLWICK,M.D. 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — U CLA 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 

Huntington  Memorial  Hospital,  Pasadena,  California; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 
Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 

IlWhen  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  I can  be  involved  in  virtually  anything 
I choose.  If  a certain  case  interests  me,  I can  ask 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician.  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result.  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
l-8dO-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


Dr.  Holwick  in  operating  room  at  Letterman  Army  Medical  Center. 


Dr.  Holwick  outside  of  hospital  where  she  practices  as  a civilian  traumatologist. 


EDITOR'S  CORNER 


harmonious  manner  with  those 
other  parties  to  such  decision 
making  and  who  will  rightfully  be 
involved  in  those  negotiations. 

^ We  need  to  take  a 
good  look,  and  that  by 
an  independent 
observer,  at  our  basic 
organizational 
structure.  At  the  way 
we  are  ** organized,**  At 
how  we  function,^ 

Secondly,  we  must  face 
squarely  and  defend  rationally  the 
obvious  fact  that  physicians, 
although  altruistic  by  nature,  have 
within  themselves  the  selfsame 
desire  for  the  comforts,  the 
security,  the  peace  of  mind  that  a 
fair  monetary  return  for  competent 
and  honest  work  provides.  No 
need  now  to  apologize  for  that 
reasonable  human  drive.  A great 
need,  however,  to  face  fairly  the 
inequity,  the  self-destructiveness 
of  those  amongst  us,  and  they  are 
surely  there,  who  see  the  practice 
of  medicine  primarily  as  just  “a 
good  way  to  make  a living.”  No 
longer,  if  ever,  can  we  afford  that 
element  of  the  profession. 

Thirdly,  we  must  come  to  grips 
with  the  obvious  mandate,  always 
present  but  now  beyond  any 
freedom  to  ignore,  that  we 
assume  our  rightful  place  in  the 
cooperative  venture  of  devising 
the  health  care  system  of  the 
future.  We  are  rushing  at  an  ever- 
increasing  speed  into  the  months 
and  years  ahead  where  we  will  sit 
about  a table  making  decisions  in 
concert  with  others.  We  must 


learn  to  deal  as  never  before  with 
those  we  have  traditionally  seen 
as  subservient  to  the  physician. 
Learn  to  deal  with  them  honestly 
and  fairly  as  equals.  The  days  of 
“executive  sessions”  and  “turn 
the  tape  off“  — the  days  of  thinly 
veiled  motives  — must  be  put 
behind  us.  From  such  openness 
will  flow  an  environment 
conducive  to  the  development  of 
a health  care  system 
unencumbered  by  greed  and  self- 
aggrandisement. A system  we 
have  always  professed  to  be  our 
goal  — one  whose  basic  purpose 
is  to  give  optimal  care  to  the  sick 
wherever  they  are  and  with 
whatever  means  they  possess. 

And  finally,  we  urgently  need 
to  take  a good,  hard, 
practical,  and  honest  look  at 
ourselves.  We  have  rocked  along 
for  a number  of  years  now,  sort  of 
patching  holes  in  the  walls  that 
surround  us,  too  often  with  little 
time  or  effort  spent  in  asking  the 
hard  and  searching  question  as  to 
whether  or  not  we  are  traveling 
on  the  road  and  in  the  direction 
of  our  greatest  potential.  We  need 
to  take  a good  look,  and  that  by 
an  independent  observer,  at  our 
basic  organizational  structure.  At 
the  way  we  are  “organized.”  At 
how  we  function.  We  need  to  ask 
ourselves  if  in  this  time  a busy 
practicing  physician,  possessed  of 
solid  interest  and  unselfish  desire, 
can  “run”  — be  president  of  — 
such  an  organization.  We  need  to 
question  the  functional  adequacy 
of  changing  such  a president 
every  12  months  and  by  so  doing 
interjecting  into  the  organizational 
flow  a new  and  often  non- 
harmonizing personality  with  a 
new  agenda  for  change.  We  have 


We  must  assume  our 
rightful  place  in  the 
cooperative  venture  of 
devising  the  health  care 
system  of  the  future,  y 

over  the  past  few  years  because 
of  organizational  strife  and 
discord  engendered  in  the  eyes  of 
some  of  the  public  the  feeling 
that  we  are  incapable  of  smooth, 
rational,  and  efficient 
management  of  our  affairs. 

Should  that  perception  be  true, 
then  our  urgent  attention  to  its 
correction  is  mandatory.  If  untrue, 
a major  public  relations  effort 
confronts  us  whereby  our  inherent 
ability  to  govern  ourselves 
becomes  obvious  to  all.  We  must, 
for  our  future  will  be  nurtured  by 
them,  attract  to  the  body  of 
organized  medicine,  and  to  the 
ranks  of  its  leadership,  the  “best 
and  the  brightest”  of  those  young 
men  and  women  entering  the 
practice  of  medicine  in  our  state. 

We  live  our  lives  in  medicine 
today  more  regulated  than 
one  would  have  dreamt  possible 
only  a short  time  ago.  We  are, 
however,  yet  in  possession  of  a 
degree  of  freedom  — of  self- 
determinism — that  is  ours  to 
nurture  and  preserve.  Ours  also  to 
wantonly  destroy.  Let  us  look  with 
clear  vision  at  our  past  — assess 
with  unflinching  and  unselfish 
honesty  those  decisions  and 
actions  which  failed  us.  Humble 
ourselves  to  cooperative  ventures 
with  our  fellow  travelers. 

Staunchly  defend  that  ground  only 
we  possess  the  expertise  to  hold 
as  our  own. 

CRU 
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Prevention 

Fremont  P.  Wirth,  M.D. 


• The  physicians  of 
Georgia  should  take  a 
leadership  role  and 
enthusiastically  support 
the  Georgia  Head  and 
Spinal  Cord  Injury 
Prevention  Program,  y 


“Humpty  Dumpty  sat  on  a 
wall, 

Humpty  Dumpty  had  a 
great  fall; 

All  the  King’s  horses 
and  all  the  King ’s  men 
couldn ’t  put  Humpty 

Dumpty  together  again.  ” 

Anonymous 

This  rhyme,  written  years  ago 
by  an  unknown  author,  too 
often  describes  our  treatment 
results  in  trauma  victims.  Despite 
great  progress  in  the  management 
of  trauma  including  improved 
triage,  more  sophisticated  surgical 
procedures,  intensive  care  units, 
h3TDeralimentation,  and  fifth 
generation  antibiotics,  we  cannot 
correct  many  of  the  ravages  of 
trauma  in  our  society.  Damage  to 
the  nervous  system,  with  its 
limited  regenerative  capability,  is 
especially  hard  to  cure.  Is  it  not 
time  to  add  another  phrase  to  the 
rhyme? 

“Shouldn’t  we  try  to  PREVENT 
the  fall!” 

Characterized  by  the  National 
Academy  of  Science  in  1966  as 
the  “neglected  disease  of  modern 
society,”  injury  is  a public  health 
problem  of  immense  proportions.' 
it  is  the  leading  cause  of  death  for 
those  under  age  44  and  is  the 
fourth  leading  cause  for  all  ages.^ 
Auto  accidents  lead  as  the  most 
frequent  cause  of  death  between 


Dr.  Wirth,  a neurosurgeon,  is  with  the 
Neurological  Institute  of  Savannah.  Send  reprint 
requests  to  him  at  4 Jackson  Blvd.,  Savannah, 
GA  31499-3501. 


the  ages  of  1 and  34  years  and  in 
addition  to  the  150,000  Americans 
who  die  annually  from  injury, 
more  than  400,000  are 
permanently  disabled.^  Trauma 
alone  accounts  for  3.6  million 
hospital  admissions  each  year, 
with  an  average  hospital  stay  of  7 
days.3  The  annual  loss  of 
4,000,000  potential  years  of  life 
due  to  injury  is  greater  than  the 
combined  losses  from  cancer, 
stroke,  and  heart  disease;  it  is 
estimated  that  the  cost  of  trauma 
approaches  $110  billion 
annually.'’ 2 


What  is  to  be  done?  All 

aspects  of  this  problem  are 
receiving  some  attention  but  as  a 
disease,  injury  needs  greater 
emphasis  in  our  health  care 
planning.  The  collection  of  data  is 
vital  to  any  attack  on  the  problem. 
Georgia  is  one  of  nine  states  with 
a nervous  system  trauma  registry. 
On  the  national  level,  the 
Committee  of  Trauma  of  the 
American  College  of  Surgeons  is 
in  the  process  of  organizing  a 
national  trauma  registry.  Research 
in  such  areas  as  shock 
resuscitation,  ischemia- 
reperfusion  injury,  and  other 
aspects  of  injury  care  is  receiving 
more  attention.  Improved  triage 
and  trauma  care  delivery  systems 
are  also  being  developed  in  many 
areas,  with  improved  trauma 
outcomes  for  injury  victims. 

Several  of  the  articles  in  this 
special  isse  of  the  Journal  detail 
the  development  of  head  and 
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EDITORIAL 


ere  can  be  no 
finer  representation  of 
the  medical  profession 
to  the  public  than  the 
endorsement  of  an 
involvement  in  disease 
prevention  programs,  y 

spinal  cord  injury  prevention 
programs  nationally  and  locally. 
The  emphasis  on  the  nervous 
system  is  not  meant  to  exclude 
but  rather  to  compliment  other 
programs  such  as  Staying  Alive 
and  KISS  (Kids  in  Safety  Seats). 
That  prevention  programs  and 
preventive  legislation  can  be 
effective  is  becoming  well 
established.  Florida’s 
comprehensive  media  directed 
program  to  prevent  diving  injuries 
decreased  these  accidents  by 
40%. Other  data  indicate  that 
programs  such  as  are  outlined  in 
the  articles  in  this  issue  are 
effective.^  The  dramatic  effects  of 
seatbelt  legislation  are  an 
example  of  the  effectiveness  of 
prevention  programs.  Seatbelt  use 
is  capable  of  reducing  by  60  to 
66%  of  severity  of  injury,  hospital 
admissions,  and  costs  of  hospital 
care.  Mandatory  seatbelt 
legislation  in  North  Carolina  is 
projected  to  prevent  1100  severe 
or  fatal  injuries  annually.®’  ^ 

There  can  be  no  finer 

representation  of  the  medical 
profession  to  the  public  than  the 
endorsement  of  and  involvement 
in  disease  prevention  programs. 
The  Georgia  Head  and  Spinal 
Cord  Injury  Prevention  Project  is 
such  an  enterprise.  It  has  the 
potential  to  accomplish  a great 
deal  of  good  for  the  general 
welfare  of  our  fellow  citizens. 


Physicians  may  attend  a 
presentation  in  their  own  area  or 
visit  an  established  program  in  a 
nearby  community.  They  will  find 
their  time  well  spent  as  they 
witness  the  interest  and 
enthusiasm  high  school  students 
in  injury  prevention  programs 
develop  an  understanding  of  the 
effects  of  disability.  See  the  film 
“In  Harm’s  Way,”  an  award 
winning  film  in  its  own  right,  and 
one  cannot  help  but  be  moved  by 
its  strong  message  of  prevention. 
The  physicians  of  Georgia  should 
take  a leadership  role  and 
enthusiastically  support  the 
Georgia  Head  and  Spinal  Cord 
Injury  Prevention  Program. 
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QUOTES 

Probably  no  man  ever  had  a 
friend  he  did  not  dislike  a little; 
we  are  all  so  constituted  by 
nature  no  one  can  possibly 
entirely  approve  of  us. 

E.  W.  Howe 
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YOCON' 

YOHIMBINE  HCI 


OeSGriptton:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B- adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications;  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindirations;  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions;  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.TS  Also  di2ziness, 
headache,  skin  flushing  reported  when  used  orally.  T3 
Dosage  and  Administration;  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  i 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Applied;  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROl 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 

53159-001-10. 
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PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


Programs  for 
Professionals 

^A^hether  you’re  a new  practitioner  looking  to 
get  started,  or  a well-established  practitioner  look- 
ing for  growth  or  planning  to  retire  within  the  next 
ten  years,  AFTCO  has  a program  for  you. 

• Practice  Acquisition  Program:  Purchase  a prac- 
tice and  earn  over  a million  dollars  more  in  lifetime 
earnings  vs.  starting  a new  practice. 

• Practice  Merger  Program:  Double  your  patient 
base  overnight  without  increasing  overhead,  and 
have  the  opportunity  to  earn  passive  income.  Merg- 
ers can  provide  an  average  of  500%  plus  return  on 
investment  the  first  year. 

• Earned  Equity  Program:  The  only  associateship 
program  with  a virtually  100%  success  rate.  Con- 
tractual terms  meet  the  needs  of  both  parties. 

• Pre-Sale  Program:  Allows  you  to  practice  less, 
maintain  your  income,  protectyour  practice  value, 
and  Improve  your  "Qu^ity  of  Life"  NOW. 

• Career  Transition  Program:  Use  your  practice  as 
a "transitional  tool."  Maintain  your  income  while 
changing  careers  or  businesses. 

For  Professionalism,  Confidentiality,  and  Integrity, 
call  AFTCO  Associates  today. 

"EQUITABLE  TRANSACTIONS 
THROUGH  DUAL  REPRESENTATION" 


600  HOUZE  WAY,  STE.  12-D  • ROSWELL,  GA  30076 

(404)  992-0924 

ESTABLISHED  1968  • OFFICES  LOCATED  NATIONWIDE 
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JUNE 

1 9-24  — Kiawah  Island,  SC: 

20th  Annual  Internal  Medicine 
Symposium.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:  404/721- 
3967. 

22- 25  — Sea  Isiand:  GA 
Chapter,  American  Academy  of 
Pediatricians.  Category  1 credit. 
Contact  William  C.  Mankin,  4059 
Land  O’  Lakes  Dr.  Atlanta 
30342.  PH:  404/237-3922. 

23- 25  — Hilton  Head  Island,  SC: 
Daily  Anesthetic  Challenges. 
Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912. 
PH:  404/721-3967. 

26  — Atlanta:  Breast  Cancer: 
Conservative  Treatment. 

Category  1 credit.  Contact 
Donna  Cannon,  HCA  West 
Paces  Ferry  Hospital,  3200 
Howell  Mill  Rd.,  Atlanta  30342. 
PH:  404/350-5600. 

28- July  2 — Nairobi,  Kenya:  4th 
international  Interdisciplinary 
Conference  on  Hypertension  in 
Blacks.  Category  1 credit. 
Contact  International  Society  on 
Hypertension  in  Blacks,  69  Butler 
St.,  Atlanta  30303.  PH:  404/589- 
3810. 

29- July  2 — Kiawah  Island,  SC: 
Hematology-Oncology  — 
Recent  Advances.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 


JULY 

10-12  — Kiawah  Island,  SC: 
Update  in  Gynecology. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912. 
PH:  404/721-3967. 

13-15  — Kiawah  Island,  SC: 
Clinical  Obstetrics.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 


A L E N D A R 


17-21  — Kiawah  Island,  SC: 

11th  Annual  Critical  Care 
Medicine.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:  404/721- 
3967. 

24-26  — Kiawah  Island,  SC: 

12th  Annual  Pediatric  Update. 
Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912. 
PH:  404/721-3967. 

31 -Aug.  4 — Atlanta:  A 
Comprehensive  Board  Review 
in  Internal  Medicine.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


AUGUST 

10-13  — Hilton  Head,  SC: 
Georgia  Psychiatric  Physicians 
Association.  Category  1 credit. 
Contact  Jim  Moffett,  MAG,  938 
Peachtree  St.,  Atlanta  30309. 

PH:  404/876-7535  or  800/282- 
0224. 

14-18  — Amelia  Island,  FL: 
Summer  Imaging  and 
Interventional  Techniques  VII. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 


SEPTEMBER 

11-15  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

15-17  — Augusta:  Clinical 
Psychiatry.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:  404/721- 
3967. 

18-19  — Atlanta:  Third  Annual 
Menopause  Conference. 
Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 


21- 23  — Hilton  Head,  SC: 
Frontiers  in  Nutrition.  Category 
1 credit.  Contact  Div.  of  Cont. 

Ed.,  MCG,  Augusta  30912.  PH: 
404/721-3967. 

22- 23  — Atlanta:  Medical  Retina 
Workshop.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

25-26  — Atlanta:  Quantitative 
Thallium  Myocardial 
Tomography.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

25-28  — Atlanta:  Advanced 
Demonstrations  in 
Percutaneous  Transluminal 
Angioplasty  XXII.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

25-29  — Atlanta:  Congress  of 
Neurological  Surgeons. 

Contact  CNS,  1840  North  Soto 
St.,  Room  100B,  Los  Angeles, 

CA  90033.  PH:  213/224-5435. 

25-29  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


OCTOBER 

4- 6  — Atlanta:  Biliary 
Lithotripsy  and  Adjunct 
Procedures.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

5- 6  — Atlanta:  GA  Chapter, 
American  Academy  of 
Pediatrics.  Category  1 credit. 
Contact  William  C.  Mankin,  4059 
Land  O’Lakes  Dr.,  Atlanta  30346. 
PH:  404/237-3922. 
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CONTINUING  EDUCATION  COURSES 
OFFERED  BY  EMORY  UNIVERSITY 
DIVISION  OF  PUBLIC  HEALTH 

In  collaboration  with  The  Centers  for  Disease  Control,  Atlanta,  Georgia 


May  22-August  11,  1989 

COURSE 


TITLE 

DATES 

TIME/DAYS 

1-WEEK  COURSES 

1.  Public  Health  Law 
(3  CEUs,  $200) 

June  5-9 

9-3  daily 

2.  Environmental 
Health  Law 
(1.5  CEUs.  $150) 

June  5-9 

4:30-6:30 

MTWT, 

12-6  F only 

3.  Biomedical  Ethics 
(3  CEUs,  $200. 

June  12-16 

9-4  daily 

4.  The  AIDS  Epidemic: 
Implications  for  Public 
Health 

(1.5  CEUs,  $150) 

June  26,  27, 
June  28 

9-12  and  2-5, 
9-12 

5.  Occupational  Health 
(1.5  CEUs,  $150) 

July  10-14 

4:30-6:30 
MTWT 
12-6  F only 

6.  Violence  as  a Public 
Health  Problem 
(1.5  CEUs,  $150) 

July  10-13 

1-5  daily 

7.  Clinic  Management 
(3  CEUs,  $200) 

July  24-28 

9-3:30 

8.  Occupational  Toxicology 
(1.5  CEUs,  $150) 

July  24-28 

4:30-6:30 
MTWT 
12-6,  F only 

9.  Hazardous  Waste 
Management 
(1.5  CEUs,  $150) 

Aug.  7-11 

4:30-6:30, 
MTWT 
12-6  F only 

CONTENT 


TITLE  DATES  TIME/DAYS 


1 1/2-2  WEEK  COURSES 

10.  Introduction  to  Management  June  22-30 
(4.5  CEUs,  $300) 

11.  Epidemiologic  Applications  July  3-14 
on  the  Computer 

(3  CEUs,  $400) 

12.  Emergency  Health  Programs  July  7-21 
in  Developing  Countries 

(3  CEUs,  $200) 

9-3:30  daily 
9-4,  daily 

9-1,  MWF 
(July  14, 
3-5) 

COURSES  LONGER  THAN  2 WEEKS 

13.  Communication  for  the 

May  23- 

6:30-9, 

Health  Care  Professional 

June  27 

Tuesdays 

(3.0  CEUs,  $200) 

14.  Introduction  to  Epidemiology  May  24- 

8:30-10:30, 

(4.5  CEUs,  $300) 

June  30 

MWF 

15.  Health  Education  Program 

May  22- 

5-7:30 

Management 

July  10 

Mondays 

(1.5  CEUs,  $150) 

16.  Epidemiologic  Control  of 

May  23- 

2:30-5, 

Enteric  Disease 

June  29 

T and  Th 

(2  CEUs,  $200) 

17.  History  of  Public  Health 

May  25- 

7-9, 

1.5  CEUs,  $150) 

Aug.  10 

Thursdays 

18.  Computer  Skills  and  Infer- 

Session  1, 

9-12,  Fridays 

mation  Management 

June  16,  23, 

(1.5  CEUs,  $175) 

30  and  July 

7 

Session  II, 

6-8:30  p.m.. 

July  6,  13, 

Thursdays 

20  and  27 

19.  Health  Education  and  the 

July  5- 

5-8, 

Homeless 

Aug.  9 

Wednesdays 

(1.5  CEUs,  $150) 

20.  Aging  and  Health  Care 

July  24- 

6-8:30, 

Issues 

Aug.  10 

Mondays  and 

(1.5  CEUs,  $150) 

Thursdays 

PROGRAM  DIRECTOR:  Eugene  J.  Gangarosa,  MD;  PROGRAM  FACULTY:  Katie  Baer,  MS,  MPH;  Ruth  Corcoran,  EdD;  Eugene 
J.  Gangarosa,  MD;  Joyce  Goldberg,  MA;  Allan  Goldman.  MPH;  Andrew  Robert  Greene,  JD;  Faye  Hodgin,  RN,  PhD,  JD; 
Ronald  G.  Huggins,  PhD,  MPH;  Fredric  D.  Kennedy,  PhD;  Caroleena  Lane,  PhD;  Mike  Lane,  MD,  MPH;  Michael  Melneck, 
MPH;  Patrick  O’Carroll,  MD,  MPH;  Tim  Porter  O'Grady,  RN,  EdD;  Linda  Saltzman,  PhD;  Aziz  Samadi,  MD,  MPH;  Mark  Sceigaj, 
MTS;  Jane  Seward,  MBBS,  MPH;  Michael  Toole,  MD;  Ronald  J.  Waldman,  MD,  MPH 


CONTINUING  EDUCATION  FOR  PUBLIC  HEALTH  PROFESSIONALS 
RETURN  THIS  FORM 


Please  register  me  for  the  following  courses  (circle  the  appropriate  number): 
Name 


1 2 3 4 5 6 7 8 9 to  11  12 
13  14  15  16  17  18  19  20 


Detach  this  form,  place  in  an  envelope  and  mail  to: 

Organization Continuing  Medical  Education 

Emory  University  School  of  Medicine 

Address 1440  Clifton  Road,  N.E.,  104  WHSCAB 

Atlanta,  Georgia  30322 

City,  State,  Zip  Code  

For  Further  Information: 

Telephone Louise  Hamilton,  MSW 

Make  check  payable  to:  Assistant  Director  for  Administration 

EMORY  UNIVERSITY  SCHOOL  OF  MEDICINE  Divisiori  of  Pub  ic  Health 

Emory  University 
Atlanta,  GA  30322 
(404)  727-7806 
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Physician* s Recognition  Award  Recipients 


Listed  below  are  those 

physicians  in  Georgia  who 
have  earned  the  AMA ’s 
Physician ’s  Recognition  Award 
(PRA)  January  through  March, 
1989. 

The  award  was  established  by 
the  AMA  House  of  Delegates  in 
1968  “To  recognize,  encourage, 
and  support  physicians  who 
participate  regularly  in  continuing 
medical  education  and  to 
emphasize  the  importance  of 
developing  more  meaningful 
continuing  medical  education 
opportunities  for  physicians.  ” A 
minimum  of  150  credit  hours  of 
CME  must  be  earned  over  a 3- 
year  period  to  qualify  for  the 
Award.  The  hours  may  include 
such  activities  as  conferences, 
residencies,  teaching,  writing, 
private  reading,  listening  to 
cassettes,  home  study  courses, 
consultation,  and  peer  review;  at 
least  60  of  the  hours,  however, 
must  be  from  formal  CME 
programs  sponsored  or 
cosponsored  for  Category  1 credit 
by  organizations  accredited  for 
these  activities. 

We  congratulate  the  following 
physicians  who  have 
distinguished  themselves  and 
their  profession  by  their 
commitment  to  continuing 
education: 

Alday,  James  Malcolm, 

Gainesville 

Andrews,  John  S.,  Norcross 
Appelroth,  Danl  Jacob,  Atlanta 
Auda,  Stephen  Peter,  Fayetteville 
Bates,  Jack  Miles,  Gainesville 
Bates,  John  G.,  Cuthbert 


Becerra,  Jose  E.,  Stone  Mountain 
Berson,  Michael  J.,  Conyers 
Bhole,  Raj,  Toccoa 
Birge,  Jack  Edwin,  Carrollton 
Bloom,  Wm.  Frank,  Macon 
Brown,  Nyda  Williams,  Atlanta 
Burke,  Kenneth  Dean,  Bainbridge 
Cian,  Robt  Thos,  Quitman 
Cobiella,  Angel  Manuel,  Mableton 
Davis,  Lee  Swearingen,  Atlanta 
Dennison,  David  Barrow,  Atlanta 
Densler,  James  Franklin,  Atlanta 
Dixon,  Jimmy  Lenon,  Brunswick 
Downing,  Edward  Farmer, 
Savannah 

Evans,  Raymond  Chas,  Tifton 
Feringa,  Earl  Robt,  Augusta 
Freeman,  Gordon  Glenn,  Snellville 
Goetzinger,  Robt  Thornton,  Forest 
Park 

Goldstein,  Glenn  Lloyd,  Columbus 
Gonzalez,  Pablo  Enrique,  Stone 
Mountain 

Greene,  David,  Atlanta 
Griffin,  Howard  A.,  Waycross 
Hannasch,  James  Donald, 

Grayson 

Hardman,  John  Barnett,  Atlanta 
Harrold,  James  Sami,  Evans 
Heath,  Geo  Seaborn,  Waycross 
Hill,  Julius  Napoleon,  Atlanta 
Hinkle,  James  Emrys,  Atlanta 
Hinman,  Alan  Richard,  Decatur 
Houk,  Vernon  Neal,  Atlanta 
Huntley,  Wm  Wayne,  LaGrange 
Hurst,  James  Bonothoe, 
Milledgeville 

Jacobs,  Louis  Jerry,  Milledgeville 
Jolley,  Fleming  Lex,  Brunswick 
Jurkiewicz,  Maurice  J,  Decatur 
Kelly,  Danl  Lee,  Augusta 
Kirsh,  Alan  David,  Macon 
Kornfield,  Marc  Joel,  Savannah 
Kratina,  Fredric  Karl,  LaGrange 
Lassiter,  Nolan  Maddox,  Decatur 


Lawson,  Herschel  Woron,  Atlanta 
Mahavi,  Kathleen  Arnold,  Dalton 
Maimer,  Bruce  Alan,  Atlanta 
McCord,  Symm  Hawes, 

Grovetown 

McNeill,  Nora,  Atlanta 
Miller,  Frank  Richard, 

Thomasville 

Newton,  John  Stewart,  Moultrie 
Nix,  Edward  Oliver,  Tucker 
Oh,  Jung  Hee,  Atlanta 
Patterson,  Homer  Scott,  Atlanta 
Patwardhan,  Ramesh  V., 

Savannah 

Paz,  David  R.,  Newnan 
Pendergrast,  Wm  J.,  Atlanta 
Pollack,  Ross  Brian,  Atlanta 
Ponce  de  Leon,  Adolfo,  Atlanta 
Pound,  Edwin  Currier,  Atlanta 
Powell,  Wm  Steward,  Griffin 
Prisant,  Louis  Michael,  Augusta 
Rendleman,  Danl  Carl,  Atlanta 
Robinson,  Donald  Ray, 

Bainbridge 

Rubin,  Paul  Leslie,  Lawrenceville 
Sapp,  Philip  Bryan,  Dalton 
Schieneman,  Bruce  Owen,  Macon 
Schneiderman,  Steven  M.,  Decatur 
Shanthaveerappa,  Totada  R., 

Stone  Mountain 
Slagel,  G.  Anthony,  Fayetteville 
Smith,  Geo  Leon,  Covington 
Smith,  Randolph  Relihan,  Augusta 
Stafford,  Chas  R.,  Gainesville 
Stapleton,  Tommy  Keegan, 
Douglas 

Tamayo,  Elmo  Roldan, 

Chatsworth 

Tillinger,  Arnold  Jules,  Savannah 
Turner,  Corbett  Harold,  Atlanta 
Walker,  Maria  L.,  Decatur 
Walker,  John  Louis,  Atlanta 
Weniger,  Bruce  Gilbert,  Atlanta 
Yost,  Henry  F.,  Atlanta 
Ziegler,  John,  Decatur 
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The  Paleolithic  Prescription:  A Program  of  Diet  and  Exercise 
and  a Design  for  Living 


by  S.  Boyd  Eaton,  M.D.,  Marjorie  Shostak,  and  Melvin  Konner,  M.D.,  Ph.D. 


HIS  IS  AN  EXCEPTIONAL  book 

which  needs  to  be  read  and 
understood  by  physicians  and 
others  concerned  about  people’s 
health.  It  is  not  easy  reading,  but 
the  lessons  to  be  learned  are 
important. 

All  of  the  authors  live  and  work 
in  Georgia.  Boyd  Eaton,  M.D.,  is 
chief  of  radiology  at  West  Paces 
Ferry  Hospital,  a clinical  faculty 
member  at  Emory,  and  a member 
of  the  State  Health  Policy  Council. 
Marjorie  Shostak  is  an 
anthropologist  at  Emory.  She  and 
Melvin  Konner,  M.D.,  Ph.D.,  also 


an  Emory  anthropologist,  have 
written  extensively  about  their 
research  among  African  hunting 
and  gathering  people. 

The  authors’  well  supported 
premise  is  that  aspects  of  the 
Paleolithic,  or  Stone  Age,  life  can 
be  brought  into  our  modern  day 
life  and  increase  the  quality  and 
length  of  our  lives.  Improvements 
in  nutrition,  housing,  sanitation, 
preventive  measures,  and  medical 
care  are  recognized  as  having 
reduced  deaths  and  disabilities 
from  infection  and  trauma. 
Unfortunately,  as  the  authors 


demonstrate,  many  of  the 
diseases  which  confront  us  today 
are  due  to  so  little  exercise  in  our 
lives,  the  consumption  of  foods 
different  from  those  available  to 
pre-industrial  populations,  and 
exposure  to  the  damage  of 
alcohol  and  tobacco. 

The  authors  have  successfully 
challenged  the  assumption  that 
all  has  been  progress.  They  have, 
more  importantly,  shown  ways 
those  of  us  who  wish  to  take 
responsibility  for  our  health  can 
benefit  from  many  features  of  the 
Paleolithic  experience. 


CHARTER 

MEDICAL 

CORPORATION 


PHYSICIANS  NEEDED 

INTERNAL  MEDICINE  EAMILY  PRACTICE 

ONCOLOGY 

GENERAL  SURGERY  NEUROSURGERY 

Group  practice,  solo,  or  urgent  care  settings  available  through  our  acute  care  hospital  network 
located  in  Macon  and  serving  all  of  middle  Georgia. 

Your  practice  will  be  located  80  miles  south  of  Atlanta  in  a growing  family-oriented  communit}; 
where  you  can  avoid  traffic  and  enjoy  a rewarding  professional  career. 

Please  contact  Stephen  Wofford  collect  at  912/741-6283  for  a confidential  consultation  or  write  to 
Stephen  Wofford,  Director  of  Physician  Recmiting,  Charter  Northside  Hospital,  PO.  Box  4627, 
Macon,  GA  31208. 
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No  Need  to  Feel 
Helpless*** 


Few  things  elicit 
feelings  of  depression,! 
rage,  helplessness  and 
exasperation  as  thor- 
oughly as  receiving  suit 
papers  for  a malpractice 
claim.  This  physician 
suffered  just  such  an 
unpleasant  experience... 
but  his  odds  of  winning 
were  better  than  most. 
Why?  Because  his  profes- 
sional  liability  insurance 
carrier  is  Insurance 
Corporation  of  America. 

The  circumstances  of 
this  claim  could  occur  and 
have  occurred  in  operating 
rooms  and  doctors’  offices 
everywhere.  A routine 
surgical  procedure  went 
sour  when,  for  no 
apparent  reason,  the 
patient  suffered  a cardiac 
arrest.  Prompt  and  proper 
attempts  at  resuscitation 
failed.  Our  physician  was 
sued  along  with  other 


surgeons  in  the  operating  room,  the 
primary  care  physician,  the  anesthe- 
siologist and  the  hospital. 

Subsequent  to  surgery,  it  was 
determined  the  patient  had  arrested  as  a 
result  of  an  allergic  reaction  to  the 
anesthesia.  Unlike  other  carriers 
involved,  who  settled  quickly  to  avoid 
costly  ” death  incident”  litigation,  ICA 
recognized  our  physician  was  not  at  fault. 
Fortunately  for  him,  ICA  is  dedicated  to 
the  strongest  claims  defense  possible. 
And  because  ICA  also  understands  that  a 
doctor’s  most  valuable  asset  is  his 
reputation,  protecting  it  becomes  our 
bottom  line. 

So  ICA  and  the  doctor  fought  alone  — 
and  at  ICA’s  expense.  ICA  in-house 
attorneys  screened  and  selected  local 
defense  attorneys  skilled  in  malpractice 
cases  and  familiar  with  the  judicial 
climate  of  the  region.  Then,  they  planned 
strategy,  investigated  the  facts,  and 
monitored  the  defense. 


During  discovery,  information 
was  released  indicating  the  pa- 
tient had  previously  undergone 
similar  surgery  under  anesthesia 
without  incident.  Because  of 
ICA’s  diligence  and  our  willing- 
ness to  exhaust  all  legal  remedies, 
the  jury  was  allowed  to  hear  the 
autopsy  report  as  well  as  the 
patient’s  past  medical  history. 
Those  defendants  who  settled 
quickly  never  had  an  oppor- 
tunity to  present  that  evidence. 
And  ultimately  our  insured  was 
exonerated. 

What  does  this  mean  to  the  doctor? 
He  leaves  the  courtroom  with  his 
reputation,  his  policy  limits  and  his 
checkbook  intact,  all  because  of  his 
partnership  with  ICA,  where  we  put 
reputation,  principles  and  dignity  ahead 
of  the  quick  fix.  The  reason  why? 
Because  ICA  is  people  who  care.  Period. 


INSURANCE  CORPORATION  OF  AMERICA 

Houston,  Texas  713  (871'8100) 


HOSPITAL  NEW 


Hospitals  Oppose  Release 
of  Joint  Commission 
Records 

The  Georgia  Hospital 

Association  and  63  member 
hospitals  have  been  named 
defendants  in  a suit  asking  for 
declaratory  judgment  on  whether 
Joint  Commission  records  used 
for  hospital  licensure  are  public 
information. 

The  suit  came  as  a result  of  a 
request  filed  by  the  Atlanta 
Journal  and  Constitution  and  the 
Gwinnett  Daily  News  seeking  the 
reports  of  all  hospitals  who 
submit  Joint  Commission 
accreditation  reviews  in  lieu  of 
having  the  state  perform  the 
review.  Georgia  and  39  other 
states  allow  those  reviews  to  take 
the  place  of  state-conducted 
reviews. 

In  their  request,  the  newspapers 
contended  that  despite  the  fact 
that  the  Joint  Commission  reports 
are  given  to  the  Department  of 
Human  Resources  under  an 
agreement  of  confidentiality,  they 
should,  in  fact,  be  considered 
public  records  because  they  are 
essentially  the  same  as  the  state 
reports,  which  are  public. 

In  opposing  the  request,  GHA 
stated  that  the  state  had  agreed  in 
writing  to  keep  the  reports 
confidential  and  that  because  the 
Joint  Commission  reviews  are  in 
essence  peer  reviews,  the  reports 
are  exempt  from  the  open  records 
law.  In  addition,  the  hospitals 
pointed  out  that  Joint 
Commission  reviews  are  a 
voluntary  effort  to  seek  out  every 
area  where  improvements  can  be 
made,  and  hospitals  depend  on 


the  confidentiality  of  the  reviews 
as  a means  of  obtaining 
constructive  criticism. 

In  its  opposition  to  the  release 
of  the  materials,  GHA  has 
emphasized  that  hospitals  are  in 
no  way  attempting  to  hide 
information  about  the  quality  of 
care  they  provide  but  are  instead 
insisting  that  the  state  keep  its 
promise  of  confidentiality. 

Only  a Weak  Correlation 

Between  Mortality  Data 
and  Quality 

In  a HCFA-commissioned  study 
on  the  value  of  hospital 
mortality  rates  as  a measure  of 
quality  of  care,  the  Medical 
College  of  Wisconsin  in 
Milwaukee  has  concluded  that 
there  is  only  limited  potential  to 
the  use  of  the  data. 

Though  the  study  found  a 
definite  correlation  between  the 
two,  that  correlation  was  “weak,” 
the  study  director  reported. 
“There’s  a lot  more  to  quality  of 
care  than  mortality.  It’s  unknown 
how  good  a measure  of  quality 
mortality  is.” 

Even  HCFA  admits  that  the 
mortality  data  are  no  “handy 
dandy  guide  to  hospital  quality” 
but  believes  it  is  on  the  right  track 
in  pursuing  the  data. 

Hospitals  Honor  Nurses  in 
Annual  Program 

n an  effort  to  eliminate  the 
shortage  of  nurses  in  Georgia, 
hospitals  will  recognize  19  nurses 
nominated  in  its  annual  “Nurses 


Make  a Difference”  program  May 
31.  The  nurses  have  been  chosen 
from  more  than  250  nominations 
from  patients,  co-workers,  and 
physicians  from  across  the  state, 
and  are  being  recognized  for 
outstanding  work  for  their  patients 
and  hospitals. 

At  the  same  time,  the  hospital 
association  and  the  Council  on 
Auxiliaries  will  award  nursing 
school  scholarships  to  eight 
winners  of  their  annual  essay 
contest.  First-prize  is  a $4,000 
scholarship  to  the  nursing  school 
of  the  student’s  choice,  and 
second  prize  is  a $2,000 
scholarship.  The  other  six  awards 
are  for  $500,  and  they  are  given  in 
each  of  GHA’s  geographic 
districts. 

Prospective  Pricing  Creeps 
Steadily  Toward  Outpatient 
Surgery 

The  General  Accounting  Office 
(GAO)  is  now  calling  for  the 
extension  of  the  Medicare 
prospective  payment  system  to 
outpatient  surgery. 

That  move,  says  the  GAO, 
would  save  Medicare  dollars 
because  it  would  prohibit 
hospitals  from  shifting  lost 
revenues  from  inpatient  surgery  to 
outpatient  surgery.  And,  says  the 
GAO,  though  it  does  recognize 
that  hospitals  incur  greater  costs 
in  treating  outpatient  surgery 
patients  than  do  ambulatory 
surgery  centers,  the  government 
has  nevertheless  cast  a 
questioning  eye  on  the  difference 
between  hospital  outpatient 
charges  and  those  of  surgery 
centers. 
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QUIET  THOUGHTS 


He  Told  Us  So 


The  Emergency  Room  physician 
stated  that  the  Veteran  had 
severe  COPD  (chronic  obstructive 
pulmonary  disease).  His  medical 
records  indicated  that  he  also 
suffered  from  severe  anxiety.  Being 
veterans  ourselves,  it  was  all 
crystal  clear. 

On  the  evening  of  admission, 
his  condition  had  worsened.  He 
told  us,  “1  can’t  breathe,  1 can’t 
breathe!”  Immediately,  our  medical 
minds  checked  his  arterial  blood 
gas,  yet  there  was  little  change 
from  previous  values.  No  objective 
evidence  of  acute  respiratory 
distress.  Knowing  the  routine  all 
too  well,  oxygen,  jet  nebulizer,  and 
IV  theophylline  were  begun.  Thirty 
minutes  later,  he  was  resting 
comfortably. 

A short  social  history  revealed 
tobacco  addiction,  two  packs  per 
day  of  suicidal  pleasure,  as  well  as 
4 decades  of  accumulated  anxiety. 
“I’ve  always  been  like  this,”  he  told 
us,  despite  the  fact  that  he  never 
^moked  before  his  first  ration  pack 
while  his  anxiety  problems  began 
after  the  war.  His  battles  seemed 
to  continue. 

He  was  divorced  and  had  two 
children  whom  he  rarely  saw.  He 
lived  alone,  yet  infrequently  left 
home,  fearful  that  people  were 
“out  to  get  him.”  Two  months 
previously,  he  was  hospitalized 
after  similar  breathing  problems. 

At  that  time,  we  discovered  that 
acute  emotional  unrest  triggered 
his  attacks.  With  anxiety,  he 
became  short  of  breath,  arousing 
more  anxiety,  which  in  turn 
exacerbated  his  breathing.  A 
cascade  as  sure  as  the 


cytochrome  system  would  ensue, 
with  the  end  result  equally  sure. 

His  mother  was  quite  sick  and 
wanted  him  to  care  for  her  when 
he  returned  home  from  the 
hospital.  Moreover,  a “relative” 
stole  his  last  social  security 
check,  leaving  him  unable  to  pay 
the  monthly  rent.  Fearing  that  he 
could  not  care  for  himself  much 
less  for  his  mother,  the  vicious 
spiral  continued.  He  seemed  to  be 
retreating. 

Physically,  he  knew  that  his 
lungs  were  deteriorating.  Fifty, 
then  40,  now  30  yards  caused 
severe  shortness  of  breath.  Still, 
he  craved  nicotine  like  an 
unquenched  desert  thirst.  Deceit 
came  easy.  “No,  Doc,  1 quit 
smoking  6 months  ago,”  he 
proclaimed  while  smiling 
unnaturally.  Two  hours  later,  the 
bathroom  air  was  choked  with 
concentrated  smoke.  Increasingly 
trapped  in  a self-imposed  gas 
chamber,  he  felt  like  a desperate 
P.O.W.,  watching  and  waiting.  We 
saw  the  pattern,  and  he  was 
begun  on  anxiolytic  therapy  with 
some  success.  It  was  a temporary 
respite. 

For  three  mornings,  we 
attempted  to  discharge  him  home, 
only  to  find  him  each  time  1 hour 
later  gasping  for  air.  “Slow  your 
breathing  down  and  tell  us  what’s 
wrong”  became  automatic 
phrases  and  a panacea  for  his 
lifelong  wounds. 

Our  tolerance  slowly  decreased. 
His  unrelenting  anxiety  made  us 
anxious  in  our  own  inadequacy. 


Dodging  discussions  became 
routine.  Other,  “sicker”  patients 
commanded  more  of  our 
attention.  Social  workers  and 
psychiatry  were  involved.  Daily 
shots  treated  the  now  accustomed 
anxiety.  The  ambush  began. 

That  night,  he  had  severe 
anxiety  once  again.  The 
nurses  called,  stating  that  he  was 
calling,  “1  can’t  breathe,  1 can’t 
breathe.”  Upon  arriving  in  his 
room,  he  was  indeed  anxious,  but 
the  shots  had  little  effect. 
Something  was  different  this  time, 
only  he  knew  it.  From  pink  to 
blue  to  ashen  gray.  Suddenly,  we 
knew  how  he  felt.  Slumped  over 
the  side  of  his  bed,  his  swollen 
face  and  icy  cold  hands  betrayed 
his  resolution  for  this  life.  No 
longer  anxious,  his  solitary  war 
was  over. 

We  jumped  into  quick  action, 
trying  to  rescue  once  again.  CPR 
and  rapid  intubation,  then  EKG 
showing  sinus  rhythm.  We  held 
our  breath,  listening  to  our 
beating  hearts.  As  if  to  teach  us  a 
silent  lesson,  however,  we 
watched  his  heart  rate  deliberately 
decrease.  He  died  while  others 
walked  in  and  asked  “what 
happened.” 

Life  is  worth  living  when  fresh 
air  is  ample  and  the  water  is 
crystal  clear.  He  told  us  so. 

Adam  O.  Goldstein,  M.D. 
Second  Year  Resident 
Family  Medicine 
MCG,  Augusta 
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MRI  UPDATE 


Figure  1 


Clinical  information: 

Non-meniscal  abnormalities 
are  commonly  suspected  and 
evaluated  by  MRI  and 
unexpected  non-meniscal 
abnormalities  are  commonly 
demonstrated  in  the  course  of 
MR  evaluation  for  internal 
derangements  of  the  knee. 

Findings:  Figure  l is  a 

sagittal  image  through  the 
lateral  compartment  of  a 
15-year-old  patient’s  knee.  The 
subarticular  portion  of  the 
lateral  femoral  condyle  is 
affected  by  low  signal  altera- 
tion containing  three  rounded 
areas  of  higher  signal  intensity. 
The  findings  here  are 
diagnostic  of  osteochondritis 
dessicans  (straight  arrows). 
Notice  the  normal  adjacent 
anterior  and  posterior  horns  of 


Figure  2 


the  lateral  meniscus  (curved 
arrows). 

Figure  2 is  a sagittal  image 
through  the  intercondylar 
midportion  of  a 19-year-old 
patient’s  knee.  The  tibial 
insertion  of  the  anterior 
cruciate  ligament  is  indicated 
by  the  arrow.  The  remainder  of 
the  anterior  cruciate  ligament 
is  totally  disrupted  and  its 
expected  position  is  occupied 
by  inhomogeneous  material  of 
intermediate  signal  intensity 
compatible  with  hemorrhage. 
The  anterior  cruciate  has  been 
notoriously  difficult  to  evaluate 
by  MRI,  but  its  reliable 
evaluation  is  now  possible  with 
careful  positioning  and 
rescanning  of  questionable 
cases. 

Figure  3 is  a coronal  image  of 
the  posterior  aspect  of  the  knee 


Figure  3 


of  a 33-year-old  patient.  The 
arrow  indicates  a 1.5  cm. 
ganglion  cyst  intimately 
applied  to  the  lateral  aspect  of 
the  biceps  femoris  tendon  just 
proximal  to  the  fibular  head. 
The  MR  study  clearly  demon- 
strates the  extra-articular  and 
extraosseous  nature  of  this 
process. 

Comment:  MRI  has  become 
clearly  established  for  evalua- 
tion of  internal  derangements 
of  the  knee.  Meniscal  evalua- 
tion is  known  to  be  highly 
accurate.  The  cases  shown 
here  are  meant  to  demonstrate 
the  efficacy  and  accuracy  of 
MR  evaluation  of 
extrameniscal  structures. 


Atlanta 

Magnetic 

Imaging 


800  Douglas  Road  / Atlanta,  GA  30342 
(404)  256-9296 


Atlanta 
Magnetic 
Imaging-South 

276  Medical  Way  / Riverdale,  GA  30274 
(404)  997-9313 


Athens 
Magnetic 
Imaging,  Ltd. 


2090-B  Prince  Avenue  / Athens.  GA  30606 


(404)  353-3873 


Health  Images  facilities  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  thin  slices,  high  resolution  head 
and  body  coils,  state  of  the  art  surface  coils,  and  cardiac  gating. 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 


^1* 
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The  Savannah  Pfead  and  Spinal 
Cord  Injury  Preventbn  Program 

Andrea  S.  Barch,  R.N.,  Fremont  P.  Wirth,  M.D. 


From  a rather  primitive  effort  in 
1985  to  an  entertaining  and  so- 
phisticated presentation  today,  the 
Savannah  Head  and  Spinal  Cord  In- 
jury Prevention  Program  (SHSCIPP) 
has  developed  over  the  past  4 years. 
With  only  limited  financial  re- 
sources, this  has  been  possible 
through  the  generosity  and  dedi- 
cation of  several  neurosurgical  in- 
tensive care  nurses  with  the  sup- 
port of  fellow  nurses,  physicians, 
EMTs,  occupational  and  physical 
therapists,  and  other  hospital  per- 
sonnel. Individuals,  businesses,  and 
hospitals  in  the  Savannah  com- 
munity have  in  many  instances  lent 
support  of  time  and  resources.  Al- 
though such  efforts  on  the  part  of 
the  hospitals  may  be  considered  as 
marketing,  they  represent  a credi- 
ble standard  of  such  activity.  The 
Savannah  experience  in  developing 
its  Head  and  Spinal  Cord  Injury  Pre- 
vention Program  demonstrates  that 
much  can  be  accomplished  by  a 
few  committed  individuals  with 
limited  expenditures. 

In  late  winter  1985,  Savannah’s 
community  hospitals  (St.  Joseph’s 
Hospital,  Memorial  Medical  Center, 


From  its  early 
beginnings,  the 
Savannah  group 
recognized  the  need  for 
a strong  educational 
component  to  the 
overall  Program. 
Classes  covered 
anatomy,  consequences 
of  injury,  prevention 
measures,  and  lifestyle 
changes  after  injury. 


and  Candler  General  Hospital),  un- 
der the  direction  of  Fremont  P. 
Wirth,  M.D.,  initiated  a spinal  cord 
injury  prevention  project.  The  proj- 
ect followed  the  format  of  a pro- 
gram designed  by  E.  Fletcher  Eys- 
ter,  M.D.,  of  Pensacola,  Florida, 


Ms.  Barch  is  with  the  Department  of  Nursing,  St. 
Joseph’s  Hospital,  Savannah;  Dr.  Wirth  is  with  the 
Neurological  Institute  of  Savannah,  #4  Jackson 
Blvd.,  Savannah,  GA  31499-3501.  Send  reprint  re- 
quests to  Dr.  Wirth. 


“Feet  First,  First  Time”  (FFFT).  This 
program  was  designed  to  teach 
youth,  from  elementary  to  high 
school  age,  about  water  safety,  in 
particular,  safe  diving.  The  mes- 
sage was  simple,  go  into  the  water 
feet  first,  the  first  time  to  check  the 
level  and  condition  of  the  water  to 
ensure  safe  diving.  It  had  an  attrac- 
tive logo  and  a record  of  success 
over  several  years  in  Florida. 

With  monies  donated  by  the  Sa- 
vannah hospitals  and  a local  neu- 
rosurgical group,  a T shirt  cam- 
paign, along  with  classroom 
education,  began  in  late  spring  of 
1985.  Our  initial  efforts  were  prim- 
itive. Four  nurses  conducted  the  en- 
tire program  for  the  first  year.  They 
had  available  no  monies,  no  obsta- 
cle course,  and  limited  funds  for 
other  equipment.  Nonetheless,  over 
500  students  were  contacted  during 
the  spring  and  summer.  Enthusi- 
asm for  the  program  was  high. 

Encouraged  by  the  response  of 
students  and  the  community, 
the  hospitals  and  teaching  volun- 
teers decided  to  continue  the  pro- 


A high  school  student  experiences  the  difficulties  of  using  a standard  telephone 
from  a wheelchair  as  part  of  the  wheelchair  obstacle  course  during  an  SHSCIPP 
Presentation  at  Savannah  Country  Day  School. 


vannah  Beach  emphasizing  diving 
safety.  A local  neurosurgeon  pur- 
chased the  film  “Consequences,”  a 
movie  about  the  effects  of  spinal 
cord  injury  for  use  with  the  in-school 
programs.  And  Feet  First,  First  Time 
(FFFT)  signs  were  purchased  by  the 
County  Leisure  Services  Depart- 
ment and  placed  at  public  boat 
ramps,  beaches,  and  pools. 

The  program  was  expanded  in 
1987  despite  the  loss  of  some  fi- 
nancial support.  Two  hospitals  sent 
nursing  personnel  to  Pensacola, 
Florida,  to  learn  more  about  the 
Florida  and  national  programs. 
Upon  return  to  Savannah,  it  was  de- 
cided to  expand  the  program  in- 
corporating both  Florida  and  na- 
tional guidelines  which  included 
head  and  spinal  cord  injury  preven- 
tion. With  these  changes,  the  title 
Feet  First,  First  Time  was  no  longer 
appropriate.  The  program  was  re- 
named the  Savannah  Head  and 
Spinal  Cord  Injury  Prevention  Pro- 
gram (SHSCIPP). 


gram  in  1986.  The  hospitals  do- 
nated more  funds,  and  hospital 
employees  were  permitted  to  leave 
their  jobs  to  teach  classes.  One 
hospital  donated  billboard  space, 
placing  signs  emphasizing  the  FFFT 
logo  throughout  Chatham  County. 
Another  hospital  encouraged  their 
Community  Relations  Department 
to  assist  with  development  and 
marketing  of  the  Savannah  Program 
which  assistance  was  particularly 
helpful.  One  Public  Relations  De- 
partment assisted  in  the  production 
of  a 15-minute  slide  presentation 
with  a synchronized  tape.  This 
greatly  improved  the  quality  of  the 
programs  presented  to  the  stu- 
dents. In  addition,  this  department 
coordinated  all  classes  for  1986, 
enlisting  the  aid  of  25  volunteers. 
These  volunteers  were  gleaned  from 
all  the  hospital’s  nursing,  physical/ 
occupational  therapy  departments 
and  EMTs,  and  included  spinal  cord 
injured  volunteers. 

Other  donations  of  time  and 
money  were  received  from  the  com- 
munity. A local  merchant  and  a ra- 
dio station  combined  resources  to 
produce  a radio  broadcast  from  Sa- 


Emergency  Medical  Technicians  demonstrate  immobilization  techniques  for  in- 
jury victims  at  SHSCIPP  Presentation  at  Savannah  County  Dory  School. 
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Andrea  Barch,  R.N.,  reviews  neuro  anatomy  and  discusses  mechanisms  of  brain 
and  spinal  cord  injury  at  SHSCIPP  Presentation  at  Savannah  Country  Day  School. 


The  focus  of  1987  was  to  find 
funding  for  a coordinator  to  de- 
velop a Georgia  Head  and  Spinal 
Cord  Injury  Prevention  Program  and 
to  expand  the  existing  educational 
component  of  the  Savannah  pro- 
gram. As  the  program  developed, 
the  Chatham  County  School  Board 
incorporated  it  into  the  curriculum 
of  its  9th  grade  Health  Science 
Classes  (a  required  class  for  all 
Georgia  high  school  graduates). 
While  this  recognition  was  exciting 
and  appreciated,  the  increased  de- 
mand for  manpower  to  support  the 
Program  was  even  more  apparent. 
A campaign  to  attract  qualified  in- 
structors was  launched.  The  re- 
sponse of  nurses,  therapists,  EMTs, 
and  others  was  enthusiastic,  and 
these  demands  for  more  personnel 
were  met.  Over  2,000  students  were 
exposed  to  this  expanded  program 
in  1987. 

In  April  of  1987,  at  the  Annual 
Meeting  of  the  American  Associa- 
tion of  Neurological  Surgeons  in 
Dallas,  Texas,  a meeting  was  held 
of  those  interested  in  the  develop- 
ment of  National  and  State  pro- 
grams for  Head  and  Spinal  Cord  In- 
jury Prevention.  Savannah  was 
represented  at  this  meeting  and 
participants  were  encouraged  by  the 
interest  of  others  wanting  to  form 
State  groups. 

To  encourage  the  development 
of  a statewide  program,  the  Savan- 
nah group  was  invited  to  present 
their  program  at  the  Georgia  Neu- 
rosurgical Society’s  Annual  Meet- 
ing. The  interest  among  those  pres- 
ent was  again  encouraging.  Shortly 
after  the  meeting,  a program  was 
initiated  in  Augusta  with  support 
and  advice  from  the  Savannah 
group. 

In  1988,  the  Savannah  Program 
became  even  more  refined  with  the 
inclusion  of  spinal  cord  injured  vol- 
unteers in  some  presentations.  An 
apparent  but  difficult  to  document 
decrease  in  the  number  of  spinal 
cord  injuries  in  the  Savannah  area 
has  been  encouraging  but  much  re- 
mains to  be  done.  Although  many 
Chatham  County  students  have  been 
reached  by  the  Program,  those  in 
neighboring  communities  have  not. 
Expansion  to  neighboring  com- 
munities requires  financial  re- 


sources not  yet  available  for  edu- 
cational materials,  transportation, 
and  compensation  of  personnel 
needed  to  put  on  the  program.  The 
funds  recently  made  available  to 
develop  a statewide  program  will 
provide  financial  assistance  to  help 
overcome  some  of  these  barriers 
and  aid  in  the  development  of  new 
programs. 

Funding  became  available  in 
June,  1988,  through  the  State  De- 
partment of  Human  Resources  Di- 
vision of  Rehabilitation  Services  to 
promote  and  develop  standardized 
head  and  spinal  cord  injury  preven- 
tion programs  throughout  the  State. 
Working  with  Debbie  Tillman,  R.N., 
the  new  Director  of  the  Georgia 
Head  and  Spinal  Cord  Injury  Pre- 
vention Program  (GHSCIPP),  the 
Savannah  group  will  continue  to 
support  the  State  Program  by  serv- 
ing as  a resource,  role  model,  and 
training  ground  for  new  programs. 

From  its  early  beginnings,  the  Sa- 
vannah group  recognized  the  need 
for  a strong  educational  compo- 
nent to  the  overall  Program.  Classes 
covered  anatomy,  consequences  of 
injury,  prevention  measures,  and 
life-style  changes  after  injury.  Ini- 


tially this  was  done  in  small  class- 
room settings  but  this  has  been 
changed  to  general  assemblies. 

As  now  presented,  these  pro- 
grams last  between  45  and  60 
minutes,  depending  on  the  time  al- 
lotted by  the  individual  school.  A 
team  approach  is  used  in  the  pres- 
entation. After  a brief  introduction 
to  the  purpose  of  the  Program,  a 
film  “In  Harms  Way”  is  shown.  A 
nurse  then  briefly  covers  the  topic 
of  brain  and  spinal  cord  anatomy 
and  the  consequences  of  injury. 
Other  health  professionals  such  as 
EMTs  and  physical/occupational 
therapists  discuss  the  sequence 
from  injury  through  rehabilitation. 
The  last  and  longest  component  of 
the  program  is  devoted  to  discus- 
sion by  a spinal  cord  injured  vol- 
unteer of  the  changes  which  occur 
in  one’s  life  after  injury.  A question 
and  answer  period  then  follows. 
Student  participation  is  enthusias- 
tic and  creates  an  atmosphere  of 
concern  for  their  own  safety  and 
well  being. 

With  the  high  level  of  student  in- 
terest and  commitment  from  hos- 
pitals, community  and  health  care 
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providers,  the  SHSCIPP  continues 
to  set  short  and  long  term  goals.  In 
1989,  the  goals  include:  develop- 
ment of  an  obstacle  course  for  use 
in  the  high  school  program,  admin- 
istration of  pre  and  post-testing  to 
evaluate  program  effectiveness,  ex- 
pansion to  surrounding  counties, 
and  continued  support  for  the  de- 
velopment of  a Statewide  program. 
Long-term  goals  include:  the  ac- 
quisition of  funds  to  expand  the  ex- 
isting program  and  the  develop- 
ment of  research  tools  to  document 
the  effectiveness  of  the  Program. 

As  an  outcome  of  past  goals,  over 


As  an  outcome  of 
past  goals,  over  3,000 
students  have  been 
exposed  to  the 
Savannah  Head  and 
Spinal  Cord  Injury 
Prevention  Program. 


3,000  students  have  been  exposed 
to  the  SHSCIPP.  These  encouraging 
numbers  have  contributed  to  the 
continued  dedication  and  support 
of  the  hospitals,  nurses,  neurosur- 
geons, EMTs,  physical/occupa- 
tional therapists,  and  the  commu- 
nity as  a whole. 

The  future  of  the  Savannah  Head 
and  Spinal  Cord  Prevention  Pro- 
gram is  encouraging.  Continued 
support,  new  challenges,  goals,  and 
expectations  are  readily  accepted. 
Limited  finances  and  a wealth  of 
dedication  only  seem  to  encourage 
this  group  to  push  ahead. 


No  Longer  a Gray  Area 

Twenty  years  ago,  a gray  area  of  uncertainty  clouded  the 
stroke  survivor’s  future.  But  today  the  path  to  stroke 
recovery  is  brighter  than  ever. 

For  many  stroke  victims,  early,  comprehensive  rehabilita- 
tion is  making  the  difference  between  self-sufficiency  and  a 
life  of  dependence.  In  fact,  the  National  Stroke  Associa- 
tion recommends  a physical  rehabilitation  hospital  as  the 
“preferred  next  step  for  most  stroke  survivors”  following 
the  general  hospital  stay. 

And  now,  with  the  opening  of  Walton  Rehabilitation 
Hospital  in  Augusta,  Georgia,  the  next  step  is  more  ac- 
cessible than  ever  before.  Our  multidisciplinary  team  will 
help  return  your  patient  to  an  independent  lifestyle. 

Whether  for  stroke,  head  injury,  chronic  pain  or  another 
disabling  illness  or  injury,  call  Walton  Rehabilitation 
Hospital  at  404/823-8519. 

1355  Independence  Drive  • Augusta,  Georgia  30901-1037  • 404/724-7746 


Wmton 

Rehabilitation 

Hospital 


Sponsored  by  St.  Joseph  Center  for  Life  Inc. 
and  University  Health  Services  Inc. 
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Participation  in  Preventbn;  The 
Georgia  Head  and  Spinal  Cord 
Injury  Prevention  FTogram 

Debbie  Clough  Tillman,  R.N.,  Fremont  P.  Wirth,  M.D. 


GEORGIA 


Head  and  Spinal  Cord 

INJURY  PREVENTION  PROGRAM 


INJURY  PREVENTION  should  be  the 
goal  of  all  members  of  society. 
Prevention  fosters  the  elimination 
of  disease/illness,  trauma,  and 
carelessness  through  continual  ed- 
ucation of  the  society  in  which  we 
live.  Every  member  of  the  health 
care  team,  physicians,  nurses,  ad- 
ministrators, and  EMTs,  to  name  a 
few,  have  a leadership  role  to  play 
in  the  prevention  of  injuries,  espe- 
cially the  devastating  ones  to  the 
nervous  system.  Public  education 
is  fundamental  to  this  process.  The 
lay  person  frequently  does  not  un- 
derstand that  central  nervous  sys- 
tem damage  is  permanent.  Reports 
of  the  reattachment  of  a dismem- 
bered limb  and  its  functional  use 
may  mislead  people  to  believe  that 


regrowth  of  nerves  will  also  occur 
in  the  brain  and  spinal  cord  follow- 
ing injury.  This  belief  may  foster  risk 
taking  in  young  people  who  as- 
sume that  modern  medical  tech- 
nology will  be  able  to  restore  nor- 
mal function  after  injury. 

National  statistics  for  head  and 
spinal  cord  injury  in  the  United 
States  have  been  reported  else- 
where in  this  issue  of  the  Journal. 
Annually  in  Georgia,  approximately 
200  persons  will  sustain  a severe 
spinal  cord  injury.’  This  will  result 


Ms.  Tillman  is  Director,  GHSCIPP,  do  St.  Joseph’s 
Hospital,  11705  Mercy  Blvd.,  Savannah,  GA  31420; 
Dr.  Wirth  is  with  the  Neurological  Institute  of  Sa- 
vannah. Send  reprint  requests  to  Ms.  Tillman. 


in  an  estimated  90-day  acute  hos- 
pital stay  and  3 months  of  rehabil- 
itation. These  costs  may  be  ex- 
pected to  average  $150,000/injury.2 
The  life  expectancy  of  those  injured 
at  age  20  will  decrease  from  75  to 
50  years.' 

In  Georgia,  approximately  10,000 
persons  will  sustain  a head  injury 
this  year.  Of  these,  1,600  will  die, 
and  1 ,400  will  require  lifelong  care. 
The  estimated  lifetime  costs  for  a 
person  who  sustains  a severe  head 
injury  is  1.3  million  dollars.^  Leav- 
ing aside  humanitarian  considera- 
tions, the  economic  impact  of  these 
figures  is  staggering.  The  people 
and  institutions  of  Georgia,  be  they 
public  or  private,  cannot  afford 
these  costs. 

Cost,  however,  accounts  for  a 
fraction  of  the  burden  those  injured 
experience.  Once  productive  indi- 
viduals, usually  male  (although  fe- 
male injuries  are  on  the  rise)  be- 
tween the  ages  of  15-35,  find 
themselves  forced  into  a life  not 
previously  imagined.  A freedom 
centered  world  changes  to  one  in- 
volving social  workers,  nurses, 
doctors,  therapists,  and  other  mem- 
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bers  of  the  rehabilitation  team.  The 
emotional  trauma  of  nervous  sys- 
tem injury  is  difficult  to  imagine  and 
challenging  to  correct.  Frequently, 
the  individual  injured  and  his  or  her 
family  require  psychological  coun- 
selling to  cope  with  the  physical, 
sexual,  financial,  and  emotional 
consequences  of  the  injury. 


The  Georgia  HSCIPP 
is  an  opportunity  to 
develop  a truly 
effective  prevention 
program  for  an 
expensive  and 
frequently  incurable 
disease  affecting  our 
youth.  The  support  of 
the  medical  profession 
is  essential. 


It  is  heartbreaking  to  tell  a parent 
or  a spouse  that  their  loved  one  will 
be  paralyzed  or  mentally  different 
for  the  rest  of  their  life!  Often,  little 
can  be  done  to  eliminate  this  an- 
guish. Trauma  prevention  holds 
more  promise  than  imperfect  ther- 
apy. 

Development 

In  1974  and  1977,  two  separate 
head  and  spinal  cord  injury  preven- 
tion programs  were  developed  by 
Dr.  Clark  Watts  of  Missouri  and  Dr. 
E.  Fletcher  Eyster  of  Florida.  In  1986, 
with  the  support  of  the  Congress  of 
Neurological  Surgeons  and  The 
American  Association  of  Neurolog- 
ical Surgeons,  these  two  groups 
combined  their  efforts  to  form  the 
National  Head  and  Spinal  Cord  In- 
jury Prevention  Program.  The  focus 
of  this  program  has  been  and  con- 
tinues to  be  education  for  the  pre- 
vention of  injury.  Details  of  the  de- 
velopment of  this  effort  are  outlined 
in  this  issue. 


A program  along  these  lines  was 
started  in  Savannah  in  1985. 
This  program,  the  development  of 
which  is  detailed  elsewhere  in  this 
issue,  was  a cooperative  effort  of 
the  three  local  hospitals  and  mem- 
bers of  the  health  care  professions, 
including  physicians,  nurses,  EMTs, 
occupational  and  physical  thera- 
pists, administrators,  and  public  re- 
lations personnel.  While  this  pro- 
gram was  effective  and  expanded 
its  efforts  locally,  it  became  appar- 
ent that  many  more  programs  would 
be  needed  throughout  the  state  if  a 
significant  percentage  of  Georgia’s 
young  people  were  to  be  contacted. 
Presentation  of  the  Savannah  Pro- 
gram to  the  Georgia  Neurosurgical 
Society  in  1987  heightened  the  in- 
terest of  neurosurgeons  across  the 
state,  but  seed  money  to  initiate 
programs  in  new  communities  was 
lacking.  With  the  endorsement  of 
the  Georgia  Neurosurgical  Society, 
sources  for  funding  through  various 
agencies  were  sought.  The  Division 
of  Rehabilitation  Services  of  the 
State  of  Georgia,  under  the  direc- 
tion of  Thomas  R.  Gaines,  funded 
the  development  of  a statewide  pre- 
vention program  in  1988. 


In  June  of  1988,  the  Georgia  De- 
partment of  Human  Resources, 
Division  of  Rehabilitation  Services, 
awarded  a 2-year  $120,000.00  grant 
for  the  development  of  a Georgia 
Head  and  Spinal  Cord  Injury  Pre- 
vention Program  (GHSCIPP)  with 
Fremont  P.  Wirth,  M.D.,  as  Medical 
Director  and  Debbie  Tillman,  R.N., 
as  the  State  Director.  This  is  an  ex- 
citing opportunity,  but  the  work  to- 
ward an  effective  state  program  has 
only  just  begun. 

The  Georgia  HSCIPP  has  been 
developed  to  follow  the  guidelines 
of  the  National  HSCIPP.  Other  State 
programs  taking  this  approach  in- 
clude Missouri,  Florida,  Arkansas, 
Oregon,  Texas,  Illinois,  Kansas,  and 
Iowa.  The  four  basic  components 
of  the  National  program  are:  1)  Basic 
Education,  2)  Reinforcement,  3) 
General  Public  Education  and  4) 
Legislation. 

The  Georgia  HSCIPP  goals  over 
the  next  2 years  will  focus  on  the 
following: 


1 . Contacting  and  obtaining  com- 
mitment for  local  program  de- 
velopment from  medical  insti- 
tutions, neurosurgeons,  and 
other  physicians  throughout  the 
state. 

2.  Compiling  and  maintaining  a 
registry  of  institutions  with  pro- 
grams throughout  the  state. 

3.  Developing  a mechanism  of 
updating  coordinators  and  in- 
structors via  a semi-annual 
newsletter. 

4.  Conducting  training  work- 
shops for  coordinators. 

5.  Monitoring  the  affects  of  the 
program  on  the  students  by 
testing  (pre  and  post). 

6.  Campaigning  for  additional  fi- 
nancial support. 

7.  Conducting  prevention  pro- 
grams throughout  the  state 
reaching  over  5000  students  of 
high  school  age  initially. 

8.  Increasing  public  awareness  of 
all  citizens  through  public  ed- 
ucation on  radio,  television, 
billboards,  etc. 

9.  Increasing  awareness  of  the  so- 
cial and  economic  conse- 
quences of  head  and  spinal 
cord  injury  among  all  health 
care  professionals  and  eliciting 
their  support  and  participation 
in  this  prevention  effort. 

10.  Serving  as  a resource  for  in- 
formation relating  to  head  and 
spinal  cord  injury  for  govern- 
ment agencies,  legislators  and 
other  citizen  groups  in  the  State 
of  Georgia. 

1 1 . Encouraging  expanded  govern- 
ment support  for  head  and 
spinal  cord  injury  prevention 
programs  in  Georgia. 


The  Savannah  program  has  in- 
corporated the  four  basic  com- 
ponents of  the  National  Program 
since  1985  and  has  been  supported 
by  St.  Joseph’s  Hospital  throughout 
its  existence.  The  GHSCIPP  is  head-  | 
quartered  at  St.  Joseph’s  Hospital 
in  Savannah  and  uses  the  existing 
program  as  a model  for  other  in- 
stitutions throughout  the  eight  dis- 
tricts in  Georgia.  The  program  has 
been  established  to  collaborate  with 
health  professionals  and  medical 
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institutions  throughout  Georgia  to 
begin  satellite  programs  in  each  of 
the  eight  districts.  It  is  planned  to 
develop  as  many  satellite  programs 
as  possible  under  the  supervision 
of  the  State  Director  in  order  to  pro- 
vide a standardized  program.  Each 
district  coordinator  will  be  formally 
taught  methods  of  instruction  and 
given  guidelines  for  presentation  of 
the  program  following  the  national 
HSCIPP  syllabus.  In  addition, 
guidelines  for  speakers,  educa- 
tional materials,  and  financial/mar- 
keting ideas  are  discussed.  Follow- 
up correspondence  and  visits  are 
made  after  the  initial  training  ses- 
sion to  ensure  compliance  and 
standardization  of  the  program. 
Further  visits  and  correspondence 
will  be  available  upon  request. 

Neurosurgeons  and  many  insti- 
tutions throughout  Georgia  have 
been  notified  of  the  GHSCIPP  and 
the  training  program.  Interest  and 
enthusiasm  to  begin  programs 
throughout  the  eight  districts  is  on 
the  rise.  At  the  present  time,  seven 
institutions  have  agreed  to  act  as 
satellites  for  their  districts.  These 
include  Athens,  Augusta,  Gordon 


The  GHSCIPP  is 
headquartered  at  St. 
Joseph’s  Hospital  in 
Savannah  and  uses  the 
existing  program  as  a 
model  for  other 
institutions  throughout 
the  eight  districts  in 
Georgia. 


County,  Rome,  Savannah,  Thom- 
asville,  and  Valdosta.  Although  in- 
terest is  growing,  so  are  hospital 
costs.  It  is  understandable  that  not 
all  institutions  have  the  financial 
freedom  to  support  the  GHSCIPP. 
With  this  knowledge,  the  GHSCIPP 
will  assist  committed  institutions 
with  audiovisual  materials,  pro- 
motional activities,  and  instruction 
for  the  development  and  expansion 
of  the  satellite  program.  In  addition 
to  recruiting  new  institutions,  ex- 
isting programs  have  instructed  over 
700  students  in  the  last  6 months. 
The  development  of  a pre  and  a 


post-test  has  facilitated  the  evalu- 
ation of  program  effectiveness. 

The  Georgia  HSCIPP  is  an  op- 
portunity to  develop  a truly  ef- 
fective prevention  program  for  an 
expensive  and  frequently  incurable 
disease  affecting  our  youth.  The 
support  of  the  medical  profession 
is  as  essential  to  its  success  as  the 
program  is  deserving  of  such  sup- 
port. On  February  24,  1989,  the 
GHSCIPP  held  the  first  free  work- 
shop at  St.  Joseph’s  Hospital  in  Sa- 
vannah. Other  workshops  are 
planned.  Anyone  interested  in  ad- 
ditional information  about  the  pro- 
gram or  workshops  should  contact 
Debbie  Tillman,  R.N.,  Director  of 
the  GHSCIPP  at  912-927-5162  or  1- 
800-543-2482. 

Your  input  is  welcome! 

Bibliography 

1.  National  Spinal  Cord  Injury  Statistical  Center, 
University  of  Alabama  at  Birmingham,  1717  Sixth 
Ave.,  South,  Birmingham,  AL  35233  (supported  in 
part  by  Grant  #000835128). 

2.  Shepherd  Spinal  Center,  The  Georgia  Re- 
gional Spinal  Cord  Injury  Center,  2020  Peachtree 
Rd..  NW,  Atlanta,  GA  30309. 

3.  Georgia  Head  Injury  Association,  P.O.  Box 
95217,  Atlanta,  GA  30347. 


P R E M 

E R 

CARD 

HOWTO.  . . 

Increase  Your  Cash  Flow  25-40% 

Eliminate  Internal  / Billing  / Colleaing  Costs 
Receive  100%  of  Colleaions 
Substantially  Increase  Profits 

ALL  OF  THE  ABOVE  FOR42C**  per  BILL!! 

PROVEN  CREDIT  / CASH  FLOW  / 
ACCOUNTS  RECEIVABLE  MANAGEMENT 

Join  a System  with  a 97%  Collection  History! 

CALL  TODAY,  FREE  SURVEY  & ESTIMATE  OF  SAVINGS 
CARL  USRY  (404)  396-3317  - ATLANTA 

^ M.  D.  C 

l"^*  1849  Peeler  Road,  Suite  B 

Atlanta,  Georgia  30338 


**42C  average  includes  25  C postage  per  bill 


GEORGIA 


Head  and  Spinal  Cord 

INJURY  PREVENTION  PROGRAM 


We  are  privileged  to  be  an 
active  part  of  this  vitally 
important  work. 


Saint  Joseph’s  Hospital,  Inc. 


Savannah,  Georgia 


The  National  Ffead  and  ^inal 
Cord  Injury  Prevention  Program 


E.  Fletcher  Eyster,  M.D.,  Clark  Watts, 


Introduction 

Traumatic  injury  has  become  a 
major  health  care  cost  in  our 
country,  both  in  terms  of  the  human 
losses  of  death  and  disability  and 
in  financial  cost.’  Annually,  over 
100,000  people  suffer  head  injuries 
severe  enough  to  cause  lifelong 
physical  and  mental  problems.  Two- 
thirds  of  these  are  under  age  30.^ 
Injuries  are  the  most  common  cause 
of  death  and  permanent  disability 
in  the  age  group  1-35,  with  a sig- 
nificant concentration  of  these  in- 
juries in  the  15  to  25  age  group. 

It  is  estimated  that  40%  of  the 
health  care  dollars  are  consumed 
by  direct  and  indirect  medical  cost 
of  injury,  amounting  to  over  100  bil- 
lion dollars  per  year;  a major  por- 
tion of  these  injuries  occur  to  the 
head  and  spinal  cord.^  Permanent 
disability  as  a result  of  these  inju- 
ries far  outweighs,  in  social  impact, 
injuries  to  other  systems. 

Society  cannot  afford  the  contin- 
ued loss  of  young  lives  and  the  ex- 
tremely high  cost  of  medical  treat- 
ment of  head  and  spinal  cord 
injuries  nor  the  cost  of  supporting 


In  1974  and  1977, 
two  different  head  and 
spinal  cord  injury 
prevention  programs 
were  organized  and  in 
1986,  these  two  groups 
combined  their  efforts 
to  form  the  National 
Head  and  Spinal  Cord 
Injury  Prevention 
Program. 


those  who  are  permanently  dis- 
abled from  head  and  spinal  cord 
injuries.  Efforts  to  prevent  this  trag- 
edy are  justified  on  moral  and  eth- 
ical grounds  as  well  as  for  eco- 
nomic considerations.  As  neuro- 
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surgeons,  we  are  called  upon  to 
treat  these  individuals,  and  we  be- 
come fmstrated  by  how  little  we  can 
do  to  improve  the  neurologic  defi- 
cit. Therefore,  it  seems  logical  that 
we  take  an  active  role  in  trying  to 
prevent  these  same  injuries.  The 
National  Head  and  Spinal  Cord  In- 
jury Prevention  Program  is  an  at- 
tempt on  the  part  of  the  Congress 
of  Neurological  Surgeons  (CNS)  and 
the  American  Association  of  Neu- 
rological Surgeons  (AANS)  to  fulfill 
this  role. 

Injury  in  America 

Injury  in  America, ' a report  of  the 
National  Academy  of  Sciences, 
concluded  in  1985  that  injuries  are 
the  greatest  health  hazard  in  Amer- 
ica today  and  labeled  it  an  “epi- 
demic.” The  report  noted  that  the 
problem  seems  to  be  worsening 
with  time  and  is  complicated  by 
failure  of  society  to  seriously  grap- 
ple with  the  problem.  Of  all  monies 
allocated  for  basic  and  clinical  re- 
search in  the  biomedical  arena,  only 
2%  of  the  funds  are  allocated  to 
injury  research.  One  can  conjecture 
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The  meeting  in  Dallas  in  1985  of 
the  Washington  Committee  fo- 
cused primarily  upon  presentations 
by  two  neurosurgeons,  the  authors 
of  this  paper.  They  presented  their 
experience  with  educational  pre- 
vention programs  that  they  had  uti- 
lized at  their  institutions  for  a num- 
ber of  years.  After  the  presentations 
and  discussion  by  the  attendees, 
the  president  of  the  neurosurgi- 
cal groups  unanimously  recom- 
mended that  national  neurosurgery 
accept  the  challenge  of  developing 
and  promoting  a program  of  edu- 
cation regarding  the  natures  of  head 
and  spinal  cord  injuries,  their  im- 
pacts upon  society,  and  their  pre- 
vention. The  AANS  and  CNS  ac- 
cepted the  responsibility  jointly  for 
this  effort.  E.  Fletcher  Eyster,  M.D., 
from  Florida,  and  Clark  Watts,  M.D., 
from  Missouri,  were  directed  to  de- 
velop a program  incorporating  the 
best  aspects  of  the  experience  from 
the  Florida  and  the  Missouri  pro- 
grams that  could  be  nationally  pro- 
moted. This  program  basically  con- 
tains four  components.  The  primary 
component  is  an  education  of  young 
people,  utilizing  the  public  school 
system  regarding  head  and  spinal 
cord  injuries.  Two  additional  com- 
ponents would  merge  a re-enforce- 
ment of  this  basic  educational  ef- 
fort for  young  people  into  an 
educational  effort  for  the  general 
public.  The  final  component  would 
contain  a strategy  for  attempting  to 
alter  public  policy  toward  trauma 


that  this  may  be  one  of  the  reasons 
why  so  few  advances  have  been 
made  in  the  last  20  years  in  our 
ability  to  successfully  treat  and  re- 
verse the  devastations  produced  by 
neurologic  injuries. 

The  Injury  in  America  report  was 
the  subject  of  a meeting  held  by  the 
Washington  Committee  of  the  AANS 
and  CNS  in  Dallas  in  the  summer 
of  1985.  It  was  acknowledged  at  that 
meeting  that  trauma  to  the  head  and 
spinal  cord  is  a signficant  problem 
which  neurosurgeons  are  forced  to 
deal  with  every  day,  and  it  was  also 
acknowledged  that,  while  advances 
in  methods  of  initial  treatment  have 


Figure  2 — Boy  Scout  placing  warning  sign  at  a beach. 


Figure  1 — Feet  First  First  Time  Logo. 


Injury  in  America,  a 
report  of  the  National 
Academy  of  Sciences, 
concluded  in  1985  that 
injuries  are  the  greatest 
health  hazard  in 
America  today  and 
labeled  it  an 
“epidemic.” 


significantly  improved  mortality,  the 
ability  of  neurosurgeons  to  favora- 
bly impact  upon  long-term  disabil- 
ities is  extremely  poor.  It  was  also 
acknowledged  that  there  is  nothing 
on  the  scientific  horizon  suggesting 
that  this  state  of  affairs  will  be  im- 
proved upon  in  this  century.  Con- 
sequently, the  Washington  Com- 
mittee of  the  AANS  and  the  CNS 
recommended  that  national  neu- 
rosurgery undertake  a nationwide 
program  of  prevention. 
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in  general,  and,  specifically,  trauma 
to  the  nervous  system,  through  po- 
litical and  legislative  means. 

Historical  Perspective 

The  Florida  Program 
In  1974,  the  Florida  legislature 
passed  a law  mandating  the  crea- 
tion of  a central  registry  for  spinal 
cord  injuries.  In  1976,  the  legisla- 
ture followed  up  with  the  Ombuds- 
man Nursing  Bill  mandating  the 
creation  of  a statewide  plan  for  the 
care  of  spinal  cord  injuries.  This 
plan  created  a Spinal  Cord  Injury 
Advisory  Council  to  Health  and  Re- 
habilitative Services.  This  Advisory 
Council  had  the  duty  to  develop  the 
actual  working  plan  for  the  state 
which  included  acute  care,  reha- 
bilitation, and  congregate  living  fa- 
cilities. Several  of  us  worked  with 
the  Advisory  Council  in  1975  and 
1976  to  develop  this  plan.  As  a re- 
sult of  the  plan,  10  acute  care  cen- 
ters were  established  throughout  the 
state.  We  felt  very  early  that  these 
centers  should  have  preventive  ef- 
forts as  an  important  part  of  their 
mission.  As  a designated  acute  care 
center,  we  developed  a prevention 
program  in  Northwest  Florida  that 
was  later  adopted  by  the  State  Ad- 
visory Council  and  duplicated 
throughout  the  other  eight  districts 
in  the  state.  The  initial  program  was 
basically  an  education  program  to 
heighten  the  students’  awareness  of 
spinal  cord  injury  prevention  on  an 
annual  basis  with  classroom  pres- 
entation: posters  and  brochures  and 
follow-up  reinforcement  efforts. 

The  school  program  consisted 
of  an  initial  talk  defining  the 
causes  of  spinal  cord  injury.  A film 
entitled  “Consequences”  was  then 
shown.  This  was  followed  by  a short 
first  aid  demonstration  by  par- 
amedics and  then  a personal  ac- 
count of  a spinal  cord  injury  from 
an  injured  person.  The  education 
program  lasted  50  minutes  and  was 
given  to  10th  grade  students  in  a 
classroom  setting.  In  the  first  5 years 
of  implementation,  it  was  esti- 
mated that  over  60,000  students  re- 
ceived the  educational  course. 

The  other  major  component  of 
the  inital  Florida  prevention  pro- 


gram was  a public  awareness  cam- 
paign highlighting  the  cause  of 
spinal  cord  injury.  Since  1981,  this 
campaign  has  highlighted  the  “Feet 
First  First  Time”  program  in  an  ef- 
fort to  reduce  the  most  preventable 
cause  of  spinal  cord  injury,  which 
is  diving  (Figure  1).  This  message 
encourages  individuals  to  enter  the 
water  feet  first  and  check  the  depth 
before  diving.  Many  of  the  diving 
accidents  occur  in  lakes,  ponds, 
and  rivers  where  tides  and  water 
depth  constantly  change.  The  “Feet 
First  First  Time”  campaign  was  car- 
ried out  throughout  the  State  of 
Florida  with  the  help  of  other  cen- 
ters. The  logo  began  to  appear  on 
sun  visors,  bumper  stickers,  but- 
tons, balloons,  tote  bags,  etc.  and 
was  delivered  statewide  through 
public  service  announcements,  tel- 
evision interviews,  newspapers, 
magazine  articles,  health  fairs,  bill- 
boards, transit  advertising,  and  civic 
group  presentations.  Signs  were 
made  by  the  Rotary  Club  and  were 
placed  by  the  Boy  Scouts  on  all  haz- 
ardous swimming  areas  throughout 
Northwest  Florida,  as  well  as  in 
other  districts  in  Florida  (Figure  2). 

In  1983,  we  were  asked  to  exhibit 
at  the  annual  meeting  of  the  Con- 
gress of  Neurological  Surgeons  in 
New  York.  As  a result  of  that  exhibit 
and  discussions  with  the  Executive 
Committee  of  the  Congress,  we  re- 
ceived endorsement  of  the  “Feet 
First  First  Time”  program  from  the 
A/vNS  and  CNS.  A brochure  was  de- 
veloped so  that  others  might  rep- 
licate the  program.  Over  750  bro- 
chures were  requested  from 
neurosurgeons  throughout  the 
country  and  20  different  “Feet  First 
First  Time”  programs  were  started 
in  other  communities  with  varying 
degrees  of  success. 

We  have  continued  to  carry  on 
our  annual  educational  program  in 
the  schools.  Our  prevention  pro- 
gram has  been  adopted  by  the  State 
Advisory  Council  and  has  been  du- 
plicated in  other  districts  within  the 
state.  Governor  Bob  Graham  de- 
clared April  as  Spinal  Cord  Injury 
Awareness  Month.  We  have  used 
the  wheelchair  obstacle  course  de- 
signed by  the  Missouri  group  to  gain 
legislative  attention.  We  are  work- 
ing with  the  State  Department  of 


In  1986,  U.S. 
Surgeon  General 
Dr.  C.  Everett  Koop, 
with  national  media 
coverage,  announced 
his  support  and 
encouragement  for  the 
National  Head  and 
Spinal  Cord  Injury 
Prevention  Program 
and  made  his  first 
significant  public 
announcement 
concerning  the  public 
health  problem  of 
injury  in  the  United 
States. 


Transportation  and  Department  of 
Education  to  make  the  school  pro- 
gram mandatory  in  all  schools 
throughout  the  state.  We  are  help- 
ing other  groups  support  legislation 
to  enforce  automobile  restraint  sys- 
tems and  toughen  drunk  driving 
laws  and  are  involved  in  other  ac- 
tivities to  reduce  the  incidence  of 
injuries  to  the  head  and  spinal  cord. 

Along  with  the  success  of  the 
“Feet  First  First  Time”  program  in 
Florida,  all  the  designated  centers, 
including  ours,  are  continuing  to 
target  the  leading  cause  of  spinal 
cord  injury  which  is  motor  vehicle 
accidents.  We  also  supported  leg- 
islation, passed  in  1987,  creating  a 
registry  and  care  plans  for  head  in- 
juries. An  advisory  council  for  head 
injuries  is  patterned  after  the  Spinal 
Cord  Injury  Advisory  Council,  and 
acute  care  centers  for  head  injury 
are  now  being  designated  in  the 
state.  Since  the  inception  of  the  na- 
tional program  in  1986,  we  have  in- 
cluded head  injury  prevention  as 
part  of  the  Spinal  Cord  Injury  Pre- 
vention Program  and  have  enlisted 
the  aid  of  the  State  Head  Injury 
Foundation  as  well  as  others  for  the 
dissemination  of  this  Program. 
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One  of  the  major 
accomplishments  of  the 
Program  to  date  has 
been  the  production  of 
the  film  ‘‘Harm^s 
Way,”  which  depicts 
the  youth  risk-taking 
behavior  that  led  to 
head  and  spinal  cord 
injury  and  the 
consequences  of  those 
injuries. 


The  Missouri  Program 
In  1977,  the  University  of  Mis- 
souri School  of  Medicine  received 
federal  funding  for  the  develop- 
ment of  a Research  and  Demon- 
stration Project  for  the  rehabilita- 
tion of  spinal  cord  injuries.  The  co- 
directors of  that  Program  were 
Charles  Peterson,  M.D.,  Chairman 
of  the  Department  of  Physical  Med- 
icine, and  Clark  Watts,  M.D.,  Chief 
of  the  Division  of  Neurosurgery.  Re- 
search under  the  auspices  of  this 
project  revealed  that  the  incidence 
of  spinal  cord  injury  in  central  Mis- 
souri closely  paralleled  that  seen 
nationally,  with  young  people  over 
represented.  Stimulated  by  these 
data,  the  etiology  of  the  injuries  was 
analyzed.  The  results  led  the  inves- 
tigators to  conclude  that  risk-taking 
behavior  amenable  to  alteration  by 
education  was  the  major  cause  for 
these  injuries.  An  educational  pro- 
gram was  designed  and  imple- 
mented in  a few  of  the  public  school 
systems  in  the  central  Missouri  area 
in  1980.  The  following  year  it  was 
expanded  to  more  school  systems 
when  preliminary  data  suggested 
that  the  program  significantly  im- 
proved the  knowledge  of  young 
people  regarding  the  origin  and 
consequences  of  spinal  cord  inju- 
ries and  altered  their  attitudes  to- 
ward risk-taking  behavior.^ 

When  federal  funding  for  the 
Demonstration  Project  expired  in 
1982,  the  offices  for  this  educa- 
tional effort  were  moved  from  the 


Department  of  Physical  Medicine 
and  Rehabilitation  into  the  Division 
of  Neurosurgery.  Shortly  thereafter, 
because  the  literature  revealed  the 
etiologies  for  head  injuries  were  the 
same  as  for  spinal  cord  injuries,  in- 
formation regarding  head  injuries^ 
was  incorporated  into  the  Program. 
The  program  was  restructured  and 
formally  introduced  as  the  Missouri 
Head  and  Spinal  Cord  Injury  Pre- 
vention Program. 


The  Missouri  Program  has  re- 
mained the  same  since  that 
time.  It  is  composed  of  four  com- 
ponents. The  first  is  a basic  edu- 
cation program  taken  to  junior  high 
school  students  through  the  public 
and  private  school  systems.  It  is 
presented  in  assembly  (Figure  3), 
with  audiences  as  large  as  2400  stu- 
dents. In  a series  of  segments,  basic 
information  about  the  anatomy  of 
the  brain  and  spinal  cord  and  the 
pathophysiology  of  injury  are  pre- 
sented. The  consequences  of  head 
and  spinal  cord  injury  are  pre- 
sented through  the  use  of  a film  and 
also  by  testimony  of  a young  indi- 
vidual who  has  survived  a head  or 
spinal  cord  injury.  Paramedics 
present  basic  information  on  safe 
bystander  behavior  should  students 
witness  accidents  and,  finally,  se- 
lect students  are  presented  an  op- 
portunity to  negotiate  an  obstacle 
course  in  a wheelchair  in  order  to 
reinforce  sensitivities  regarding 
disabilities.  The  faculty  for  this  pro- 
gram consists  of  young,  charis- 
matic, articulate  people  with  and 


without  disabilities  from  injury  who 
can  successfully  capture  and  main- 
tain attention  of  the  students 
throughout  the  program  which  lasts 
approximately  1 hour.  While  this 
program  began  slowly.  Table  1 il- 
lustrates the  rapid  growth  of  the 
program  throughout  the  state  in 
terms  of  schools  visited  and  the 
number  of  students  exposed  per 
year.  By  comparing  our  budget  with 
the  number  of  students  exposed. 


we  estimate  that  the  program  costs 
about  $2.50  per  student  per  year  to 
deliver. 

We  provide  school  officials  and 
community  leaders  with  ideas  for 
reinforcement  of  the  experience  for 
the  young  people  once  the  program 
is  completed.  As  a result,  a number 
of  safety  clubs  have  been  estab- 
lished in  schools  throughout  the 
state  of  Missouri.  Another  compo- 
nent is  public  education  accom- 
plished through  the  use  of  public 
service  announcements  for  televi- 
sion and  poster  information  incor- 
porated in  some  of  the  state  and 
national  parks  throughout  the  state. 

An  outgrowth  of  the  program  has 
been  an  extensively  ex- 
panded participation  in  the  state 
political  process  to  affect  policy 
change  through  legislation  and 
agency  decisions.  The  office  of  the 
Division  of  Neurosurgery  at  the  Uni- 
versity of  Missouri  School  of  Med- 
icine has  increasingly  been  asked 
to  serve  as  a clearinghouse  for  in- 
formation about  head  and  spinal 


TABLE  1 — Missouri  Head  and  Spinal  Cord  Injury  Prevention 
Program,  1980  to  Spring  1988 

Number  of 

Number  of 

Year 

Students 

Schools 

1980 

3,285 

5 

1981 

2,244 

7 

1982 

7,724 

12 

1983 

8,022 

11 

1984 

16,325 

38 

1985 

22,572 

56 

1986 

21,390 

59 

1987 

17,869 

39 

1988  (Spring) 

10,107 

32 

TOTAL 

109,538 

259 
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Figure  3 — The  Missouri  Program  is  presented  in  assembly. 


cord  injuries  for  a number  of  agen- 
cies in  the  state,  including  the  De- 
partment of  Health,  for  legislators 
grappling  with  such  issues  as  at- 
tempts to  repeal  the  seat  belt  and 
helmet  laws  and  for  a committee 
whose  responsibility  it  is  to  advise 
the  Governor  of  Missouri  on  head 
and  spinal  cord  injury,  the  Missouri 
Head  Injury  Advisory  Council. 

In  keeping  with  the  call  of  the 
Injury  in  America  report  to  study  the 
efficacy  of  prevention  programs,  we 
have  in  place  a number  of  projects 
designed  to  evaluate  this  effort.  Be- 
cause of  lack  of  funding  we  have 
not,  at  this  writing,  been  able  to 
undertake  an  extensive  efficacy 
study  of  incidence  of  injury  and  out- 
come. Rather,  we  have  progressed 
more  deliberately  in  an  attempt  to 
determine  whether  the  program  af- 
fects attitude  and  behavior.  Follow- 
up studies  to  the  original  work  in 
1981  confirm  that  knowledge  and 
attitudes  are  improved. 

One  important  unpublished  study 
we  have  recently  completed  indi- 
cates that  several  years  after  ex- 
posure, risk-taking  attitudes  of  445 
students  were  favorably  modified 
compared  to  a similar  group  of  379 
students  not  exposed  to  the  pro- 
gram. Through  use  of  question- 
naires and  interviews  it  was  signif- 
icant that  students  in  the  exposed 
group  reported  more  frequent  use 
of  seat  belts,  a stronger  belief  that 
seat  belts  were  important  to  their 
safety,  a lower  likelihood  of  riding 
in  automobiles  with  friends  who  had 
been  drinking,  greater  awareness  of 
the  age  group  most  likely  to  be  in- 
jured, an  increased  knowledge  that 
individuals  can  prevent  spinal  cord 
injury,  and  fewer  accidents.  Some 
of  the  projects  which  have  grown 
out  of  this  effort  include  an  exam- 
ination of  the  recidivism  rate  of 
young  traffic  offenders  with  the  co- 
operation of  a local  Circuit  Court 
Judge  and  the  Department  of  High- 
way Safety,  an  analysis  of  public 
attitudes  toward  seat  belt  and  hel- 
met use,  and  the  impact  law  en- 
forcement officials  have  upon  the 
public  as  educators  of  highway 
safety  issues,  the  latter  three  efforts 
in  collaboration  with  the  School  of 
Journalism  at  the  University  of  Mis- 
souri. 


The  National  Program 

Development 

Following  the  charge  from  the 
leadership  of  the  AANS  and  CNS, 
the  co-directors  of  the  national  pro- 
gram, Drs.  E.  Fletcher  Eyster  and 
Clark  Watts,  held  a series  of  meet- 
ings in  the  spring  of  1 986  to  develop 
a National  Head  and  Spinal  Cord 
Injury  Prevention  Program.  Its 
agenda,  based  on  an  initial  3 years 
of  commitment  of  support  by  AANS 
and  CNS,  was  divided  into  two  av- 
enues of  development.  Implemen- 
tation of  the  Program  followed  the 
development  of  material  which  per- 
mitted interested  and  committed 
neurosurgeons  throughout  the 
country  to  begin  public  education 
programs  within  the  various  states, 
consisting  of  a youth  oriented  pro- 
gram, a reinforcement  and  public 
education  program,  and  a program 
to  influence  governmental  policy.  It 
was  recognized,  however,  that  be- 
cause of  the  magnitude  of  the  prob- 
lem, neurosurgeons  alone  would 
not  be  able  to  make  a substantial 
impact  upon  public  awareness,  and 
an  expansion  effort  was  developed 
to  permit  involvement  of  groups  of 
both  lay  and  professional  people 
outside  of  neurosurgery  to  influ- 
ence public  policy. 

Educational  and  promotional 
material  was  developed  to  begin 
implementation.  A syllabus  was 
written  which  served  as  the  text- 


book to  be  used  by  the  two  groups 
to  train  individuals  who  visited  the 
two  programs.  The  syllabus  in- 
cluded instructions  on  how  to  con- 
duct the  school  program,  ideas  for 
reinforcement  and  public  educa- 
tion projects,  ways  to  interact  with 
legislatures  and  governmental 
agencies,  and  advice  on  funding. 
Initial  training  of  the  interested 
groups  began  in  the  late  spring  and 
summer  of  1986.  In  the  fall  of  1986 
during  the  annual  meeting  of  the 
Congress  of  Neurological  Sur- 
geons, the  Surgeon  General  of  the 
United  States,  Dr.  C.  Everett  Koop, 
appeared  in  New  Orleans  and  with 
national  media  coverage  an- 
nounced his  support  and  encour- 
agement for  the  National  Head  and 
Spinal  Cord  Injury  Prevention  Pro- 
gram and  used  the  opportunity  to 
make  his  first  significant  public  an- 
nouncement concerning  the  public 
health  problem  of  injury  in  the 
United  States. 

Coincident  with  the  implemen- 
tation program,  the  expan- 
sion effort  was  also  immediately  put 
into  place.  A number  of  projects 
with  other  organizations  and  groups 
have  been  undertaken,  too  many  to 
be  addressed  in  detail  in  this  paper. 
However,  some  examples  will  be 
described,  illustratively,  to  indicate 
the  wide  nature  of  this  aspect  of  the 
program. 
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The  National  Park  Service  ex- 
pressed a concern  over  the  mount- 
ing injuries  related  to  land  and  water 
traffic  in  its  jurisdiction  and  re- 
quested input  from  the  National 
Program.  Youth-oriented  public  ed- 
ucation demonstration  programs 
were  subsequently  presented  in 
districts  of  the  National  Park  Serv- 
ice covering  the  Ozark  National 
Scenic  Riverway  and  the  Lake  Mead 
area  in  Nevada.  Both  the  National 
Head  Injury  Foundation  and  the  Na- 
tional Spinal  Cord  Injury  Associa- 
tion have  requested  and  received 
advice  concerning  public  educa- 
tion. The  National  Head  and  Spinal 
Cord  Injury  Prevention  Program 
helped  sponsor,  with  the  American 
Medical  Association,  a conference 
on  unintentional  injuries  of  adoles- 
cents in  Chicago  in  the  fall  of  1987. 
The  AANS  and  CNS,  co-sponsors  of 
the  National  Head  and  Spinal  Cord 
Injury  Prevention  Program,  have 
joined  with  the  American  Academy 
of  Pediatrics  and  50  other  organi- 
zations to  increase  the  awareness 
of  the  public  and  public  officials  of 
injuries  to  children  14  and  under,  a 
program  also  endorsed  by  Dr.  Koop, 
“Safe  Kids.” 

The  Co-Directors  of  the  Program 
have  worked  very  closely  with  the 
Washington  Committee  to  help  af- 
fect funding  for  the  development  of 
a trauma  registry  by  the  Centers  for 
Disease  Control  and  also  for  the 
passage  of  emergency  medical 
service  and  other  trauma-related 
legislation  in  Congress. 

One  of  the  major  accomplish- 
ments of  the  Program  to  date  has 
been  the  production  of  the  film 
“Harm’s  Way”  by  film  maker  Barry 
Corbet.  This  18-minute  film  de- 
picts, through  a series  of  interviews 
of  young  people  who  have  survived 
head  and  spinal  cord  injuries  and 
who  were,  for  the  most  part,  former 
patients  at  the  University  of  Mis- 
souri-Columbia  Health  Sciences 
Center,  the  youth  risk-taking  behav- 
ior that  led  to  injury,  and  the  con- 
sequences of  those  injuries.  The 
film  has  won  a number  of  national 
awards,  including:  Blue  Ribbon 
Winner  in  the  1988  American  Film 
and  Video  Festival,  Gold  Circle 
Award  from  the  American  Society 
of  Association  Executives,  First 
Place  Golden  Camera  Award  from 


the  U.S.  Industrial  Film  Festival,  and 
the  Golden  Eagle  Award  of  the 
Council  on  International  Non-The- 
atrical Events.  It  has  been  widely 
distributed  throughout  the  United 
States  and  Canada.  A shorter  ver- 
sion of  the  film,  entitled  “Reflec- 
tions,” has  been  produced  for  use 
within  the  neurosurgical  commu- 
nity as  an  option  to  “Harm’s  Way,” 
depending  on  local  needs. 

Our  most  recent  major  step  is  the 
naming,  in  the  spring  of  1988,  of  a 
national  coordinator,  Louise  Miller, 
who  will  help  coordinate,  from  the 
office  of  the  AANS  in  Chicago,  what 
undoubtedly  will  be  continued 
growth  in  the  Program.  To  provide 
an  expanded  base  of  advice  and 
direction  for  the  national  coordi- 
nator, the  leadership  of  the  AANS 
and  CNS  created,  in  the  fall  of  1988, 
an  Advisory  Council  consisting  of 
the  two  co-directors  and  a repre- 
sentative from  each  governing  board 
of  the  two  major  neurosurgical  so- 
cieties. 

The  National  Head  and  Spinal 
Cord  Injury  Prevention  Program  has 
been  well  established,  with  a num- 
ber of  mature  local  programs  across 
the  country.  As  of  this  writing,  there 
are  115  groups  that  have  visited 
either  Missouri  or  Florida  for  train- 
ing, and  there  are  97  programs  that 
are  actively  conducting  prevention 
projects  in  47  states  as  well  as  the 
District  of  Columbia  and  Canada. 
Some  have  expressed  satisfaction 
in  their  efforts  and  believe  and  hope 
they  are  being  effective."*  Neuwelt 
has  data  that  indicate  the  program 
in  Oregon  improved  knowledge  and 
altered  attitudes  regarding  head  and 
spinal  cord  injuries  and  their  rela- 
tionship to  risk  taking.^ 

The  Future 

Without  a doubt,  implementation 
will  continue  to  increase  the  num- 
ber of  programs  directed  by  neu- 
rosurgeons in  this  country  aimed  at 
public  education,  especially  the  ed- 
ucation of  young  people  in  the  pub- 
lic schools.  The  Joint  Council  of 
State  Neurosurgical  Societies,  dur- 
ing the  April,  1988,  Annual  Meeting 
of  the  American  Association  of 
Neurological  Surgeons,  took  initial 
steps  to  become  more  formally  in- 
volved in  the  coordination  of  var- 
ious state  activities.  This  will  allow 


the  development  of  a statewide  co- 
alition. It  would  also  permit  the  de- 
velopment of  larger  numbers  of  pri- 
mary training  sites  distributed 
uniformly  through  the  United  States 
to  increase  the  implementation  ef- 
fort. Annually,  workshops  are  being 
held  at  the  American  Association  of 
Neurological  Surgeons  meeting  so 
that  groups  may  share  their  expe- 
rience with  involvement  of  imple- 
mentation of  these  programs. 
Through  the  Joint  Council  and  the 
national  coordinator,  more  exten- 
sive exchange  of  ideas  will  occur. 
This  will  help  develop  a uniform 
policy  position  among  the  states  re- 
garding injury  control  and  also  pro- 
vide an  expanded  pool  of  insight 
into  innovative  funding  sources, 
which,  to  date,  have  generated  al- 
most two  million  dollars  in  support 
of  the  local  efforts. 

In  the  expansion  effort,  neuro- 
surgeons, together  with  their  phy- 
sician colleagues,  must  continue  to 
provide  leadership  in  the  analysis 
of  current  public  policy  and  rec- 
ommendations for  change  in  that 
policy.  For  example,  very  little  fund- 
ing is  currently  available  for  re- 
search in  injury,  whether  it  be  pre- 
vention, management,  or  rehabili- 
tation. A major  goal  of  this  program 
should  be  to  effect  a manifold  in- 
crease in  NIH  and  other  funding  for 
injury  research. 

The  National  Head  and  Spinal 
Cord  Injury  Prevention  Program 
provides  the  medical  community 
with  a means  to  educate  the  public 
at  large  on  the  importance  of  the 
social  and  economic  conse- 
quences of  neurological  injuries.  At 
the  same  time,  it  provides  a pro- 
gram which  encourages  a safer  life- 
style in  our  own  communities,  es- 
pecially among  those  at  greatest  risk 
— young  people. 
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The  AMA 

Hopsital  Medical  Staff  Section 
Thirteenth  Assembly 
June  15-19, 1989 
Chicago  Marriott  Hotel 
Chicago,  Illinois 


Meeting  includes  educational  program  on  the 
Health  Care  Quality  Improvement  Act  and  the 
National  Practitioner  Data  Bank. 

For  Information  Contact: 

Department  of  Hospital  Medical  Staff  Services 

American  Medical  Association 

535  North  Dearborn  Street 

Chicago,  Illinois  606l0 

Phone  (312)  645-4754  or  645-4761 


THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor; 


BUILDING  922,  NORTH  END 
FORT  GILLEM 

FOREST  PARK,  GA  30050-5000 
(404)  362-3374 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDKINE.  BE  AUVDU  CAN  BE. 
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Georgia  Regbnal  Trauma  Center; 
A ThreeAhar  Review 
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M.D.,  Roy  P.  Baker,  M.D.,  Cliff  L.  Cannon,  M.D.,  Kathleen  M.  Corse,  C.C.R.N. 


Introduction 

Traumatic  injury  continues  to  be 
the  number  one  cause  of  death 
in  persons  under  the  age  of  45  in 
the  United  States.  Head  injury  is  a 
major  contributor  to  mortality  due 
to  trauma.  Estimates  of  the  inci- 
dence of  head  injury  range  from  152/ 
100,000  to  295/1 00, 000.’-^  Mortality 
from  head  injury  has  been  report- 
ed to  range  between  7.5%  and 
17o/q13,5  Neurosurgical  capability 
and  availability  are  essential  com- 
ponents to  any  organized  system  of 
trauma  care  delivery.  Because  of  the 
limited  capabilities  of  some  hos- 
pitals to  deliver  neurosurgical  care, 
particularly  in  a rural  area,  neuro- 
surgery is  one  of  the  major  ele- 
ments a trauma  center  offers  to  its 
regional  system  of  care. 

This  3-year  retrospective  review 
of  patients  with  head  injury  admit- 
ted to  our  Regional  Trauma  Center 
was  undertaken  to  identify  the  ep- 
idemiological factors  associated 
with  head  injury  in  our  patient  pop- 
ulation and  to  evaluate  the  impact 
of  head  injury  on  a trauma  center 
within  a rural  system  of  trauma  care. 


This  review  was 
undertaken  to  identify 
the  epidemiologic 
factors  associated  with 
head  injury  in  our 
patient  population  and 
to  evaluate  the  impact 
of  head  injury  on  a 
rural  system  of  trauma 
care. 


As  a part  of  this  evaluation,  mor- 
tality from  head  injury  at  our  trauma 
center  was  reviewed. 

Methods 

Trauma  registry  data  for  consec- 
utive admissions  was  reviewed  for 
the  3-year  time  period  of  July  1985 
through  July  1988.  Only  those  pa- 
tients with  a Head  Abbreviated  In- 


Send  reprint  requests  to  Dr.  Carl  Boyd,  Director, 
Trauma  Service,  Memorial  Medical  Center,  Inc., 
4750  Waters  Ave.,  Ste.  213,  Savannah,  GA  31404. 


jury  Score  (HAIS)  of  2 or  greater 
were  included  in  this  review.®  Data 
points  evaluated  included  sex,  age, 
mode  of  injury,  mechanism  of  in- 
jury, Glascow  Coma  Score  (CCS), 
Abbreviated  Injury  Score  (AIS),  In- 
jury Severity  Score  (ISS),  Trauma 
Score  (TS),  calculated  probability 
of  survival  (Ps),  origin  of  admis- 
sion, type  of  prehospital  transport, 
need  for  operative  intervention,  as- 
sociated extracranial  injury  (ECl), 
service  of  admission,  intensive  care 
utilization,  and  length  of  stay.®®  " 
Mortality  rates  based  on  HAIS  and 
CCS  were  calculated  and  compared 
to  recent  data  from  the  trauma  lit- 
erature. Table  1 describes  the  cal- 
culation of  the  head  section  of  the 
Abbreviated  Injury  Score. 

Patients  were  excluded  only  if 
they  were  pronounced  dead  on  ar- 
rival to  the  emergency  department 
and  no  resuscitative  attempt  was 
made. 

Patient  groups  were  defined  as 
follows:  Group  A was  all  patients 
in  the  study;  Group  B was  only  those 
patients  with  severe  head  injury 
(HAIS  >3)  and  no  major  extracra- 
nial injury  (ECl  AIS  of  <2);  and 
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Group  C was  those  patients  with 
any  level  of  head  injury  and  no  ECl. 


Results 

During  the  time  period  of  the  re- 
view, 3310  patients  were  admitted 
for  trauma.  Of  those,  852  (26%)  met 
the  inclusion  criteria  for  head  in- 
jury. There  were  599  mates  (70%) 
and  253  females  (30%).  The  aver- 
age age  was  28,  and  25%  of  alt 
patients  were  14  years  of  age  or 


TABLE  2 — Mechanism  of  Iinjury 

Number 

Percent 

A.  Blunt 

Motor  Vehicle 

341 

41.0 

Accident 

Fall 

179 

21.5 

Pedestrian 

104 

12.5 

Assault 

59 

7.0 

Motorcycle 

44 

5.3 

TotaJ 

727 

87.3 

B.  Penetrating 

Gunshot  Wound 

48 

5.8 

Stab  Wound 

2 

0.2 

Total 

50 

6.0 

C.  Other 

56 

6.7 

Total 

833 

100.0 

younger.  Eighty-seven  percent  had 
suffered  blunt  trauma,  while  6% 
were  admitted  for  gunshot  wound 
or  stabbing.  The  breakdown  of  head 
injury  admissions  by  mechanism  of 
injury  is  shown  in  Table  2.  Indica- 


tors of  overall  injury  severity  in- 
clude an  average  TS  of  12,  mean 
ISS  of  22,  mean  Ps  of  .743.  A total 
of  492  patients  (58%)  required  ad- 
mission to  an  intensive  care  unit. 
The  average  length  of  stay  in  the 
hospital  was  17  days  and,  on  the 
average,  5 days  were  spent  in  an 
intensive  care  unit. 

Evaluation  of  point  of  origin  of 
admission  revealed  that  48%  of  ad- 
missions were  for  patients  injured 
in  our  local  area  (Chatham  County). 
There  were  516  (52%)  patients 


TABLE  3 — Frequency  of 
Glasgow  Coma  Scores 

GCS 

Number 

Percent 

3 

90 

11.7 

4 

30 

3.9 

5 

10 

1.3 

6 

36 

4.7 

7 

35 

4.6 

8 

22 

2.9 

9 

17 

2.2 

10 

14 

1.8 

11 

18 

2.3 

12 

15 

2.0 

13 

31 

4.0 

14 

51 

6.6 

15 

400 

52.0 

Total 

769* 

100.0 

* Of  852  patients,  769  had 

a recorded  GCS. 

transferred  to  the  trauma  center 
from  outlying  counties.  A total  of 
319  were  transferred  from  within  the 
24  counties  that  make  up  Region  IX 
EMS  in  southeastern  Georgia,  and 
113  were  transferred  from  outside 


Region  IX,  with  81  of  these  transfers 
occurring  from  southernmost  South 
Carolina.  Sixty-three  percent  were 
transferred  by  ambulance  EMS,  22% 
were  brought  by  our  hospital  based 
helicopter  EMS  (Lifestar),  and  14% 
of  patients  were  brought  to  the 
emergency  department  by  a pri- 
vately owned  vehicle.  During  the 
time  period  of  the  study,  463  (55%) 
patients  were  admitted  to  Neuro- 
surgery, 213  (25%)  were  admitted 
to  the  Trauma  Service,  and  113 
(13%)  were  admitted  to  Orthope- 


dics, Plastic  Surgery  or  another  sur- 
gical service. 

A total  of  409  patients  (48%)  re- 
quired operative  intervention:  137 
had  neurosurgical  intervention 
(16%),  232  (27%)  had  operative  in- 
tervention other  than  neurosurgi- 
cal, while  39  patients  required  com- 
bined procedures. 

A description  of  the  frequency  of 
GCS  on  admission  is  presented  in 
Table  3.  The  average  GCS  for  the 
total  group  (Group  A)  was  10.  Thirty- 
eight  percent  of  all  admissions  had 
minor  or  moderate  injury  (HAIS  <2) 
and  62%  of  all  admissions  had  ma- 
jor head  injury  (HAIS  3-6).  A total 
of  791  patients  had  some  associ- 
ated injury,  with  extremity  injury 
being  the  most  common  (34%),  fol- 
lowed by  chest  injury  (24%),  facial 
injury  (23%),  and  abdominal  injury 
(10%).  There  were  292  patients 
(34%)  with  severe  head  injury'  de- 
fined by  a HAIS  of  3 or  greater  and 
no  ECl  other  than  minor  (EC!  AIS 
of  2 or  <)  (Group  B). 

One  hundred  and  twenty-one  pa- 
tients died,  for  an  overall  mortally 


TABLE  1 

— Head  Abbreviated  Injury  Score  — Baker  et  al,  1985  Revision 

1 

Minor 

2 

Moderate 

3 

Severe,  Not  Life 
Threatening 

4 

Severe,  Life 
Threatening 

5 

Critical,  Survival 
Uncertain 

6 

Maximum  Injury 

Headache/ 

Dizziness 

Amnesia 
Lethargy 
LOC  <1  hr 
Vault  Fx 

LOC  1-6  hr 
LOC  <1  hr  with 
deficit 

Basilar  Skull  fx 

Comminuted/ 

compound/ 

depressed  vault  fx 

Cerebral  contusion 

Subarachnoid 

hemorrhage 

LOC  1-6  hr  with 
deficit 

LOC  6-24  hr 
Fx  skull  >2cm 
Tom  dura 
Tissue  loss 
Intracramial 
hematoma  ^lOOcc 

LOC  with 
inappropriate 
movement 
LOC  >24  hr 
Brain  stem  injury 
Intracranial 
hematoma  >100cc 

Brain  stem  crush/ 
lac 

Crush  fx 
Decapitation 
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rate  of  14%.  In  the  pediatric  age 
group,  the  overall  mortality  was 
8.8%  (Table  4).  For  the  292  patients 
in  Group  B,  there  were  48  deaths, 
giving  an  overall  mortality  rate  of 
16.4%.  For  the  359  patients  in  Group 
C,  there  were  44  deaths,  for  a mor- 


TABLE 4 — Pediatric  Head 
Injuries* 

Pediatric  Patients  With: 

Number 

Head  Injury 

216 

Isolated  Head  Injury 

140 

Severe  Head  Injuryt 

81 

Total  Deaths 

19 

Percent  Mortality 

8.79 

* < 14  yeturs  of  age 
t HAIS  £3 

tality  rate  of  12.2%.  A breakdown 
of  mortality  for  patients  groups 
based  on  admission  GCS  is  listed 
in  Table  5. 

Mortality  based  on  Head  AIS  for 
the  different  patient  groups  is  shown 
in  Table  6. 


Discussion 

The  impact  of  head  injury  on  the 
trauma  center  is  readily  apparent 
since  26%  of  all  trauma  admissions 
in  the  past  3 years  had  head  injury 
as  a component  of  their  injuries 
sustained.  A total  of  58%  of  all  pa- 
tients required  ICU  admission  and 
utilized  some  825  ICU  patient  days 
per  year,  which  makes  a great  im- 
pact on  ICU  resources.  The  total 
number  of  hospital  days  utilized  was 
4828  per  year.  One  hundred  and 
thirty-seven  (16%)  of  these  patients 
required  operative  neurosurgical 
intervention,  of  course  impacting 
significantly  on  operating  room  re- 
sources which  is  often  manifest 
outside  of  normal  work  hours. 

The  large  percentage  (52%)  of  all 
head  injury  admissions  originating 
outside  our  local  area  has  clear  im- 
plications on  the  impact  of  head 
injury  as  a part  of  a regional  system 
of  trauma  care.  For  all  trauma  ad- 
missions in  1988,  40%  originated 
outside  our  local  area,  and  this 
number  includes  the  head  injured. 


These  observations  have  obvious 
implications  for  the  planning  and 
maintenance  of  a regional  system 
of  trauma  care.  Therefore,  head  in- 
jury is  a major  reason  for  transfer 
to  a regional  trauma  center.  Since 
we  operate  in  a rural  system,  it  is 
not  surprising  that  approximately 
one  out  of  four  reach  the  trauma 
center  via  helicopter  transport. 

Evaluation  of  outcome  for  neu- 
rosurgical patients  should  include 
some  objective  measure  of  func- 
tional ability  post  discharge.  This 
review  does  not  include  such  a 


measure,  as  our  primary  purpose 
v/as  to  review  the  ultimate  outcome 
of  mortality.  Currently,  our  rehabil- 
itation medicine  program  is  evalu- 
ating the  functional  outcome  of  pa- 
tients admitted  for  trauma. 

The  overall  mortality  in  this  se- 
ries compares  very  favorably  with 
previously  published  reports.  Over- 
all mortality  rates,  however,  can  be 
misleading.  Because  most  previous 


studies  do  not  define  strict  inclu- 
sion criteria  or  account  for  the  con- 
founding variable  of  level  of  head 
injury  severity  based  on  objective 
standards,  direct  comparison  of 
mortality  rates  is  limited  at  best. 

When  our  mortality  rates  are 
compared  to  the  study  by  Rozycki 
et  aF  using  GCS  groups,  our  mor- 
tality rates  were  very  similar  within 
the  groupings  and  suggest  that  out- 
come in  our  patient  population 
equals  contemporary  survival 
curves  based  on  GCS.  Interestingly, 
comparison  of  mortality  between 


Group  A (all  patients)  and  Group  B 
(severe  head  injury  with  minor  ex- 
tracranial injury)  showed  no  ob- 
vious differences.  This  implies  that 
mortality  from  head  injury  is  pre- 
dicted by  GCS  and  the  head  injury 
component,  and  is  relatively  insen- 
sitive to  level  of  extracranial  injury. 

When  we  compared  mortality  for 
head  injury  based  on  anatomical 
severity  as  indicated  by  HAIS  group- 


TABLE  5 — Mortality  Based  on  Glasgow  Coma  Scale 


GCS 

All  Patients  (Group  A) 

Severe  Head  Injury* 
(Group  B) 

Number 

Mortality  % 

Number 

Mortality  % 

3 

90 

74.4 

38 

81.6 

4-5 

40 

45.0 

20 

40.0 

6-8 

93 

18.3 

31 

19.4 

9-12 

64 

6.2 

26 

0.0 

13-15 

482 

1.9 

154 

1.9 

Total 

769t 

14.9 

269 

17.8 

* HAIS  ^3  and  extracranial  AIS  £2 
t Of  852  patients,  769  had  a recorded  GCS 


TABLE  6 — Mortality  Based  on  Head  Abbreviated  Injury  Scale 


Severe  Head  Injuries* 
With  Non-Severe  Other 


HAIS 

All  Head  Injuries 
( Group  A) 

N = 843 

Body  Injury 
(Group  B) 
N = 292 

Pure  Head 
(Group  C) 
N = 359 

Number 

% Mortality 

Number 

% Mortality 

Number 

% Mortality 

2 

318 

0.0 

— - 



151 

0.0 

3 

196 

5.1 

112 

0.9 

75 

0.0 

4 

134 

3.7 

87 

2.3 

60 

3.4 

5 

165 

42.4 

72 

34.7 

52 

40.4 

6 

30 

100.0 

21 

100.0 

21 

100.0 

* HAIS  S:3  with  extracranial  AIS  £2 
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The  large  percentage 
(52%)  of  all  head 
injury  admissions 
originating  outside  our 
local  area  has  clear 
implications  on  the 
impact  of  head  injury 
as  a part  of  a regional 
system  of  trauma  care. 


ings,  the  comparison  also  sug- 
gested the  mortality  rate  was  af- 
fected by  the  level  of  head  injury 
and  relatively  unaffected  by  the 
presence  of  extracranial  injury.  This 
finding  is  similar  to  those  of  Gen- 
narelli  et  aP°  who  reported  on  data 
from  the  Major  Trauma  Outcome 
Study  on  16,524  patients  with  head 
injury.  In  that  study,  an  ECl  AIS  of 


4-6  did  influence  survival  in  the  head 
injured.  We  did  not  separate  our 
data  in  this  manner,  and  therefore 
cannot  compare  the  effect  of  severe 
extracranial  injury  on  head  injury  in 
our  population  to  that  study. 

Summary 

The  impact  of  head  injury  on  our 
trauma  center  is  significant  be- 
cause of  the  large  number  of  cases 
with  their  heavy  utilization  of  trauma 
center  resources.  Head  injury  also 
exerts  a major  influence  on  the 
Trauma  Center  in  a rural  area  since 
it  serves  as  a major  provider  of  care 
for  the  head  injured  over  a wide 
geographical  area.  Mortality  rates 
seen  in  this  population  compare  fa- 
vorably with  contemporary  data 
from  other  studies  using  GCS  and 
Head  AIS  as  indicators  of  level  of 
injury. 
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Project  PETRO  is  a voluntary  program 
developed  by  the  Georgia  Department  of 
Natural  Resources  to  promote  used  oil  collec- 
tion, recycling  and  reuse.  Citizens  are  asked  to 
participate  in  the  program  by  collecting  used  oil 


Protect  the 
Environment 
Through 
Recycling 

Oil 

and  delivering  ittocollection  points foreventual 
recycling  and  reuse.  Through  recycling  and  reuse 
of  waste  oil,  Georgians  can  reduce  the  amount 
of  used  oil  released  into  the  environment.  For 
the  location  of  the  nearest  collection  point  call; 


1-800-33-GA-EPD 

Support  Project  PETRO  by  Recycling  Used  Oil 

Georgia  Department  of  Natural  Resources 
Suite  1152  • EastTower  • 205  Butler  Street,  S.E. 
Atlanta,  GA  30334 
(404)  656-2833 
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IVL^  Responds  Id  Medicare 
Morass  in  Georgia 

Joseph  P.  Bailey,  Jr.,  M.D. 


The  continuing  problems  as- 
sociated with  the  Medicare 
reimbursement  morass  in  Georgia 
recently  drew  representatives  of  the 
Medical  Association  of  Georgia  to 
Washington,  D.C.,  to  meet  with  gov- 
ernment and  Medicare  carrier  rep- 
resentatives. On  April  19,  1989,  MAG 
President  Joseph  P.  Bailey,  M.D., 
MAG  Executive  Director  Paul 
Shanor,  and  MAG  Director  of  Med- 
ical Practice  Cam  Taylor  met  with 
the  six  members  of  the  Georgia 
Congressional  Delegation,  includ- 
ing U.S.  Representatives  J.  Roy 
Rowland,  Buddy  Darden,  Ben  Jones, 
Doug  Bernard,  Lindsay  Thomas, 
and  Charles  Hatcher,  as  well  as  staff 
representatives  of  those  congress- 
men not  present.  Others  attending 
included  Louis  Hayes,  Acting  Ad- 
ministrator, and  Barbara  Gagle,  Di- 
rector, Program  Operations,  Health 
Care  Financing  Administration 
(HCFA),  Washington,  D.C.;  George 
Holland,  Regional  Administrator, 
and  Richard  L.  Warren,  Associate 
Regional  Administrator,  Region  IV, 
HCFA  Atlanta;  Robert  Champagne, 


The  status  quo  of  the 
Georgia  Medicare 
system  is,  in  the 
judgment  of  MAG,  no 
longer  tenable. 


Director,  Part  B,  Medicare  Opera- 
tions, AEtna,  Hartford,  CT.  Susan  A. 
Stallings,  Georgia  Medicare  Pro- 
gram, Savannah;  Robert  J.  Becker, 
M.D.,  Chairman,  and  Alan  Kom, 
M.D.,  Medical  Director,  Healthcare 
COMPARE  Corporation,  Chicago,  Dr. 
Bailey  made  a lengthy  statement  at 
that  meeting.  The  following  article 
constitutes  most  of  his  remarks.  (For 
the  complete  statement,  contact 
Cam  Taylor,  404-876-7535  or  800- 
282-0224.) 


This  article  represents  the  majority  of  a statement 
by  Dr.  Bailey,  the  1988-89  President  of  MAG,  made 
to  the  Georgia  Congressional  Delegation  as  well 
as  to  other  government  and  Medicare  carrier  rep- 
resentatives in  Washington,  D.C.,  on  April  19, 1989. 


entlemen, 

At  your  request,  the  Medi- 
cal Association  of  Georgia  has  as- 
sessed information  on  Medicare 
payments  and  related  administra- 
tive services  provided  to  physicians 
and  their  patients  by  the  Aetna  Life 
Insurance  Company  and  the 
Healthcare  Compare  Corporation 
following  the  transfer  of  Medicare 
carriers  from  The  Prudential  Com- 
pany in  November-December,  1988. 
This  report  provides  a summary  of 
the  reasons  why  MAG  feels  the 
present  reimbursement  program  is 
not  operating  satisfactorily  and  is, 
in  fact,  posing  a potentially  serious 
barrier  to  the  provision  of  needed 
medical  services  to  Medicare  pa- 
tients in  Georgia  and  to  the  reim- 
bursement for  those  services  to 
physicians  and  their  patients. 

Background 

In  June,  1988,  the  Health  Care 
Financing  Administration  (HCFA) 
contracted  with  the  Aetna  Life  In- 
surance Company  and  its  subcon- 
tractor, the  Healthcare  Compare 
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This  report  provides  a 
summary  of  the 
reasons  why  MAG 
feels  the  present 
reimbursement 
program  is  not 
operating  satisfactorily 
and  iS)  in  fact,  posing  a 
potentially  serious 
barrier  to  the  provision 
of  needed  medical 
services  to  Medicare 
patients  in  Georgia  and 
to  the  reimbursement 
for  those  services  to 
physicians  and  their 
patients. 


Corporation,  to  administer  the  Med- 
icare program  in  Georgia  beginning 
on  January  1,  1989.  As  a condition 
of  this  contract,  HCFA  required  that 
Aetna  contract  with  a private  utili- 
zation review  company  to  carry  out 
its  medical  utilization  and  “neces- 
sity” reviews.  Georgia’s  program 
was  later  identified  as  being  a part 
of  a special  nationwide  research 
project  being  conducted  with  sev- 
eral other  control  states  — Equicor 
of  North  Carolina,  Aetna  of  Arizona, 
Indiana  Blue  Shield,  and  Louisiana 
by  Arkansas  Blue  Shield  to  evaluate 
the  effectiveness  of  independent 
utilization  review  company  reviews 
versus  those  done  by  the  carrier. 
Georgia’s  so  called  “flexible”  car- 
rier would  be  given  additional  lat- 
itude and  funding  to  develop  their 
utilization  review  component  in 
whatever  creative  way  they  desired 
— with  no  constraints  added.  If  de- 
sired, they  also  would  be  given  the 
opportunity  to  drop  the  13  man- 
datory review  screens  currently  re- 
quired by  HCFA.  This,  in  turn,  would 
be  compared  to  the  “flexible”  car- 
rier and  “control”  states  to  see  if 
improvements  would  occur  in  uti- 
lization management  and  cost  con- 
trol. 


Prior  to  this  time,  the  Prudential 
Insurance  Company  of  America  had 
been  the  Medicare  Part  B carrier 
since  1966,  2 years  following  the 
Medicare’s  program  inception  in 
1964.  The  change  in  carriers  re- 
portedly had  occurred  as  a result 
of  a recent  decline  in  carrier  per- 
formance evaluation  reports  made 
by  HCFA  and  because  of  Pruden- 
tial’s belief  that  the  program  was 
inadequately  funded.  No  evaluation 
was  asked  from  the  physicians  or 
patients  in  the  program,  and  the 
change  was  presumably  related  to 
a lack  of  “good  results”  from  the 
carrier.  Although  increasing  federal 
legislative  constraints  had  added  to 
the  program’s  complexity,  its  over- 
all operation  appeared  to  be  gen- 
erally satisfactory  to  the  majority  of 
Georgia  physicians. 

During  the  June  to  January  pre- 
start-up period,  a number  of  tactical 
planning  sessions  were  held  by  the 
carriers  and  the  HCFA  Region  IV 
office.  MAG  met  with  Aetna  officials 
on  at  least  two  occasions  and  were 
also  assisted  by  Aetna  and 
Healthcare  Compare  in  a series  of 
Medicare  Law  Workshops  con- 
ducted for  physicians  by  MAG.  From 
January  to  the  present,  MAG  has  met 
with  both  Aetna  and  Healthcare 
Compare  officials  on  several  oc- 
casions to  attempt  correction  of 
multiple  difficulties  being  encoun- 
tered. In  spite  of  these  efforts,  the 
Medicare  carrier  conversion  in 
Georgia  began  its  “Day  One”  with 
an  incredible  number  of  difficulties 
and  continues  as  of  this  date  to  have 
major  flaws  in  its  operation.  The 
status  quo  of  the  Georgia  Medicare 
system  is,  in  the  judgment  of  MAG, 
no  longer  tenable.  Major  elements 
of  these  problems  are  outlined  be- 
low: 

Inordinate  delays  in  the  pay- 
ment of  patient  claims  and  inac- 
curacies in  payment  amounts  to 
physiciems  and  their  patients. 

Aetna’s  backlog  of  pending 
claims  rose  from  580,000  claims 
pending  in  January,  1989,  to  over 
800,000  claims  by  the  end  of  Feb- 
ruary. As  of  March  28,  the  pending 
claims  were  again  reduced  to  only 
about  583,000  — the  normal 
amount  being  about  300,000  claims. 


Many  physicians  continue  to  report 
delays  in  claims  payments  origi- 
nating from  those  submitted  in  No- 
vember and  December,  1988,  and 
in  amounts  up  to  60-80%  of  ac- 
counts receivable.  For  payments 
that  are  received,  high  error  rates 
and  payment  inconsistencies  are 
rampant. 

Significemt  errors  in  the  general 
processing  of  patient  claims. 

The  administrative  processing  of 
Medicare  claims,  both  in  electronic 
media  claims  and  paper  claims  have 
been  fraught,  systemwide,  with  a 
multiplicity  of  procedural  and  pol- 
icy errors.  Physicians  and  patients 
report  repeated  instances  of  mis- 
coding, downcoding,  erroneous 
and/or  incomplete  service  entries, 
inaccurate  data  transfers,  and  a 
blight  of  physician  identification, 
and  patient  identification  errors.  A 
clear  understanding  of  the  exact 
reason  and  nature  of  these  persist- 
ent problems  has  not  been  forth- 
coming. 

In  terms  of  the  Electronic  claims 
system,  it  has  virtually  drawn  to  a 
standstill  because  of  its  failure  to 
accurately  balance  remittance 
tapes.  Aetna  also  does  not  confirm 
that  the  claim  has  been  received, 
causing  many  omissions  to  go 
unnoticed. 

The  absence  of  adequate  auid 
timely  instructional  communica- 
tions on  New  Medicare  laws  and 
regulations,  conversion  problems, 
and  policy  chemges. 

Atena  letters  of  communication 
have  been  extremely  sparce  and 
when  sent  were  usually  late  and 
contained  inaccurate  information 
on  key  events.  For  example,  the  1989 
Medicare  Participation  Letter  and 
Maximum  Allowable  Actual  Charge 
(MAAC)  data  arrived  in  many  phy- 
sicians offices  in  Georgia  in  late  De- 
cember and  early  January  for  a De- 
cember 31,  decision  deadline. 
Numerous  physicians  also  failed  to 
receive  their  MAAC  levels  with  the 
letter.  If  the  information  was  re- 
ceived, it  was  often  inaccurate  and 
resulted  in  physicians  not  knowing 
what  they  would  be  allowed  to 
charge  for  their  patients  in  1989. 

Aetna  newsletters  dated  for  Feb- 
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ruary  were  actually  received  in 
March.  Erroneous  January  1 start  up 
dates  were  given  for  new  important 
federal  provisions  covering  Radiol- 
ogy and  Anesthesiology  fee  sched- 
ules, which  were  actually  delayed 
until  April  1.  Further,  physicians 
were  sent  policy  statements  in  April 
for  utilization  screens  that  actually 
began  on  January  1.  During  this 
conversion  period,  neither  HCFA, 
nor  Aetna  offered  physicians  an  up- 
date of  developments  or  possible 
solutions  for  the  litany  of  com- 
plaints made. 

The  absence  of  an  effective  tele- 
phone and  general  communication 
response  mechanism. 

Aetna  has  an  automated  inquiry 
system  (INFOBOT)  that  responds  to 
status  inquiries  and,  through  a se- 
lection process,  connects  incom- 
ing callers  with  an  operator.  The 
excessive  payment  delays  and  sub- 
sequent errors  in  processing  has 
generated  extremely  high  numbers 
of  telephone  calls  and  inquiries. 
Aetna  provides  a toll-free  800  num- 
ber for  beneficiaries  and  partici- 
pating physicians,  while  on  the 
other  hand,  requires  non-partici- 
pating physicians  to  use  commer- 
cial lines.  Physicians  and  patients 
continue  to  report  consistent  de- 
lays of  more  than  15  to  45  minutes 
for  responses.  They  also  report  that 
Aetna  operators  routinely  do  not 
know  answers  to  the  questions 
posed  and  follow-up  calls  are  rarely 
received. 

Responses  to  correspondence  is 
even  worse.  There  is  a 30-45  day 
delay  at  this  time.  Physicians  report 
that  they  either  receive  no  response 
or  the  response  is  often  unclear  or 
inappropriate.  Aetna’s  delay  in  re- 
viewing correspondence  has  also 
resulted  in  unnecessary  denial  of 
some  claims  since  they  must  occur 
within  a 45  day  period. 

The  introduction  of  a new  set  of 
Utilization  Review/Medical  Ne- 
cessity policies  which  are  arbi- 
trary and  capricious  and  are  in 
conflict  with  accepted  patterns  of 
medical  treatment. 

The  involvement  of  a utilization 
management  firm  unfamiliar  with 
the  complexity  of  the  Medicare  pro- 


gram has  added  to  the  problems  of 
carriers  conversion.  Confusion  ex- 
ists as  to  whether  some  of  the  prob- 
lems are  associated  with  directions 
from  HCFA,  Aetna  processing,  or 
Healthcare  Compare  initiatives. 

There  are  four  major  problem 
areas  which  appear  to  be  due,  in 
part,  to  stringently  applied  utiliza- 
tion controls: 

1 . Comprehensive  Services 

A major  difficulty  has  been  the 
problem  of  the  automatic  denial  or 
downcoding  of  almost  all  claims  for 
comprehensive  services.  MAG  feels 
it  is  totally  inappropriate  to  auto- 
matically downcode  or  change  any 
procedure  code  without  first  con- 
tacting the  physician  for  additional 
information. 

If  individual  physician  profiles 
indicate  possible  abuse,  we  feel  this 
should  be  adjudicated  on  a case  by 
case  basis.  Physicians  have  also 
been  instructed  to  provide  docu- 
mentation for  every  comprehensive 
service  billed. 

2.  Concurrent  Care 

As  discussed  earlier,  multiple  de- 
nials have  been  issued  for  the  sec- 
ond physician  submitting  a claim 
when  more  than  one  physician  is 
involved  in  the  on-going  treatment 
of  a patient.  This  is  in  total  contra- 
diction to  good  medical  practice 
patterns  and  again  disrupts  the 
needed  treatment  and  care  for  the 
Medicare  patient. 

3.  Consultations 

Precipitously,  HCC  instituted  a 

strict  interpretation  of  the  CPT  def- 
inition for  consultation.  This  is  re- 
sulting in  automatic  denials  and 
downcodings  for  many  consulta- 
tions, regardless  of  the  patient’s 
condition.  Further,  if  the  patient 
history  indicates  a physician  has 
billed  for  one  consultation,  a fol- 
low-up consultation  is  automati- 
cally downcoded  to  a lesser  cate- 
gory and  paid  at  that  level.  This  we 
feel,  is  an  inappropriate  interfer- 
ence with  the  physician-patient  re- 
lationship and  of  the  physician’s 
judgment  of  what  level  of  medical 
treatment  is  needed. 

4.  Medical  Necessity 

The  present  review  program  in- 
stituted by  HCC  has  also  failed  to 
follow  the  guidelines  concerning 
“claims  development”  when  look- 


ing at  the  “medical  necessity”  for 
services.  Services  continue  to  be 
denied  without  first  notifying  the 
physician  that  there  is  a question 
of  the  medical  necessity  for  the  care. 
Patients  are  given  the  impression, 
then,  that  they  may  have  been 
treated  unnecessarily  and  charged 
more  than  was  appropriate.  This  has 
severely  strained  the  trusting  rela- 
tionship between  patients  and  their 
physicians.  Again,  massive  amounts 
of  documentation  are  being  re- 
quired for  even  the  most  routine  of 
services  — patient  history,  labora- 
tory results,  etc.  In  most  cases,  the 
information  appears  to  make  little 
difference  in  the  claim  decision. 

Conclusion 

Up  to  now,  Georgia  physicians 
have  shown  a very  strong  commit- 
ment to  our  state’s  elderly  citizens 
through  their  high  participation  in 
the  Georgia  Medicare  program.  In 
1988,  some  8950  physicians  were 
enrolled  in  the  program,  with  pa- 
tient claims  made  on  an  assign- 
ment basis  at  a rate  of  76.8%  — that 
is,  claims  in  which  the  physician 
was  willing  to  accept  Medicare’s 
“approved”  amount  as  the  payment 
in  full.  Recent  events  concerning 
the  carrier  conversion  have  brought 
a serious  schism  in  the  Part  B pro- 
gram in  Georgia  and  raised  the 
question  of  whether  it  can  suc- 
cessfully continue. 

MAG  urges  that  immediate  efforts 
be  taken  to  ensure  that  Medicare 
pays  for  physicians  services  in  a 
manner  that  ensures  patient  access 
to  needed  medical  services  and 
maintains  fiscal  responsibility  by 
patients,  physicians,  and  the  fed- 
eral government.  Several  immedi- 
ate steps  that  we  feel  should  be 
taken  include: 

1 . A thorough  and  immediate  re- 
view of  present  computer  edits  and 
screening  policies  used  by  Aetna 
and  Healthcare  Compare  for  their 
claims  processing  and  utilization 
review  decisions.  In  the  interim,  an 
immediate  elimination  should  be 
made  of  all  automatic  and  arbitrary 
downcodings  and/or  service  deni- 
als of  comprehensive  service  codes. 

2.  Installation  of  a toll-free  line 
and  accessible  communication 
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system  for  all  physicians  enrolled 
in  the  Medicare  program,  particu- 
larly during  the  first  year  phase  in 
period. 

3.  Selection  of  a special  consul- 
tation management  team  to  assist 
in  the  analysis  of  operational  prob- 
lems and  staff  training.  MAG  should 
be  a part  of  this  management  team. 

4.  A revision  of  the  Explanation 
of  Medicare  Benefits  (EOMB)  which 
correctly  reflects  individual  service 
and  interest  payments. 

5.  An  evaluation  of  the  elec- 
tronic media  claim  system  to  de- 
termine accounting  deficiency 
problems. 


It  is  the  position  of  MAG  that  some 
of  the  problems  mentioned  are  oc- 
curring not  as  a result  of  mistakes 
but  as  a result  of  a carefully  crafted 
scenario  to  reduce  Medicare  pay- 
ments through  perceived  incom- 
petence. It  should  be  noted  by  the 
Georgia  delegation  that  we  have  yet 
to  uncover  a single  incident  of  over- 
payment, t/pcoding,  or  payment  for 
services  not  rendered.  Were  the 
problem  in  truth  one  of  mistake  and 
incompetence,  errors  would  occur 
both  in  favor  of  — as  well  as  against 
— the  physician  or  patient. 

Finally,  a system  dedicated  to  the 


care  of  a country’s  aging  citizens 
whose  increased  age  has  been 
made  possible  in  part  by  the  med- 
ical profession’s  ability  is  being 
subverted  by  an  organization  em- 
ployed to  support  this  very  system. 
This  same  organization  (Aetna)  has 
contracted  with  a utilization  review 
organization  (Healthcare  Com- 
pare) which  is  dedicated  to  dem- 
onstrating its  own  cost  effective- 
ness and  not  that  of  the  system. 
Correction  of  this  situation  is  fun- 
damental to  the  well  being  of  a ma- 
jor segment  of  America’s  popula- 
tion. 
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Somewhere 
a child  lies  crying 


Somewhere 
an  old  man  shivers 
in  the  dark 


Somewhere 
a family’s  dreams 
burn  to  the  ground 


. Somewhere 
somebody  needs  help. 


Please  support  your 
local  chapter. 


American 
Red  Cross 


Because  somewhere 
is  closer  than  you  think. 


Physicians 
wanted  for 
leading 
clinic 


Prestigious  Chicago-based 
clinic  group  specializing  in  the 
treatment  of  venous  disorders  is 
expanding  nationally.  Our 
clinic  in  the  Washington  D.C. 
area  is  in  need  of  physicians 
trained  in  internal  medicine— or 
who  have  a broad  base  of 
medical  experience.  We  will 
provide  complete  training  in 
the  latest  proprietary 
techniques  of  treating  venous 
disorders.  We  offer  a six  figure 
total  compensation  potential, 
along  with  malpractice 
insurance  and  health  benefits. 

This  is  an  outstanding 
opportunity  for  professional 
and  financial  advancement.  If 
you  are  motivated  to  build  a 
rewarding  practice  with  the 
leader  in  the  treatment  of  venous 
disorders,  send  your  resume  to: 


Medical  Director 

Vein  Clinics  of  America 

2340  S.  Arlington  Heights  Road 
Arlington  Heights,  Illinois  60005 
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Making  A Difference  — 
One  Woman’s  Involvement 

Bo  Shurling 


The  name  Lucy  Cheesman  prob- 
ably doesn ’t  ring  a bell.  She  is 
not  a famous  actress,  a well-known 
politician,  or  the  noted  discoverer 
of  a medical  cure.  But  to  the  people 
she  serves,  she  is  more  important 
than  all  of  these  people. 

Ms.  Cheesman,  a retired  nurse, 
helps  the  homeless  and  indigent  by 
working  in  a soup  kitchen  at  the 
Elizabeth  Methodist  Church  in  Mar- 
ietta, Georgia. 

She  grew  up  in  rural  Virginia 
where  her  mother,  though  not  a 
nurse,  yet  traveled  around  the  com- 
munity and  cared  for  the  sick.  Two 
of  her  uncles  and  one  of  her  grand- 
fathers were  doctors. 

It  is  to  these  people  and  her  life 
in  the  country  that  Ms.  Cheesman 
attributes  her  feeling  of  public  serv- 
ice and  her  understanding  of  the 
importance  of  putting  her  arm 
around  her  fellow  human  being 
when  he  or  she  is  suffering. 

She  has  proven  that  a person  can 
make  a difference  in  his  or  her  cor- 
ner of  the  world,  and  we  thought 
you  might  enjoy  reading  about  the 
ideas  and  actions  of  this  opinion- 
ated and  animated  lady. 


very  important  to 
have  a sense  of 
communication,  not 
just  through  talking, 
but  touching  and 
putting  your  arms 
around  someone  ” 

MAG:  How  did  the  program  at  the 
Methodist  Church  get  started? 

Mrs.  Cheesman:  I had  been  trying 
to  get  St.  James  Episcopal  Church 
to  establish  a soup  kitchen.  They 
kept  pointing  out  all  the  reasons  it 
wasn’t  possible.  I accepted  their 
reasons.  But  I still  fixed  sack 
lunches  for  anybody  who  came  to 
St.  James  hungry,  and  they  would 
eat  their  lunches  out  back. 

Several  churches  in  the  area  were 
doing  what  they  could,  and  a great 
many  of  them  felt  it  would  be  much 
better  to  have  everything  located 
centrally. 

It  was  about  6 years  ago  when  I 
got  a call  from  the  wife  of  a former 
minister  of  the  Elizabeth  Methodist 
Church  who  asked  if  I wanted  to 


Mr.  Shurling  is  a freelance  writer  in  Atlanta  as  well 
as  a feature  writer  with  the  hudspeth  report. 


help  in  the  soup  kitchen.  I said  sure. 
The  first  time  we  served  food  we 
had  five  cooks  and  only  three 
guests. 

We  started  with  a government 
grant,  but  we  found  out  that  oper- 
ating under  federal  guidelines  was 
a little  more  than  we  could  cope 
with.  We  had  to  fill  out  a slip  for 
each  guest  that  came  to  the  kitchen, 
and  we  were  supposed  to  ask  them 
a great  many  personal  questions. 

We  wanted  to  name  the  soup 
kitchen  program  Loaves  and  Fishes, 
and  we  wanted  it  to  epitomize  the 
concept  of:  let  all  who  will,  come 
and  eat.  We  didn’t  want  to  make 
any  restrictions  at  all  and  to  do  that 
we  had  to  operate  independently. 

So,  as  soon  as  we  spent  all  the 
money  the  government  had  given 
us  in  the  initial  stages,  we  let  that 
drop. 

MAG:  If  you  are  no  longer  receiv- 
ing money  from  the  government, 
where  do  you  get  food  for  the  soup 
kitchen? 

Mrs.  Cheesmem:  We  sent  out  the 
word  to  other  churches  that  we 
needed  the  leftovers  from  their 
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meals,  and  at  that  time  we  were 
only  operating  2 days  a week.  Now, 
1 think  there  are  about  12  churches 
participating,  and  we  are  operating 
5 days  a week. 

Some  of  the  local  fast  food  places 
also  help  us.  They  may  have  slaw 
that  would  run  into  its  expiration 
date  in  3 days,  so  they  will  send  it 
to  us.  Sometimes  it’s  a little  difficult 
to  get  rid  of  500  cups  of  slaw,  but 
we  usually  manage. 

Rich’s  and  Macy’s  also  help  us 
by  giving  us  loaves  of  bread. 

Sometimes  there  are  individuals 
who  want  to  help  those  less  fortu- 
nate, and  they  want  to  do  some- 
thing near  home  so  they  give  us  a 
contribution. 

Recently  one  of  our  former  guests 
came  in,  and  he  had  managed  to 
get  on  his  feet  a little  bit.  He  came 
in  and  said,  “1  haven’t  had  to  eat 
here  for  about  a week,”  then  he  gave 
me  ten  dollars.  1 guess  that  was  his 
way  of  saying  thanks. 

It’s  very  encouraging  that  so  many 
people  have  latched  on  to  this.  Now 
we  serve  over  450  people  a week. 

MAG:  What  types  of  people  make 
up  the  450  the  soup  kitchen  helps 
each  week? 

Mrs.  Cheesman:  We  serve  a lot  of 
families  and  alcoholics.  At  first,  1 
didn’t  think  it  was  very  good  for  the 
children,  who  were  in  pretty  unsta- 
ble environments  anyway,  to  be 
around  a bunch  of  vagrants.  But  we 
needed  to  take  care  of  both  of  them. 
As  time  went  on,  1 became  pleas- 
antly surprised.  Our  local  vagrants 
were  very  careful  with  their  lan- 
guage and  behavior  when  they  were 
around  children. 

We  have  a great  many  working 
poor.  In  the  last  4 years  we  have 
seen  more  and  more  people  who 
are  working  hard  all  day,  every  day, 
but  still  can’t  afford  rent  and  food. 

There  are  a lot  of  transients  who 
have  come  to  town  looking  for  con- 
struction jobs.  A lot  of  others  are 
just  passing  through,  and  their  car 
breaks  down  and  they  can’t  afford 
to  get  it  fixed  or  to  stay  in  a hotel. 

If  the  funds  are  available,  we  put 
them  up  in  a motel  or  help  them 
get  their  car  fixed.  Sometimes  it’s 


just  a matter  of  letting  them  make 
a phone  call  so  they  can  get  help 
from  family  or  friends  back  home. 

We  also  see  a great  many  people 
who  have  some  form  of  addiction. 
But  we  have  just  as  many  addicted 
people  in  polite  society.  They  just 
manage  to  cover  it  up  a little  better. 
My  dear  friends  don’t  cover  it  up. 

MAG:  Why  did  you  want  to  get  in- 
volved with  the  poor,  the  homeless, 
the  addicted,  or  people  who  some 
feel  created  their  own  mess  and 
don’t  deserve  help? 

Mrs.  Cheesman:  1 had  retired  from 
the  hospital,  and  1 was  bored  at 
home  and  didn’t  like  housework 


much.  (She  says  smiling.)  God  has 
always  helped  me  and  never  asked 
me  if  1 deserved  it.  1 think  we  need 
to  see  all  humanity  as  our  brothers 
and  sisters,  and  if  they  have  an  ad- 
diction we  need  to  realize  that  there 
but  for  the  grace  of  God  go  1.  You 
never  know. 

We  are  always  praying,  asking 
God  to  help  people.  When  God  has 
already  commanded,  not  asked,  us 
to  feed  the  hungry,  clothe  the  naked, 
care  for  the  sick,  and  visit  those  in 
prison.  Just  sitting  there  praying  for 
people  isn’t  going  to  be  very  useful. 
We  have  to  do  something  a little 
more  tangible.  That’s  the  situation 
1 have  to  face. 
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MAG:  So  you  are  not  in  the  habit 
of  making  moral  judgments? 

Mrs.  Cheesman:  Oh,  I don’t  make 
any  judgments  at  all.  What  right  do 
1 or  anybody  else  have  to  make 
judgments?  You  never  know  what 
somebody’s  been  through  by  look- 
ing at  them.  You  look  at  me  and 
you  would  think  I’m  a nice  old  lady, 
wouldn’t  you?  Well,  I’m  not! 


MAG:  Besides  addictions,  what  are 
some  of  the  other  causes  of  people 
being  indigent? 

Mrs.  Cheesman:  1 could  probably 
list  a thousand.  Lack  of  low  income 


housing  and  lack  of  transportation 
are  two  that  come  to  mind. 

One  of  our  guys  had  gotten  out 
of  jail  and  had  been  hired  at  a box 
factory  in  East  Point.  Everything  was 
going  O.K.,  then  one  day  his  car 
broke  down,  and  he  couldn’t  get  to 
work,  so  he  was  fired. 

What  can  we  do? 

Too  many  people  don’t  want 
MARTA  in  Cobb  County  because  we 
might  get  some  undesirables  from 
Atlanta.  We  have  simply  not  caught 
up  with  reality. 

As  much  as  1 don’t  like  some  as- 
pects of  unions,  1 think  another 
problem  is  the  lack  of  them  in  some 
areas.  We  have  men  that  work  out 
of  labor  pools.  They  stand  on  the 


corner  and  some  construction 
company  will  pick  them  up  to  work 
for  a week.  At  the  end  of  the  week, 
they  get  one-third  of  the  pay  they 
were  promised,  and  they  have 
worked  all  week  with  no  protection 
of  health  coverage. 

Something  needs  to  be  done 
about  babies  having  babies.  These 
teenagers  need  to  have  counseling 
sessions  so  they  can  learn  how  to 
be  mothers  and  how  not  to  become 
mothers  next  time.  We  need  to  make 
sure  that  kids  in  school  are  learning 
to  read  and  write. 

MAG:  Do  you  have  any  other  sug- 
gestions for  overcoming  the  prob- 
lem? 

Mrs.  Cheesmsin:  1 would  like  to 
come  up  with  the  suggestion  to 
solve  all  of  life’s  problems,  but  I’m 
too  realistic  to  think  1 can  do  that. 
1 think  President  Bush’s  little  points 
of  light  are  fine,  but  they  are  not 
inexhaustible.  More  needs  to  be 
done  by  the  government. 

MAG:  Why  does  it  need  to  be  the 
government? 

Mrs.  Cheesman:  Certainly,  not  be- 
cause they  are  the  most  efficient. 
By  now  you  would  think  they  would 
have  the  expertise  to  deal  with  this 
type  of  problem.  Besides,  if  they  are 
going  to  take  tax  money,  then  1 think 
they  should  be  involved. 

MAG:  What  steps  do  you  think 
government  should  take? 

Mrs.  Cheesman:  The  welfare  state 
in  Georgia  is  deplorable.  A woman 
only  receives  enough  aid  to  feed 
three-quarters  of  her  children  or  a 
family  doesn’t  get  enough  food 
stamps  so  they  run  out  before  the 
end  of  the  month.  That’s  when  we 
see  the  greatest  influx  of  people. 

The  Legislature  has  to  pay  closer 
attention  to  the  needs  of  the  whole 
state,  not  only  in  their  districts. 

As  far  as  I’m  concerned,  the  last 
thing  they  need  to  be  spending 
money  on  is  a dome  for  the  Fal- 
cons. It’s  not  going  to  help  the  Fal- 
cons, and  the  money  could  be  used 
in  a much  better  way. 

When  the  Legislature  does  pass 
laws  to  help  our  needy  citizens,  they 
have  to  budget  funds  to  support  the 
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law.  Otherwise,  it  is  something  you 
just  as  well  not  have.  It  just  looks 
good  on  the  books. 

We  need  stronger  laws  to  waive 
liability  so  more  people  have  ac- 
cess to  better  health  care. 

MAG:  Speaking  of  health  care,  what 
do  you  think  the  medical  profes- 
sion can  do  to  improve  the  plight 
of  the  needy? 

Mrs.  Cheesman:  The  members  of 
the  medical  profession  who  care  are 
already  doing  what  they  can. 

Socialized  medicine  is  certainly 
not  a pleasant  prospect.  1 want  to 
go  to  my  own  doctor,  and  1 want  a 
right  to  choose. 

1 don’t  think  one  hospital  in  a 
county  as  big  as  Cobb  is  the  an- 
swer. We  need  a free-standing  clinic 
approach.  Nine  times  out  of  ten, 
most  of  our  guest’s  medical  needs 
can  be  taken  care  of  with  a little 
first  aid.  Sometimes  it  may  be  as 
simple  as  washing  somebody’s  feet 
and  getting  them  some  new  socks 
and  shoes. 

We  need  a place  with  a triage 
system  or  sort  of  like  a “medical 
soup  kitchen.”  A place  where. 


maybe  not  a doctor,  but  a nurse 
could  take  care  of  the  smaller  prob- 
lems and  then  refer  more  serious 
cases  to  a doctor  who  has  agreed 
to  work  in  the  clinic. 

MAG:  What  about  the  religious 
community? 

Mrs.  Cheesman:  Most  people  in  the 
mainstream  of  Protestantism,  Ca- 
tholicism, and  Judaism  are  con- 
cerned, are  humanitarian,  and  most 
of  them  profess  basically  to  the  be- 
lief that  we  are  our  brother’s  keeper. 
1 just  think  more  people  need  to  get 
involved.  Like  1 said  earlier,  just 
praying  won’t  get  the  job  done. 
You’ve  got  to  do  something  more 
tangible. 

1 don’t  know  all  the  Bible  verses 
about  why  you  should  help  out.  You 
do  it  because  it’s  the  right  thing  to 
do. 

MAG:  What  can  individuals  do  to 
help  alleviate  the  problem? 

Mrs.  Cheesman:  Lean  hard  on  their 
legislators.  People  are  not  nearly 
politically  involved  as  they  should 
be.  Then  get  involved  by  working 


in  a soup  kitchen  or  shelter  or  some 
other  aspect  of  solving  the  prob- 
lem. 

MAG:  In  closing,  what  would  you 
like  to  say  to  people  that  may  make 
them  want  to  become  a part  of  the 
solution  to  the  problem  of  the  in- 
digent? 

Mrs.  Cheesman:  People  need  food. 
Luckily  for  us  we  have  the  food,  but 
we  need  hands  to  help  serve  it.  We 
never  run  out  of  needs.  The  needs 
of  our  guests  are  overwhelming. 

After  helping  these  people  for  a 
while,  it  becomes  deeper  than  just 
feeding  so  many  people  from  1 1 :30 
to  12:30.  You  get  to  know  the  peo- 
ple, and  you  become  more  sensi- 
tive to  their  needs  as  people  and 
not  just  bellies  to  be  filled. 

Our  guests  have  pride  and  you 
can’t  think  in  terms  of  “we  and 
them.”  It’s  very  important  to  have  a 
sense  of  communication,  not  just 
through  talking,  but  touching  and 
putting  your  arm  around  someone. 

Also,  like  I said  earlier,  there  but 
for  the  grace  of  God,  go  1. 


Endometrial  Cancer 

Mark  A.  Crazier,  M.D. 


Diagnosis  and  Management 


Cancer  of  the  uterus  is  the 
most  common  gynecologic 
malignancy.  The  American  Cancer 
Society  estimates  that  35,000 
women  will  develop  uterine 
cancer  this  year.  Over  the  past  20 
years,  there  has  been  an  increase 
in  the  incidence  of  endometrial 
cancer.  Several  possible  reasons 
for  this  include  an  aging 
population,  increased  availability 
of  medical  care,  environmental 
and  dietary  factors,  a broadening 
of  the  criteria  for  the  diagnosis  of 
endometrial  cancer,  and  the 
increased  use  of  estrogen 
replacement  therapy  in  post- 
menopausal women.  The  average 
age  of  onset  of  endometrial 
cancer  is  61  years,  with  the 
largest  number  of  patients  being 
between  50  and  60. 

Approximately  25%  of  the 
endometrial  cancer  patients  are 
pre-menopausal. 

Risk  Factors 

The  classic  risk  factors  for 
endometrial  cancer  are  obesity, 
multiparity,  late  menopause, 
diabetes,  and  hypertension.  There 
is  also  a subset  of  younger  obese 
women  with  oligomenorrhea  who 
have  a 12-fold  risk  of 
experiencing  endometrial  cancer. 
Because  of  an  increased 
proportion  of  body  fat,  these 
women  do  not  ovulate  on  a 
regular  cyclic  basis.  This  causes  a 
persistent  stimulation  of  the  ovary 
by  pituitary  hormones.  These 
hormones  result  in  increased 


levels  of  circulatory  androgens, 
which  are  converted  to  estrogens 
in  the  peripheral  adipose  tissue. 
Thus,  the  uterus  is  exposed  to 
continuous  estrogen  stimulation. 
This  stimulation  results  in 
hyperplasia  of  the  endometrium 
and  ultimately  endometrial 
carcinoma  in  some  patients. 

It  has  also  been  established 
that  post-menopausal  women  who 
are  given  estrogen  alone  for 
homone  replacement  have 
approximately  a 5-fold  increase  in 
the  development  of  endometrial 
cancer  (Gambrell,  et  al).  With  the 
addition  of  cyclic  progesterone, 
this  increased  incidence  of 
endometrial  cancer  has  not  been 
noted.  Thus,  with  unopposed 
estrogen,  whether  endogenous  or 
exogenous,  there  is  an  increased 
risk  of  endometrial  cancer. 

The  presenting  symptom  in 
patients  with  endometrial  cancer 
is  usually  abnormal  uterine 
bleeding.  Post-menopausal 
bleeding  is  associated  with 
malignancy  approximately  20%  of 
the  time.  Any  post-menopausal 
bleeding  should  prompt 
endometrial  sampling.  In  patients 
prior  to  menopause  with 


Dr.  Crozier  practices  gynecologic  oncology.  Send 
reprint  requests  to  him  at  5669  Peachtree 
Dunwoody  Rd.,  Ste.  100,  Atlanta,  GA  30342. 

This  article  was  prepared  at  the  request  of  the 
Georgia  Division  of  the  American  Cancer 
Society.  Those  wishing  to  contribute  papers  to 
this  Department  should  send  them  to  Tom 
Phillips,  M.D.,  Cancer  Section  Editor,  25  Prescott 
St.,  Atlanta,  GA  30365. 
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The  presenting  symptom  in 
patients  with  endometrial  cancer 
is  usually  abnormal  uterine 
bleeding.  Post-menopausal 
bleeding  is  associated  with 
malignancy  approximately  20%  of 
the  time.  Any  post-menopausal 
bleeding  should  prompt 
endometrial  sampling.  In  patients 
prior  to  menopause  with 
prolonged  irregular  menstrual 
bleeding,  especially  obese 
patients,  endometrial  sampling 
should  be  considered.  Often, 
adequate  sampling  can  be 
performed  as  an  office  procedure. 
However,  if  it  cannot,  either 
because  of  patient  anatomy  or 
intolerance,  a fractional  dilation 
and  currettage  should  be 
performed.  A pap  smear  is  not 
adequate  for  evaluation  of  the 
endometrium.  If  a pap  smear 
detects  atypical  endometrial  cells. 
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even  in  a patient  without  irregular 
bleeding,  endometrial  sampling 
should  be  considered. 
Hysteroscopy  can  be  of  help  in 
diagnosing  endometrial  neoplasia, 
especially  if  clinical  picture  or 
biopsy  results  are  confusing. 

Staging 

FIGO  staging  of  endometrial 
cancer  is  as  follows: 

Stage  1 — Carcinoma  confined  to 
corpus 

la  — Uterine  cavity  8 cm.  or 
less 

lb  — Uterine  cavity  greater 
than  8 cm. 

Stage  11  — Carcinoma  involves 
cervix 

Stage  111  — Carcinoma  outside  the 
uterus,  but  limited  to  the  true 
pelvis 

Stage  IV  — Carcinoma  involving 
the  bladder  or  rectum  or 
outside  the  true  pelvis 

The  most  significant  prognostic 
factors  include  stage,  grade, 
histologic  type,  depth  of 
myometrial  invasion,  and  the 
presence  of  lymph  node 
metastasis.  In  patients  with  Stage 
1,  grade  1 disease  with  superficial 
myometrial  invasion,  metastases 
are  rare,  and  5-year  survival  rates 
are  greater  than  95%  with  surgery 
alone.  In  Stage  1 disease  with 
grade  3 tumor  or  deep  myometrial 
invasion,  5-year  survival  rates  are 
approximately  60%.  In  Stage  IV 
disease,  5-year  survival  rates  are 
around  10%. 


^Clinical  staging  in 
endometrial  cancer  has 
been  notoriously 
unreliable,  y 


Equally  important  is  a detailed 
and  specific  pathologic 
interpretation.  Stage  1 disease 
patients  with  an  endometrioid 
adenocarcinoma  have  an 
approximately  85%  5-year 
survival,  while  in  those  with  clear 
cell  carcinoma,  leiomyosarcoma 
or  mullerian  sarcomas,  have  5- 
year  survival  rates  that  are  less 
than  50%.  There  is  another 
histologic  type  called  a papillary 
serous  adenocarcinoma  which 
behaves  more  like  an  ovarian 
malignancy  and  is  associated  with 
a poor  prognosis. 

Treatment 

The  primary  treatment  of 
uterine  malignancies  has  been  a 
combination  of  radiotherapy  and 
surgery.  The  initial  clinical  staging 
and  grade  are  used  to  determine 
the  treatment  plan.  Clinical 
staging  in  endometrial  cancer  has 
been  notoriously  unreliable.  Pre- 
operative pelvic  radiotherapy  and 
a cesium  implant  may  alter  the 
pathology  to  the  point  where 
accurate  identification  of  poor 
prognostic  factors  is  difficult. 

The  trend  in  recent  years  has 
been  toward  initial  surgery  to 
accurately  determine  the  extent  of 
the  disease  and  the  presence  of 


poor  prognostic  factors.  Patients 
with  Stage  1 grade  1 or  2 disease 
and  superficial  myometrial 
invasion  have  5-year  survival  rates 
greater  than  90%  with  surgery 
alone  and  thus  can  be  spared  the 
morbidity  and  expense  associated 
with  extensive  radiotherapy. 
Patients  with  Stage  11  disease, 
positive  pelvic  nodes,  grade  3 
lesions,  deep  myometrial 
invasion,  or  aggressive  histologic 
type  can  be  selected  for 
postoperative  radiotherapy. 
Radiotherapy  is  very  effective  in 
preventing  disease  recurrence  in 
the  pelvis,  but  many  patients  with 
poor  prognostic  factors  will  recur 
outside  the  pelvis  and  ultimately 
die  of  their  disease.  The  value  of 
adjuvant  chemotherapy  or 
hormone  therapy  in  these  high 
risk  patients  is  not  established. 

The  use  of  chemotherapy  with 
either  adriamycin  or  cisplatinum 
in  treatment  of  recurrent  disease 
has  been  disappointing.  Many  of 
the  well-differentiated  tumors 
contain  hormone  receptors. 
Patients  with  recurrent  disease, 
including  distant  metastasis,  have 
had  long-time  response  to 
progestational  agents,  especially 
those  with  grade  1 tumors. 

Our  standard  treatment  for 
patients  with  Stage  1,  grade  1 or  2 
disease  is  to  proceed  with  initial 
surgery  consisting  of  an 
exploratory  laparotomy,  total 
abdominal  hysterectomy,  bilateral 
salpingo  oophorectomy,  and 
cytologic  washings.  The  uterus  is 
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sent  for  frozen  section.  If  there  is 
evidence  of  middle  or  deep 
myometrial  invasion  or  a higher 
high  grade  lesion,  then  a 
sampling  of  pelvic  and  para-aortic 
lymph  nodes  is  carried  out.  In 
patients  with  obvious  Stage  II 
disease  or  grade  3 lesions,  we 
recommend  pre-operative  cesium 
implant  followed  by  an  abdominal 
hysterectomy,  oophorectomy,  and 
lymph  node  sampling. 

There  is  a subset  of  patients 
whose  treatment  may  be 
approached  differently.  The  obese 
premenopausal  patients  tend  to 
have  Stage  I disease  which  is  well 
differentiated  and  superficially 
invasive.  Their  cure  rates  are 
greater  than  95%.  They  also  have 
tumors  with  hormone  receptors 
which  tend  to  respond  to 
progestins.  If  they  desire  to  retain 
childbearing  capabilities,  then  a 
3-month  trial  of  progestational 
agents  can  be  considered.  After  3 
months,  a D C is  performed  if 
malignancy  persists,  then  surgery 
would  be  advised.  If  there  is  no 
evidence  of  malignancy,  then  we 
could  maintain  the  patient  on  the 
progestin  until  she  decides  to 
conceive.  In  this  group  of 
patients,  hormone  therapy  can 
adequately  treat  the  malignancy 
approximately  70%  of  the  time. 

Conclusion 

Fortunately,  many  patients 
present  with  early  stage  disease 
and  are  cured  from  their  cancer, 
however,  women  are  still  dying 
from  endometrial  cancer.  There 
are  several  ways  in  which  we  can 
reduce  the  number  of  women 
dying  from  this  disease.  First,  we 
must  better  educate  the 
physicians  and  patients  regarding 
early  symptoms.  Next,  we  need  to 


develop  an  effective  screening  test 
for  endometrial  cancer.  These  can 
help  us  detect  more  disease  at  an 
early  stage.  Prognostic  factors 
must  continue  to  be  evaluated,  so 
that  we  can  provide  effective 


therapy  without  over-treating. 
Finally,  more  work  needs  to  be 
done  concerning  adjuvant 
treatment  for  high-risk  disease 
and  effective  methods  for  treating 
recurrence. 


Georgia  began  losing  bluebirds  in  the  1950s  because  of  the  combined  effects  of 
pesticides  and  land-use  changes  that  took  away  nesting  cavities  in  older  trees  and 
wooden  fenceposts.  Now  that  pesticides  such  as  DDT  have  been  banned  in  the 
U.S.,  bluebirds  are  making  a comeback  in  Georgia.  Because  house  sparrows  and 
starlings  often  rob  bluebirds  of  the  few  nests  that  do  exist,  the  Georgia  Department 
of  Natural  Resources  is  encouraging  Georgians  to  GIVE  WILDLIFE  A CHANCE 
by  putting  out  a bluebird  nest  box  this  year.  Easy-to-assemble  kits  may  be  pur- 
chased from  any  State  Park  for  $7.50  plus  tax.  Or,  request  free  nest  box  plans  and 
instructions  by  writing  DNR  at  205  Butler  St.  S.E.,  Suite  1258,  Atlanta,  GA  30334.  , 

(Tel.  1-800-3GA-PARK)  i 
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Georgia's  Child  Abuse  Reporting  Statute  Survives 

Initial  Constitutional  Attack 


Robert  N.  Berg 


eorgia  law 
enforcement  authorities 
have  recently  begun  to 
enforce  child  abuse 
reporting  statutory 
obligations  through  the 
initiation  of  criminal 
proceedings  against 
alleged  violators.  J 


SINCE  1965,  Georgia  health  care 
practitioners  and  certain 
other  professionals  have  been 
obligated  by  statute  to  report 
suspected  incidents  of  child 
abuse  or  neglect.  Only  recently, 
however,  Georgia  law 
enforcement  authorities  have 
begun  to  enforce  these  statutory 
obligations,  through  the  initiation 
of  criminal  proceedings  against 
alleged  violators.  This,  in  turn, 
has  raised  questions  concerning 
the  constitutionality  of  the 
statutory  scheme. 

In  this  month’s  Legal  Page,  we 
provide  an  overview  of  the  current 
Georgia  statutory  requirements 
concerning  the  reporting  of 
suspected  child  abuse  or  neglect. 
We  also  describe  a recent  Georgia 
Supreme  Court  case,  dealing  with 
the  constitutionality  of  the 
Georgia  statute. 

Overview  of  Georgia’s  Child 
Abuse  Reporting  Statute 

Under  Section  19-7-5  of  the 
Georgia  Code  (the  “Statute”), 
physicians  and  limited  licensed 
practitioners  (such  as  dentists 
and  podiatrists),  as  well  as 
certain  non-physician 
professionals  (such  as  social 
workers,  teachers,  child  care 
personnel,  and  law  enforcement 
personnel),  having  “reasonable 


This  article  was  prepared  at  the  request  of  the 
Journat  Mr.  Berg  is  a principal  in  the  law  firm  of 
Vincent,  Chorey,  Taylor  & Fell,  3399  Peachtree 
Rd.,  Ste.  1700,  Atlanta,  GA  30326.  Send  reprint 
requests  to  him. 


cause  to  believe”  a child  under 
the  age  of  18  has  had  physical 
injuries  inflicted  upon  him  or  her 
by  a parent  or  caretaker  by  other 
than  accidental  means,  has  been 
neglected  or  exploited  by  a parent 
or  caretaker,  or  has  been  sexually 
assaulted  or  sexually  exploited, 
are  required  to  report  such 
occurrence  to  the  appropriate 
child  welfare  agency  providing 
protective  services  (or,  in  the 
absence  of  such  an  agency,  to  an 
appropriate  police  authority  or  a 
district  attorney).  In  certain 
institutional  cases,  such  as  where 
a physician  learns  of  the 
suspected  child  abuse  as  a result 
of  serving  on  the  staff  of  a 
hospital,  the  physician  is  required 
to  notify  the  person  in  charge  of 
the  hospital  or  that  person’s 
designated  delegate,  and  the  duty 
to  report  rests  with  that  person.' 

^ Under  the  Statute,  an 
oral  report  must  be 
made  as  soon  as 
possible,  by  telephone 
or  otherwise,  and  must 
be  followed  by  a 
written  report,  if 
requested.  J 

Under  the  Statute,  an  oral 
report  must  be  made  as  soon  as 
possible,  by  telephone  or 
otherwise,  and  must  be  followed 
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by  a written  report,  if  requested. 
The  report  must  contain  the 
names  and  addresses  of  the  child 
and  his  parent  or  caretaker,  if 
known,  the  child’s  age,  the  nature 
and  extent  of  the  child’s  injuries, 
including  any  evidence  of 
previous  injuries,  and  any  other 
information  that  the  reporting 
person  believes  might  be  helpful 
in  establishing  the  cause  of  the 
injuries  and  the  identity  of  the 
perpetrator.^  In  addition,  the 
reporting  person  may  take 
photographs  of  the  child,  without 
first  obtaining  the  permission  of 
the  child’s  parent  or  guardian,  in 
order  to  support  his  or  her 
suspicion  of  child  abuse;  any 
photographs  taken,  however, 
must,  if  reasonably  possible,  be 
taken  in  a manner  so  as  to  not 
reveal  the  identity  of  the  child.^ 

Any  person  participating  in  the 
making  of  a report  or  causing  a 
report  to  be  made  under  the 
Statute  will  be  immune  from  any 
liability,  either  civil  or  criminal,  as 
long  as  the  person  acted  in  good 
faith.'*  This  immunity  also  extends 
to  persons  participating  in  judicial 
or  other  proceedings  resulting 
from  the  making  of  a report. 
Alternatively,  any  person  required 
by  the  Statute  to  report  a 
suspected  case  of  child  abuse 
who  knowingly  and  willfully  fails 
to  do  so  may  be  found  guilty  of  a 
misdemeanor  and  punished 
accordingly  (up  to  $1,000  in  fines 
or  up  to  one  year’s  imprisonment, 
or  both).^ 

Who  is  Obligated  to  Report? 

Application  of  the  Statute 
oftentimes  is  difficult  in  practice; 
it  is  drafted  broadly  in  an  effort 
“to  provide  for  the  protection  of 
children  whose  health  and 


welfare  are  adversely  affected  and 
further  threatened  by  the  conduct 
of  those  responsible  for  their  care 
and  protection.”®  The  potential 
overbreadth  of  the  Statute  may  be 
seen,  for  example,  in  the  Statute’s 
designation  of  the  individuals 
required  to  report  instances  of 
suspected  child  abuse:  “Any 
physician  . . . , licensed 
osteopathic  physician,  intern, 
resident,  all  other  hospital  and 
medical  personnel,  dentists, 
psychologists,  podiatrists,  nursing 
personnel,  social  work  personnel, 
school  teachers  and  school 
administrators,  school  guidance 
counselors,  child-care  personnel, 
day-care  personnel,  child- 
counseling personnel,  child 
service  organization  personnel,  or 
law  enforcement  personnel.”^ 

Recently,  in  the  case  of 
Gladson  u.  State, ^ the 
Georgia  Supreme  Court  was 
required  to  analyze  the 
applicability  of  the  Statute  to  two 
persons  — one,  a licensed 
psychologist,  and  the  other,  a 
“psychological  associate”  who, 
technically,  was  not  a licensed 
psychologist.  Specifically,  Ms. 
Gladson  was  a “psychological 
associate”  (counselor)  at  the  firm 
of  Affiliated  Counseling  & 
Psychological  Services  (a 
professional  corporation  of 
psychologists).  She  had  a 
doctoral  degree  in  human 
development  from  an  accredited 
university,  but  had  not  yet 
obtained  a Georgia  license  to 
practice  psychology.  During  the 
course  of  her  counseling,  Ms. 
Gladson  was  advised  by  the 
mother  of  two  children,  ages  10 
and  12,  that  their  stepfather  had 
abused  them  sexually.  Ms. 


Gladson  advised  her  supervisor, 
Dr.  Powell,  a licensed 
psychologist.  Dr.  Powell,  in  turn, 
apparently  advised  another 
licensed  psychologist  who  was 
the  head  of  the  firm,  but  the 
alleged  child  abuse  was  not 
reported  to  an  appropriate  child 
welfare  agency.® 

Both  Ms.  Gladson  and  Dr. 
Powell  were  charged  with  the 
misdemeanor  of  failing  to  report 
child  abuse  under  the  Statute.  The 
defendants  moved  to  dismiss  the 
charges  brought  against  them 
under  the  Statute,  raising  several 
constitutional  challenges  to  the 
Statute.  In  particular,  the 
defendants  argued  that  the  Statute 
was  unconstitutionally  vague, 
both  in  its  description  of  the 
persons  obligated  to  report 
suspected  child  abuse  and  in  the 
statutory  description  of  the 
information  required  to  be 
reported.  Additionally,  the 
defendants  argued  that 
application  of  the  Statute  would 
impinge  upon  the  right  of  privacy 
inherent  in  the  psychologist/ 
patient  relationship.  Finally,  they 
argued  that  the  Statute  violated 
each  defendant’s  rights  under  the 
5th  Amendment,  by  requiring  a 
person  to  provide  incriminating 
evidence  to  law  enforcement 
authorities. 

The  Supreme  Court  chose  not 
to  deal  with  these  constitutional 
arguments,  as  they  related  to  Ms. 
Gladson.  Rather,  the  Court  found 
that,  because  Ms.  Gladson  was 
not  a licensed  psychologist,  she 
could  not  be  held  criminally 
liable  for  the  failure  to  report  the 
alleged  child  abuse.  In  other 
words,  the  Court  took  a narrow 
view  of  the  coverage  of  the 
Statute,  literally  applying  the  term 
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ny  person 
participating  in  the 
making  of  a report  or 
causing  a report  to  be 
made  under  the  Statute 
will  be  immune  from 
any  liability,  either  civil 
or  criminal,  as  long  as 
the  person  acted  in 
good  faith.  ^ 

“psychologist”  to  mean  “licensed 
psychologist,”  despite  the  intent 
of  the  drafters  of  the  Statute  that  it 
be  “liberally  construed  so  as  to 
carry  out  the  purposes  thereof. 

As  to  Dr.  Powell,  however,  the 
Court  found  that  he  was  a 
licensed  psychologist  — a term 
defined  by  statute''  and  therefore 
not  lacking  the  requisite  clarity  to 
satisfy  the  Federal  and  Georgia 
constitutions  — and  that,  as  a 
result.  Dr.  Powell  could  be  held 
criminally  liable  for  failure  to 
report  suspected  child  abuse, 
under  appropriate  circumstances. 
_The  Court  did  note  that  the 
Statute  “as  presently  drawn, 
invites  serious  constitutional 
inquiry  as  to  its  adequacy  in 
defining  classes  of  persons  who 
are  required  to  make  reports  of 
child  abuse. ”'2  While  the  Court 
would  necessarily  have  to  deal 
with  this  problem,  in  some  future 
case,  however,  it  determined  that 
the  Statute  was  quite  clear  in  its 
application  to  Dr.  Powell. 

Conclusion 

In  light  of  the  Court’s 
acknowledgement  of  the  serious 
constitutional  issues  raised  by  the 


Statute,  it  must  be  expected  that 
future  cases  will  again  challenge 
the  constitutionality  of  the  Statute. 
At  least  for  the  present,  however, 
the  Statute  has  passed 
constitutional  muster,  and  may  be 
enforced  in  appropriate  cases, 
wherein  suspected  child  abuse  or 
child  neglect  are  not  reported  to 
the  child  welfare  agency  or  policy 
authority. 

Notes 

1.  O.C.G.A.  §19-7-5(b). 

2.  O.C.G.A.  §19-7-5(a). 

3.  Id. 

4.  O.C.G.A.  §19-7-5(d). 

5.  O.C.G.A.  §19-7-5(e). 

6.  O.C.G.A.  §19-7-5(a). 

7.  O.C.G.A.  §19-7-5(b). 

8.  Ga 376  S.E.2d  362 

(February  17,  1989). 

9.  Id.,  376  S.E.2d  at  364. 

10.  O.C.G.A.  §19-7-5(a). 

11.  O.C.G.A.  §43-39-7. 

12.  Gladson  v.  State,  supra,  376  S.E.2d  at  364 
(Emphasis  supplied). 


QUOTES 

When  once  a decision  is  reached 
and  execution  is  the  order  of  the 
day,  dismiss  absolutely  all 
responsibility  and  care  about  the 
outcome. 

William  James 

Money  is  as  money  does.  If  it 
doesn  % it  isn ’t. 

Edward  Smith 

There's  lots  of  people  in  this 
world  who  spend  so  much  time 
watching  over  their  health  that 
they  haven 't  time  to  enjoy  it. 

Josh  Billings 

Mountebanks,  empirics,  quack- 
salvers, mineralists,  wizards. 


alchemists,  cast-apothecaries,  old 
wives  and  barbers  are  all 
suppositors  to  the  right 
worshipful  doctor. 

John  Ford 

Women  love  men  for  their  defects; 
if  men  have  enough  of  them 
women  will  forgive  them 
everything,  even  their  gigantic 
intellects. 

Oscar  Wilde 

It  saves  a lot  of  trouble,  instead 
of  having  to  earn  money  and 
save  it,  you  Just  go  and  borrow  it. 
Winston  Churchill 

Man  is  not  the  creature  of 
circumstances,  circumstances  are 
the  creatures  of  man. 

Benjamin  Disraeli 

Do  men  tike  to  fish  or  do  they 
just  like  to  get  away  from  it  all? 
William  Feather 

I am  a great  friend  to  public 
amusements,  for  they  keep  people 
from  vice. 

Samuel  Johnson 

Money  is  power,  freedom,  a 
cushion,  the  root  of  all  evil,  the 
sum  of  blessings. 

Carl  Sandburg 

Men  always  want  to  be  a 
woman 's  first  love  — women  like 
to  be  a man 's  last  romance. 

Oscar  Wilde 

Natural  forces  within  us  are  the 
true  healers  of  disease. 
Hippocrates 

As  the  French  say,  there  are  three 
sexes  — men,  women,  and 
clergymen. 

Ascribed  to  Sydney  Smith  in  A 
Memoir  of  the  Rev.  Sydney  Smith 
by  his  daughter.  Lady  Holland, 
1855 


JUNE  1989,  Vol.  78 


359 


Freedom  From  Smoking® 
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Freedom  From  Smoking®for  You  and  Your  Baby  is  a 
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Community  Health  Plan.  Adapted  from  the  American 
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AMERICAN 


LUNG  ASSOCIATION 

The  Christmas  Seal  People 


I 

I YES!  I want  to  learn  more  about  FREEDOA 
I FROM  SMOKING®FOR  YOU  AND  YOU! 
I BABY  as  a Smoking  Cessation  Option  for  m; 
I patients. 

I Name 

I Address 

I City State Zip 

I Contact: 

I AMERICAN  LUNG  ASSOCIATION  of  Georgia 

I 2452  Spring  Road  • Smyrna,  Georgia  30080 

j (404)  434-5864 


HEART 


Prenatal  Diagnosis  of  Congenital  Heart  Disease 

Using  Fetal  Echocardiography 

Kim  Wetherington,  M.D. 


Introduction 

UNLESS  CONGENITAL  HEART 
disease  actually  can  be 
prevented,  e.g.,  removal  of 
environmental  teratogens,  the 
only  way  to  improve  mortality  is 
by  early  recognition  and 
specialized  care.'  Fetal 
echocardiography  as  a diagnostic 
modality  has  evolved  since  the 
early  1970s  into  a definitive 
method  for  diagnosis  of 
congenital  heart  disease.  The 
following  is  a review  of  fetal 
echocardiography,  its  indications, 
its  use  in  evaluating  specific 
cardiac  anomalies,  and  its  effect 
on  medical  management. 

Background 

The  first  method  of  fetal  heart 
evaluation  with  sonography  was 
M-mode  echocardiography,  which 
was  difficult  at  best,  with  a 
moving  fetus.  With  the  advent  of 
more  sophisticated  imaging,  this 
modality  was  easier  to  use,  and 
with  high  resolution  equipment, 
prenatal  diagnosis  of  congenital 
heart  disease  was  made  feasible. 

It  has  been  shown  that  by  using 
sequential  analysis  in  real-time 
cross-sectional  imaging,  one  can 
systematically  and  consistently 
identify  normal  and,  hopefully, 
abnormal  cardiac  anatomy.  This 
sequential  analysis  can  be 
accomplished  by  first  identifying 
the  heart,  then  the  four  chambers, 
then  the  atrioventricular 
connections,  and  finally  the 
ventriculoarterial  connections.^"^ 


Although  the  fetal  heart  is 
developed  by  the  8th  week  of 
gestation,  it  is  generally  accepted 
that  fetal  echocardiography 
cannot  be  performed  with 
reasonable  accuracy  until  about 
the  18th  week  of  gestation.  The 
18th  week  is  a desirable  time  to 
perform  echocardiography, 
because  at  this  point  in  gestation, 
the  cardiac  structures  are  large 
enough  to  be  imaged,  but  the 
fetus  is  still  considered  previable, 
making  termination  of  pregnancy 
a realistic  option  for  those  parents 
who  choose  to  do  so.  Fetal 
echocardiography  can  be 
performed  easily  until  the  32nd 
week  of  gestation,  when  the 
method  becomes  more  difficult 
secondary  to  a relatively 
decreased  amniotic  fluid  volume 
and  fetal  immobility." 

Real-time  cross-sectional 
echocardiography  is  the  mainstay 
in  evaluation  of  fetal  cardiac 
structure.  However,  other  imaging 
modes  are  equally  important  in 
specific  situations.  M-mode 
echocardiography  is  essential  in 
evaluation  of  fetal  arrh}dhmias  at 
the  time  of  diagnosis,  and  also 
during  interventional  therapy.  This 
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mode  also  is  quite  useful  for 
measurements  of  cardiac 
chambers  and  vessels.^  Doppler 
echocardiography  is  important  in 
assessing  hemodynamics  and  can 
be  helpful  in  delineating  complex 
cardiac  malformations.  One  group 
has  outlined  four  situations  in 
which  Doppler  study  may  be  best 
used:  (1)  when  sonographic 
resolution  is  poor,  e.g.,  with 
unfavorable  fetal  lie,  Doppler  may 
serve  to  guide  the  orientation  of 
the  transducer;  (2)  when  accurate 
assessment  of  intracardiac 
hemodynamics  is  needed  for 
diagnosis,  e.g.,  Doppler  may 
identify  a ventricular  septal  defect 
shunt  not  identifiable  by  cross- 
sectional  imaging;  (3)  when 
measurement  of  cardiac  output  is 
needed  for  diagnosis,  e.g., 

Doppler  can  identify  ventricular 
output  in  fetal  hydrops  with  high 
output  cardiac  failure;  and  (4) 
when  cross-sectional 
echocardiography  cannot 
adequately  delineate  complicated 
cardiac  malformations."  Thus, 
several  different  modes  of 
sonographic  imaging  may  be  used 
to  evaluate  the  fetal  heart,  and 
their  use  can  be  tailored  to  the 
individual  patient. 

Although  fetal 
echocardiography  has  been 
demonstrated  to  be  quite  accurate 
in  prenatal  diagnosis,  it  is  not 
without  certain  limitations. 

Factors  which  limit  the  use  of 
fetal  echocardiography  include 
maternal  obesity,  unfavorable  fetal 
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lie,  oligohydramnios, 
polyhydramnios,  and  gestational 
age  < 18  weeks  or  > 32  weeks/  ® 
Several  series  have  been  done 
which  indicate  that  more  severe 
cardiac  malformations  are  more 
easily  detected  than  simpler 
defects,  e.g.,  an  isolated,  small 
ventricular  septal  defect  or  mild 
valvular  disease/  ®'  Even  with 
these  disadvantages,  fetal 
echocardiography  will  prove  to  be 
an  important  aid  in  diagnosing 
cardiac  anomalies  prenatally. 

Indications 

Some  idealists  might  advocate 
generalized  screening  of  all 
pregnancies  with  fetal 
echocardiography.  However,  this 
broad-ranged  screening  is  neither 
financially  feasible  nor  time 
efficient.  It  becomes  necessary, 
then,  to  establish  a fairly  standard 
list  of  indications  which  place  a 
fetus  at  a relatively  increased  risk 
for  developing  heart  disease. 

These  indications  are  proposed 
throughout  the  literature  and  will 
be  reviewed  here.®'®''^' '* 

Risk  factors  for  the 
development  of  congenital  heart 
disease  can  be  categorized 
according  to  whether  they  pertain 
to  fetal  problems,  maternal 
factors,  or  family  history  (Table 
1).  Problems  identified  in  the 
fetus  which  indicate  the  need  for 
fetal  echocardiography  include 
symmetric  intrauterine  growth 
retardation.  A significant  number 
of  these  fetuses  have 
chromosomal  abnormalities, 
which  dramatically  increase  the 
risk  of  congenital  heart  disease. 

In  these  instances,  the  incidence 
of  heart  disease  has  been 
reported  as  high  as  99%.^  Fetal 
arrhythmias  are  another  indication 


TABLE  1 — Indications  for  Fetal 
Echocardiography 


FETAL 
— lUGR 
— ^Arrhythmia 
— Bradycardia 

— Extracardiac  Malformation 
— Non-immune  Hydrops 
— Chromosomal  Abnormalities 

MATERNAL 

— Exposure  to  Teratogens 
ETOH 

Amphetamines 

Anticonvulsants 

Lithium 

Viruses 

— Rh  Sensitization 
— Diabetes  Mellitus 
— Preeclampsia 
— Collagen  Vascular  Disease 

FAMILIAL 

— Congenital  Heart  Disease 
(in  previous  offspring  or  parent) 


for  prenatal  echocardiography; 
these  include  tachyarrhythmia, 
bradycardia,  and  ectopic  beats. 
Since  they  are  often  associated 
with  cardiac  defects,  extracardiac 
malformations  and  identified 
chromosomal  abnormalities  are 
also  risk  factors  which  necessitate 
fetal  echocardiograms. Finally, 
any  fetus  with  non-immune 
hydrops  should  undergo 
echocardiography,  since  many 
times  a cardiac  cause  for  the 
hydrops  is  found."* 

Maternal  risk  factors  which 
indicate  the  need  for  further  fetal 
cardiac  evaluation  include 
exposure  to  specific  teratogens. 
These  teratogens  include  alcohol, 
amphetamines,  anticonvulsants, 
lithium  (associated  with  Ebstein’s 
Anomaly),  and  certain  viruses. 
Maternal  Rh  sensitization  and 
preeclampsia  are  indications  for 
fetalechocardiography,  since  both 
cases  may  be  associated  with 
fetal  hydrops.  Maternal  diabetes 


mellitus  is  a well  known  entity 
associated  with  congenital 
cardiac  malformations  and 
asymmetric  septal  hypertrophy  as 
is  maternal  collagen  vascular 
disease  (associated  with 
congenital  heart  block);  therefore, 
fetal  cardiac  evaluation  should  be 
performed  in  all  of  these  patients. 

A family  history  of  congenital 
heart  disease,  either  in  a parent 
or  a sibling,  is  another  indication 
for  fetal  echocardiography.  The 
need  for  careful  and  deliberate 
screening  of  all  mothers  is 
apparent;  with  identification  of 
those  at  risk,  prenatal  diagnosis 
then  may  be  made,  perhaps 
improving  outcome  of  those 
pregnancies. 

Specific  Cardiac  AbnormaJities 

Fetal  arrhythmias  can  be 
associated  with  structural  heart 
disease,  but  even  without 
structural  defects  they  can  cause 
serious,  life-threatening  problems. 
Arrhythmias  are  best  evaluated  by 
combined  cross-sectional  and  M- 
mode  echocardiography.  Ectopic 
beats  are  one  form  of  arrhythmia 
which  must  be  followed  carefully, 
as  they  can  be  associated  with 
spontaneous  occurrence  of  a 
sustained  arrhythmia. 
Tachyarrhythmias  also  must  be 
monitored  closely  because  they 
are  often  the  cause  of  in  utero 
congestive  heart  failure.  Fetal 
echocardiography  can  be 
invaluable  in  following 
tachyarrhythmias  which  are  being 
treated  with  transplacental 
pharmacologic  cardioversion. 
Finally,  bradycardia  has  been 
reported  to  have  a 50%  incidence 
of  congenital  heart  disease,  and 
any  fetus  with  bradycardia  should 
be  evaluated  carefully  with 
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echocardiography.'^ 

Non-immune  hydrops  fetalis 
carries  a grave  prognosis  and 
should  be  evaluated  carefully  to 
determine  etiology  and  possible 
modes  of  intervention.  Many 
cases  of  non-immune  hydrops  are 
secondary  to  a cardiac  defect;  in 
one  study,  10  of  13  fetuses  with 
non-immune  hydrops  had  a 
cardiac  abnormality  as  a cause. '■* 
Fetal  echocardiography  is  useful 
in  determining  these  cardiac 
abnormalities  and  is  mandated  in 
all  fetuses  with  non-immune 
hydrops. 

Many  aneuploidy  syndromes 
are  associated  with  congenital 
heart  disease.'^  The  incidence  of 
aneuploidy  in  fetuses  with 
echocardiographically  diagnosed 
congenital  heart  disease  has  been 
reported  from  25-32%. y^e 
chromosome  abnormalities 
identified  most  commonly  were 
Trisomies  13,  18,  21  and  Turner’s 
Syndrome.  Thus,  it  is  possible  to 
identify  the  cardiac  manifestations 
of  genetic  syndromes  prior  to 
amniocentesis  and  chromosomal 
analysis.  This  finding  indicates 
that  chromosomal  analysis  of  all 
fetuses  with  known  congenital 
heart  disease  is  probably  an 
efficient  and  relatively  productive 
screen  for  genetic  diseases. 

Effect  on  Medical  Management 

Prenatal  diagnosis  of  congenital 
heart  disease  influences  prenatal 
care  and  improves  neonatal 
care. The  assessment  of  fetal 
cardiac  anatomy  helps  in  genetic 
counselling,  treatment  of  cardiac 
arrhythmias,  and  planning 
delivery  and  postnatal 
management.^  With  advanced 
knowledge  of  congenital  heart 
disease,  timely  intervention  can 


be  planned,  e.g.  Prostaglandin  E, 
can  be  instituted  immediately 
after  birth  in  previously  diagnosed 
ductal-dependent  lesions.^ 
Transplacental  cardioversion  with 
pharmacologic  agents  can  be 
attempted  and  is  often  successful 
in  prenatally  diagnosed 
supraventricular  tachycardia.'^ 
Other  intervention  which  can  be 
planned  when  heart  disease  is 
diagnosed  prenatally  is  atrial 
septostomy  in  transposition  of  the 
great  arteries;  this  can  be 
performed  early  on,  prior  to  the 
onset  of  significant  deterioration 
of  the  infant.'^  Finally,  if 
congenital  heart  disease  is 
diagnosed  early  in  gestation,  prior 
to  viability  of  the  fetus, 
termination  of  the  pregnancy  may 
be  offered  to  the  parents, 
especially  in  cases  of  multiple 
fetal  anomalies,  e.g..  Trisomy  18. 
Even  if  the  parents  decide  against 
termination  of  the  pregnancy,  the 
early  knowledge  of  congenital 
heart  disease  is  important  in 
counselling,  and  the  decision  to 
avoid  heroic  measures  can  be 
made  in  a controlled,  relatively 
calm  situation.  Obviously, 
prenatal  and  postnatal 
management  are  greatly 
influenced  by  diagnosis  of  heart 
disease  with  fetal 
echocardiography,  often  with 
improvement  in  outcome  of 
affected  fetuses. 

Conclusion 

Advances  in  echocardiographic 
technology  have  made  prenatal 
diagnosis  of  congenital  heart 
disease  feasible  in  those  fetuses 
identified  at  increased  risk.  Fetal 
echocardiography  also  is  useful  in 
monitoring  therapeutic 
interventions  and  in  identifying 
fetuses  with  possible  genetic 


syndromes.  The  knowledge 
gained  from  fetal 

echocardiography  is  invaluable  as 
an  aid  to  obstetrical  management, 
parental  counselling,  and 
perinatal  care  of  the  affected 
infant. 
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IF  YOU  DIAGNOSE 
ARTHRITIS 

PART  OF  THE  TREATMENT  CAN  BE  THE 
ARTHRITIS  SELF  HELP  COURSE 

You  know  it  takes  more  than  medication  to  successfully  treat  arthritis. 
Patients  must  cope  with  the  many  aspects  of  their  chronic  rheumatic 
disease,  something  they  can  learn  to  do  at  the  Arthritis  Foundation’s 
Self  Help  Course. 

Thousands  of  people  have  taken  this  six-week  course.  And  the  result 
has  been  patients  who  better  understand  their  condition,  exercise  more 
and  experience  less  pain.  That  means  better  compliance  with  prescribed 
treatment. 

The  course  is  taught  by  certified  instructors,  and  specific  treatment  ques- 


364 


Journal  of 


i 


C L A 5 S I F 


E 


S 


PHYSICIAN  WANTED 

Part-time  physician  needed  for 

Atlanta  area  physician’s  office. 

Practice  limited  to  the  medical 
management  of  obesity.  Prefer  a 
semi-retired  or  retired  non-smoker. 
Call  J.T.  Cooper,  M.D.,  (952-7681)  for 
further  information. 

FOR  SALE 

Medical  Office,  4th  floor,  Kenmar 
Building,  833  Campbell  Hill  St., 
Marietta,  includes  x-ray  room  with  x- 
ray  machine  & film  processor,  2154 
sq.  ft.  capacity  for  5 exam  rooms,  two 
consultation  offices.  427-5511. 


20-year  Internal  Medicine  practice 

available  immediately  in  beautiful 
DeKalb  County,  Decatur,  GA.  Located 
in  an  affluent  Williamsburg  setting, 
within  minutes  of  7 major  Atlanta 
hospitals.  This  private  practice  has 
over  3000  active  patients,  with  5-8 
new  ones  added  each  week.  All 
private  pay,  with  98%  collections. 
Seller  will  allow  adequate  time  to 
effectively  introduce  the  new 
physician  to  the  patients  and  medical 
community.  Call  Bob  Moore  or  Mike 
Fleischman,  Gates,  Moore  & Co., 
(404)  266-9876. 


OTHER 

1989  CME  Cruise/Conferences  On 
Medicolegal  Issues  & Risk 
Management  — Caribbean,  Mexico, 
Alaska/Canada,  China/Orient, 
Scandinavia/Russia,  Mediterranean, 
Black  Sea,  and  Trans  Panama  Canal. 
Approved  for  24-28  CME  Category  1 
Credits  (AMA/PRA)  and  AAFP 
prescribed  credits.  Excellent  group 
rates  on  finest  ships.  Pre-scheduled  in 
compliance  with  IRS  requirements. 
Information;  International 
Conferences,  189  Lodge  Ave., 
Hungtington  Station,  NY  11746.  (800) 
521-0076  or  (516)  549-0869. 


What  will  you  tell  her  about 
screening  mammography? 


Many  of  your  patients  will  hear  about  screening  mam- 
mography through  a program  launched  by  the  American 
Cancer  Society  and  the  American  College  of  Radiology,  and 
they  may  come  to  you  with  questions.  What  will  you  tell  them? 

We  hope  you’ll  encourage  them  to  have  a screening 
mammogram,  because  that,  along  with  your  regular  breast 
examinations  and  their  monthly  self  examinations,  offers  the 
best  chance  of  early  detection  of  breast  cancer,  a disease  which 
will  strike  one  woman  in  10. 

If  you  have  questions  about  breast  cancer  detection  for 
asymptomatic  women,  please  contact  us. 

I AAAERKAN  Professional  Education  Depl  American  1891  Preston  white  Dr 

^OXNCER  National  Headquarters  College  Of  Riston,  Virginia  22091 

?SOCJETY“  90  Park  Avenue  RadicSoQV  (703)648-8900 

New  York.  New  York  10016 
or  your  local  society 


How  many  times  have  you  reluctantly  declined  dinner 
with  friends  because  of  professional  commitments? 
The  EmQuest  concept  can  free  you  from  time-consuming 
responsibilities. Enjoy  a week,  a year  or  a career  with 
the  flexibility  and  benefits  of  the  locum  tenens  lifestyle. 
Let  EmQuest  show  you  how  you  can  have  more  special 
time  for  yourself,  your  family  and  friends. 

EmQuest 

3310  Live  Oak  Street  LB-10,  Dallas,  Texas  75204 
(214)  823-6850  (800)  527-2145  USA 
A subsidiary  of  EmCare,  Inc. 
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MANUSCRIPTS  — Articles  are  accepted  for  publication 
on  the  condition  that  they  are  contributed  solely  in  this 
Journal.  Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original  and  one  copy  should  be  submitted.  Receipt 
of  manuscripts  will  be  acknowledged  and  unused  manu- 
scripts returned.  Used  manuscripts  will  be  returned  only  if 
requested. 

STYLE  — Ordinarily  articles  should  not  exceed  3,000  words. 
Only  under  exceptional  circumstances  will  articles  of  over 
4,000  words  be  published.  Footnotes,  bibliographies,  and 
legends  should  be  typed  on  separate  sheets,  double-spaced. 
Bibliographies  should  conform  to  the  following  style:  name 
of  author  (with  initials),  title  of  article,  name  of  periodical, 
date,  volume  (number,  if  available),  and  pages. 

Sorter  NA,  Wasserman  SI,  Austen  KF.  Cold 
urticaria  release  into  circulation  of  his- 
tamine and  eosinophil  chemotactic  fac- 
tor of  anaphylaxis  during  cold  challenge. 

N Engl  J Med  1976;294:687-90. 

NEWS  NOTES  — District  and  county  medical  societies. 
Association  members,  and  readers  are  invited  to  send  in 
any  news  items  of  general  concern  to  members  of  the  Med- 
ical Association  of  Georgia. 

REPRINTS  — Requests  for  reprints  should  be  made  di- 
rectly to  The  Ovid  Bell  Press,  Inc.,  1201-05  Bluff  Street, 
Fulton,  Missouri  65251 . Reprints  must  be  ordered  within  30 
days  after  publication,  since  all  type  will  be  destroyed  after 
that  time. 

ILLUSTRATIONS  — Illustrations  must  be  submitted  in 
duplicate.  Illustrations,  tables,  etc.,  should  bear  the  author’s 
name  and  figure  number.  Used  photographs,  drawings  and 
cuts  will  be  returned  after  publication  only  if  requested.  The 
cost  of  reproduction  of  illustrated  material  for  publication 
in  excess  of  three  average  illustrations  and/or  tables  will  be 
borne  by  the  author,  and  the  Journal  will  bill  the  author  for 
this  expense. 

GENERAL  POLICY  — Authors  will  be  given  as  wide  a 
latitude  as  the  general  policy  of  the  Journal  and  the  de- 
mands on  its  space  permit.  The  right  to  reduce,  revise,  or 
reject  any  material  submitted  for  publication  is  always  re- 
served. The  Journal  is  not  responsible  for  statements  made 
by  any  contributor.  All  communications  regarding  editorial, 
advertising,  subscription,  and  miscellaneous  matters  should 
be  sent  to  The  Editor,  938  Peachtree  Street,  N.E.,  Atlanta, 
GA  30309-3990. 

ADVERTISING  — All  pharmaceutical  advertising  must  be 
approved  by  the  State  Medical  Journal  Advertising  Bureau, 
Inc.,  to  be  acceptable  for  publication.  Other  advertising 
copy  may  be  accepted  subject  to  the  approval  of  the  Editor. 
All  copy  or  negatives  must  reach  the  Journal  office  by  the 
10th  of  the  month  preceding  publication.  General  and  clas- 
sified advertising  rates  will  be  furnished  on  request. 

MEDICAL  EDITING  SERVICES  — If  in  the  opinion  of 
the  Journal  Editorial  Board,  material  submitted  for  publi- 
cation could  be  improved  by  a Medical  Editing  Service,  the 
Editor  will  contact  the  author  for  his  approval.  Association 
members  needing  assistance  in  preparation  of  material  for 
publications  may  also  use  this  service.  A reasonable  charge 
is  made  for  this  service  and  the  cost  of  this  will  be  borne 
by  the  author. 
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VASOTEC 


(ENALAPRIL  MALEATE 1 MSD) 


Contraindications:  VASOTEC®  (Enalapril  Maleate,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  giottis,  and/or  larynx  has  been  reported  in 
patientstreatedwilhACEinhibitors,  includingVASOTEC,  Insuch  cases,  VASOTECshould  be  promptlydiscontinuedand  the 
patient  carefully  observed  until  the  swelling  disappears.  In  instances  where  swelling  has  been  confined  fo  the  faceand  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  usefui  in  relieving  symptoms. 
Angioedema  associated  with  laryngeal  edema  may  be  fatal.  Where  there  is  invoivement  of  the  tongue,  giottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g. , subcutaneous  epinephrine  solution 
1:1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 


Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone.  Heart 
failure  pafienfs  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  of  fherapy  for  confinuing  sympfomafic  hypotension  usually  Is  not  necessary  when  dosing  instructions 
are  followed;  caufion  should  be  observed  when  initiating  therapy.  (See  DOSAGE  AND  ADMINISTRATION.)  Patients  at 
risk  for  excessive  hypofension,  somefimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  dealh,  include  those  with  the  following  conditions  or  characteristics:  hear!  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  of  any  etiology.  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  in  patients  at  risk  tor  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments.  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS.) In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  tor  the  first  two  weeks  of  treatment  and  whenever  the  dose  of  enalapril 
and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident. 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  it  necessary,  receive  an  intrave- 
nous infusion  of  normal  saline.  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  of  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized.  If  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant  diuretic  may  be  necessary. 

Neutropenia! Agranulocytosis:  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease.  Available  data  from  clinical  trials  ot  enalapril  are  insufficient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates.  Foreign  marketing  experience  has  revealed  several  cases  ot  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded.  Periodic  monitoring  of  white  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered. 


Precautions:  General:  Impaired  Renal  Function:  As  a consequence  ot  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals.  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  of  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death. 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients.  These  increases  were  almost  always  reversible  upon 
discontinuation  of  enalapril  and/or  diuretic  therapy.  In  such  patients,  renal  function  should  be  monitored  during  the  first 
tew  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment.  Dosage  reduc- 
tion and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  required. 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
funclion.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia:  Elevated  serum  potassium  (>  5.7  mEq/L)  was  observed  in  approximately  1%  of  hypertensive  patients  in 
clinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy.  Hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0.28%  of  hypertensive  patients.  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3.8%  of  patients,  but  was  not  a cause  tor  discontinuation. 

Risk  factors  tor  the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant  use 
ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  if  at  all,  with  VASOTEC.  (See  Drug  Interactions.) 

, Surgery/AnesIhesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release.  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion. 

Inlormation  lor  Patients: 

Angioedema:  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  of  enalapril. 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
I ot  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician. 

Hypotension:  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  first  tew  days  ot  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
' physician. 

I All  oatienls  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 
' pressure  because  ot  reduction  in  fluid  volume.  Other  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may  also 
lead  to  a fall  in  blood  pressure;  patients  should  be  advised  to  consult  with  the  physician. 

Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician. 

[ Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e  g.,  sore  throat,  fever)  which  may  be 
a sign  of  neutropenia. 

■ NOTE;  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted.  This  inlormation  is 
intended  to  aid  in  the  sate  and  effective  use  of  this  medication.  It  is  not  a disclosure  ot  all  possible  adverse  or  intended 
effects. 

‘ Drug  Interactions: 

•.Hypotension:  Patients  on  Diuretic  Therapy:  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
; recently  instituted  may  occasionally  experience  an  excessive  reduction  ot  blood  pressure  after  initiation  of  therapy  with 
! enalapril.  The  possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  of  treatment  with  enalapril.  It  it  is  necessary  to  continue  the  diuretic,  provide 
I close  medical  supervision  after  the  initial  dose  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  tor  at  least  an 
; additional  hour.  (See  VtfARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release:  The  antihypertensive  effect  of  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e.g.,  diuretics). 

■ Other  Cardiovascular  Agents:  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  significant 
'adverse  interactions. 

- Agents  Increasing  Serum  Potassium:  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics.  Potas- 
sium-sparing diuretics  (e  g.,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
. taining  salt  substitutes  may  lead  to  signiticant  increases  in  serum  potassium.  Therefore,  if  concomitant  use  of  these 
I agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
! ing  ot  serum  potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 

■ 'VASOTEC. 

' Lithium:  A few  cases  ot  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  of  both  drugs.  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
• mended  that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  frequently. 


Pregnancy-Category  C:  There  was  no  tetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ot  enalapril 
(333  times  the  maximum  human  dose),  Fetotoxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ot  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline.  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  ot  1 mg/kg/day  or 
more.  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  ot  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose). 

Radioactivity  was  found  to  cross  the  placenta  following  administration  ot  labeled  enalapril  to  pregnant  hamsters. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  Milk  in  lactating  rats  contains  radioactivity  following  administration  ot  mC  enalapril  maleate.  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk.  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

Adverse  Reactions:  VASOTEC  has  been  evaluated  for  safety  in  more  than  10,000  patients,  including  over  1000 
patients  treated  tor  one  year  or  more,  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  2987  patients. 

Hypertension:  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were:  headache  (5.2%),  dizziness 
(4.3%),  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were:  diarrhea  (1.4%),  nausea  (1,4%),  rash  (1.4%),  cough  (1.3%),  orthostatic  effects  (1.2%),  and  asthenia  (1.1%). 

Heart  Failure:  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were:  dizziness 
(79%).  hypotension  (6,7%),  orthostatic  effects  (2.2%),  syncope  (2.2%),  cough  (2.2%),  chest  pain  (2.1%).  and  diarrhea 
(2.1%). 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were:  fatigue  (1.8%),  headache  (1.8%),  abdominal  pain  (1.6%),  asthenia  (1.6%),  orthostatic  hypo- 
tension (1.6%),  vertigo  (1.6%),  angina  pectoris  (1.5%),  nausea  (1.3%),  vomiting  (13%),  bronchitis  (1.3%),  dyspnea 
(1.3%),  urinary  tract  infection  (1.3%),  rash  (1.3%),  and  myocardial  infarction  (1.2%). 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0.5%  to  1%  of  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ot  decreasing  severity  within  each 
category: 

Cardiovascular:  Myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS,  Hypotension),  cardiac  arrest;  pulmonary  embolism  and  intarction;  rhythm  distur- 
bances; atrial  fibrillation;  palpitation. 

Digestive:  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis, 
Nervous/Psychiatric:  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia. 

Urogenital:  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy. 

Respiratory:  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  infection. 

Skin.  Herpes  zoster,  pruritus,  alopecia,  flushing,  photosensitivity. 

Other  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus, 

A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present.  Rash  or  other  dermatologic  manifestations  may  occur.  These  symptoms  have  disap- 
peared after  discontinuation  ot  therapy. 

Angioedema:  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%).  Angioedema  associated  with 
laryngeal  edema  may  be  fatal.  It  angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS.) 
Hypotension:  In  the  hypertensive  patients,  hypotension  occurred  in  0.9%  and  syncope  occurred  in  0.5%  ot  patients 
lollowing  the  initial  dose  or  during  extended  therapy.  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy 
in  0.1%  ot  hypertensive  patients.  In  heart  failure  patients,  hypotension  occurred  in  6.7%  and  syncope  occurred  in  2.2% 
ot  patients.  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy  in  1.9%  ot  patients  with  heart  failure. 
(See  WARNINGS.) 

Clinical  Laboratory  Test  Findings: 

Serum  Electrolytes:  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia. 

Creatinine,  Blood  Urea  Nitrogen:  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0.2%  of  patients  with  essential  hypertension 
treated  with  VASOTEC  alone.  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS.)  In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ot 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  of  patients.  Increases  In  blood  urea 
nitrogen  or  creatinine  were  a cause  tor  discontinuation  in  1 2%  ot  patients. 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ot  approximately  0.3  g % 
and  1.0  vol  %,  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists.  In  clinical  trials,  less  than  0.1%  of  patients  discon- 
tinued therapy  due  to  anemia. 

Other  (Causal  Relationship  Unknown):  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported. 

Liver  Function  Tests:  Elevations  ot  liver  enzymes  and/or  serum  bilirubin  have  occurred. 

Dosage  and  Administration:  Hypertension:  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  ot  VASOTEC,  The  diuretic  should,  it  possible,  be  discon- 
tinued tor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ot  hypotension,  (See 
WARNINGS.)  If  the  patient's  blood  pressure  Is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed. 

If  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2.5  mg  should  be  used  under  medical  supervision  tor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  tor  at  least  an  additional  hour.  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day.  Dosage  should  be  adjusted  according  to 
blood  pressure  response.  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses.  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  diminish  toward  the  end  of  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered.  It  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added. 

Concomitant  administration  ot  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  of  serum  potassium  (see  PRECAUTIONS). 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment:  The  usual  dose  of  enalapril  is  recommended  for 
patients  with  a creatinine  clearance  >30  mUmin  (serum  creatinine  of  up  to  approximately  3 mg/dL).  For  patients  with 
creatinine  clearance  «30  mLymin  (serum  creatinine  »3  mg/dL),  the  first  dose  is  2.5  mg  once  daily.  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ot  40  mg  daily. 

Heart  Failure:  VASOTEC  is  indicated  as  adiunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starting  dose  is 
2.5  mg  once  or  twice  daily.  Atter  the  initial  dose  ot  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
for  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour.  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions.)  It  possible,  the  dose  of  the  diuretic  should  be  reduced,  which  may  diminish  the  likelihood 
ot  hypotension.  The  appearance  of  hypotension  after  the  initial  dose  ot  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  lollowing  effective  management  of  the  hypotension.  The  usual  therapeutic  dosing  range  tor 
the  treatment  ot  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses.  The  maximum  daily  dose  is  40  mg.  Once-daily 
dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing.  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV),  patients  were 
treated  with  2.5  to  40  mg  per  day  of  VASOTEC,  almost  always  administered  in  two  divided  doses.  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Efiects.)  Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response.  (See  WARNINGS.) 

Dosage  Adjustment  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia:  In  heart  failure  palients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1,6  mg/dL,  therapy  should  be  initiated  at  2.5  mg 
daily  under  close  medical  supervision.  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure,  WARNINGS,  and  PRE- 
CAUTIONS, Drug  Interactions.)  The  dose  may  be  increased  to  2.5  mg  b i d.,  then  5 mg  b i d,  and  higher 
as  needed,  usually  at  intervals  ot  tour  days  or  more,  it  at  the  time  of  dosage  adjustment  there  is  not  Ivl  S D 
excessive  hypotension  or  significant  deterioration  ot  renal  function.  The  maximum  daily  dose  is  40  mg.  merqk 
For  more  detailed  inlormation,  consult  your  MSD  representative  or  see  Prescribing  Inlormation.  Merck  SHARft 

Sharp  & Dohme,  Division  ot  Merck  & Co.,  Inc.,  West  Point,  PA  19486.  j6vsi8r(bi5)  DOHME 
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An  insurance  company 
that  takes  your  interests 

to  heart: 


MAG  Mutual 

makes  the  dijfference. 


As  a physician, 
you’re  used  to  listening,  getting  to  the  heart 
of  the  matter,  then  putting  the  interests  of 
your  patients  first. 

So,  it  is  appropriate  that  a group  of 
physicians  would  put  together  a liability 
insurance  company  that  takes  the  interests 
of  Georgia  physicians  to  heart. 

That’s  just  how  MAG  Mutual  works. 
We’re  physician  owned  and  that  means  our 
insurance  and  services  are  directed  by  physi- 
cians  like  yourself  concerned  with  curbing 
rising  rates  and  committed  to  changing 
Georgia’s  professional  liability  climate 
through  legislative  reform. 

We’re  also  flexible.  We  listen  and  respond 
by  providing  the  finest  service  and  best 
coverage  available  in  a wide  range  of  pro- 
grams  so  you  can  choose  the  one  most  appro- 
priate  to  your  insurance  needs.  From  tailor- 
made  insurance,  to  prior  acts  coverage,  to 
reporting  endorsement  options,  we  contin- 
ually refine  and  develop  programs  in 
response  to  your  input. 


And  we’re  competi- 
tive. We  offer  a wide  variety  of 
premium  discounts  such  as  our  Loss 
Excellence  Appreciation  Discount  (LEAD) 
and  our  Loss  Prevention  program  to  help  you 
keep  your  cost  of  insurance  down. 

Most  importantly  of  all,  we’re  specialists. 
We’re  attuned  to  the  Georgia  medical  profes- 
sion and  all  the  considerations  that  commit- 
ment entails.  Erom  our  service-oriented  staff 
to  our  flexible  insurance  programs,  we’re 
always  here  for  you. 

Let’s  face  it.  You  put  your  heart  into 
your  profession  because  you  know 
you  can  make  a differ- 
ence. At  MAG 
Mutual,  we  take 


your  interests 
to  heart 
because  we 
want  to  make 
the  difference  for  you.  For  more  informa- 
tion or  an  application,  call 
(404)  842-5600  or  1-800-282-4882. 


fflUTuni 

MAG  MUTUAL  INSURANCE  COMPANY 

Eight  Piedmont  Center,  Suite  600  3525  Piedmont  Road  Atlanta,  Georgia  30305-1533  (404)  842-5600 
Mailing  Address;  Post  Office  Box  52979  Atlanta,  Georgia  30355-0979  1-800-282-4882 


YOCON' 

YOHIMBINE  HCI 


DescrtpHofi:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-caf- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  it  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  It  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympatfietic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.t  '2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.t-S 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  i 1 tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  repo.ffed  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Va  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Applied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100’s  NDC  53159-001-01  and  1000’s  Nnc 

53159-001-10. 
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PROMOTE  AIDS 
EDUCATION 

AMA  MEDICAL 
STUDENT  SECTION 
T-SHIRT  SALE 


Wear  the  t-shirt  that  promotes 
ADDS  education.  The  t-shirts' 
slogan  "Spread  the  Word, 
Not  the  Disease  - AIDS" 
reflects  the  Medical  Student 
Section's  ongoing  commitment 
to  AIDS  education.  The 
Section  sponsors  a community 
action  program  "AIDS 
Education:  Medical  Students 
Respond"  through  which 
medical  students  help  educate 
adolescents  about  AIDS. 

The  t-shirts  are  bright  red  and 
are  available  in  sizes  large  and 
extra  large. 

Please  enclose  a $10.00 
donation  (per  shirt)  to  the  AMA- 
MSS/AMA-ERF  International 
Scholars  Fund.  Price  includes 
postage  and  handling.  All 
proceeds  will  benefit  the 
Scholars  Fund. 


AMA-MSS/AMA-ERF 
International  Scholars  Fund 
P.O.  Box  59473 
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The  Third  Act 


Joe  L Nettles,  M.D. 


“Life  is  a three-act  play  with  a 
badly  written  third  act” 

IMPROVING  life’s  THIRD  ACT  will 
be  the  focus  of  our  efforts 
during  the  next  year.  The  over-65 
population  in  Georgia  will  double 
in  the  next  10  years.  This  year, 
President  Bush,  through  Graham- 
Rudman,  has  recommended  a $5 
billion  cutback  in  medical 
funding.  With  our  increasingly 
complex  and  costly 
armamentarium  of  tests  and 
procedures,  we  must  place  the 
emphasis  on  quality  of  life. 
Figures  show  that  50  cents  of  the 
medical  dollar  is  expended  in  the 
patient’s  final  month  of  life. 

This  year,  the  Georgia 


Legislature  made  three  separate 
efforts  to  mandate  Medicare 
assignment,  in  one  case  tying  it  to 
medical  licensure.  The  AEtna  Part 
B Medicare  coverage  snafu  has 
the  AARP  worried  that  Georgia 
physicians  will  abandon  the 
elderly. 

Through  our  Senior  Citizen’s 
Advocacy  Committee  and  our 
Public  Relations  Committee  we 
are  making  efforts  to  see  that  the 
elderly,  like  all  other  citizens,  are 
properly  cared  for. 

We  can  re-write  Life’s  script 
and  provide  a third  act  that  has 
quality  and  meaning.  After  all,  we 
will  ultimately  be  the  beneficiaries 
of  our  efforts. 


I 
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NEW  MEMBERS 

Barnhill,  James  E.,  Cardiology  — 
Gwinnett-Forsyth  — (Active) 

601 -A  Professional  Dr, 
Lawrenceville  30245 

Barratt,  Peter  J.,  Obstetric/ 
Gynecology  — MAA  — (Active) 
3193  Howell  Mill  Rd.,  Ste.  323, 
Atlanta  30327 

Bashuk,  Robert  G.,  Neurology  — 
Cobb  — (Active)  3910  Austell 
Rd.,  Ste.  204,  Austell  30001 

Bassey,  Ephraim  N.,  Internal 
Medicine/Nephrology  — MAA 
— (Active  N2)  777  Cleveland 
Ave.,  Ste.  305,  Atlanta  30342 

Berndt,  George  A.,  Colorectal 
Surgery  — MAA  — (Active  N2) 
5667  Peachtree  Dunwoody  Rd., 
Ste.  330,  Atlanta  30342 

Bruner,  Phillip  M.,  Obstetrics/ 
Gynecology  — Bibb  — 
(Resident)  777  Hemlock  St., 
Macon  31201 

Chitluri,  Jaisree  R., 
Ophthalmology  — Clayton- 
Fayette  — (Active)  Bldg.  B,  Ste. 
5,  181  Upper  Riverdale  Rd., 
Riverdale  30274 

Coussens,  Patricia  D.,  Obstetrics/ 
Gynecology  Ocmulgee  (Active) 
Pulaski  Professional  Bldg.  B, 
Hawkinsville  31036 

Daugherty,  J.  Thomas,  Family 
Practice  — Floyd-Polk- 
Chattooga  — (Resident)  Floyd 
County  Hospital,  Turner  McCall 
Blvd.,  Rome  30161 

Davis,  Donald  M.,  Anesthesiology 
— MAA  — (Active)  1 000 
Johnson  Ferry  Rd.,  Atlanta 
30042 


Desai,  Rajiv  D.,  Obstetrics/ 
Gynecology  — Walton  — 

(Active  Nl)  330  Alcova  St., 
Monroe  30655 

Dixit,  Bhushit  S.,  Psychiatry  — 
Muscogee  — (Active)  1472 
Millingham  Rd.,  Columbus 
31904 

Fenlon,  Patrick  B.,  Internal 
Medicine  — Thomas  Area  — 
(Active)  114  Mimosa  Dr., 
Thomasville  31792 

Flax,  Fredric  B.,  Pediatrics  — 

MAA  — (Active)  45  West 
Crossville,  Ste.  501,  Roswell 
20075 

Fraga,  Rick,  Cardiothoracic 
Surgery  — Clayton-Fayette  — 
(Active  N2)  506  Westbridge  Dr., 
Fairburn  30213 

Frederick,  Hal  M.,  Diagnostic 
Radiology  — Clayton-Fayette  — 
(Active)  33  S.W.  Upper 
Riverdale  Rd.,  Ste.  105, 

Riverdale  30274 

Gottlieb,  Alan  J.,  Internal 
Medicine/Rheumatology  — 

MAA  — 1372  Peachtree  St., 

N.E.,  Ste.  301,  Atlanta  30309 

Gowitt,  Gerald  T.,  Forensic 
Pathology  — MAA  — (Active 
Nl)  50  Coca  Cola  Place,  S.E., 
Atlanta  30303 

Graumlich,  James  F.,  Internal 
Medicine  — Georgia  Medical  — 
(Active  N2)  100  East  Park  Ave., 
Savannah  31401 

Harless,  Dean  M.,  Anesthesiology 
— Gwinnett-Forsyth  — (Active) 
P.O.  Box  525,  Snellville  30278 

Hearth-Holmes,  Michelene  P., 
Internal  Medicine  — MAA  — 
(Resident)  218  Lansdowne  Ave., 
Decatur  30030 
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Hennessy,  Daniel  J., 
Ophthalmology  — MAA  — 
(Active)  3280  Howell  Mill  Rd., 
Ste.  123-W  Atlanta  30327 

Jerdan,  Myles  S.,  Dermatology/ 
Dermatopathology  — Cobb  — 
(N2)  Campbell  Hill  St.,  Marietta 
30060 

Jones,  Robert  P.,  Pediatrics  — 
Georgia  Medical  — (Active  N2) 
11702  Mercy  Blvd.  Ste.  1-C, 
Savannah  31419 

Kaminski,  Mary  L.,  Hematology/ 
Oncology,  Cobb  — (Active)  55 
South  Medical  Dr.,  Marietta 
30060 

Kanter,  Kirk  A.,  Cardiac  Surgery 
— MAA  — (Active)  1365  Clifton 
Rd.,  N.E.,  Atlanta  30322 

Kauten,  James  R.,  Cardiothoracic 
— MAA  — (Active)  35  Collier 
Rd.,  N.W.,  Ste.  620,  Atlanta 
30322 

Keyes,  William  G.,  Neonatology 
— MAA  — (Active  N2)  461 1 
Brunning  Court,  Dunwoody 
30338 

hide.  Brooks  S.,  Ill,  Internal 
Medicine  — MAA  — (Active 
Nl)  35  Collier  Rd.,  Ste.  500, 
Atlanta  30309 

Lucas,  Kathryn  J.,  Internal 
Medicine/Diabetes/ 
Endocrinology  — MAA  — 
(Active)  4536  Chamblee 
Dunwoody  Rd.,  Ste.  141,  Atlanta 
30342 

McKay,  William  P.,  Radiation 
Oncology  — Whitfield-Murray 
— (Active  N2)  1914  Canterbury 
Dr.,  Dalton  30720 

Murray  William,  General  Practice 
— MAA  — (Active)  1282  Avalon 
Place,  N.E.,  Atlanta  30306 
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Olsen,  Chris  L.,  Pathology  — 
Muscogee  — (N2)  P.O.  Box 
4176,  Columbus  31995 

Poland,  Donald  E., 

Ophtholmology  — Gwinnett- 
Forsyth  — (Nl)  696  Pike  St.,  Ste 
360,  Lawrenceville  30245 

Rearick,  David  A.,  Family  Practice 
— Cobb  — (Active),  3823 
Roswell  Rd.,  Marietta  30062 

Reed,  “Chip”  John  E., 
Endocrinology/Diabetes/Internal 
Medicine  — MAA  — 4536 
Chamblee  Dunwood  Rd.,  Ste. 
141,  Atlanta  30338 

Samuel  D.  Register,  III, 
Anesthesiology  — South 
Georgia — (Active)  1035  McRee, 
Valdosta  31610 

Rice,  Sally  P.,  Anesthesiology  — 
DeKalb  — (Active)  755 
Commerce  Dr.,  Ste.  413, 

Decatur  30030 

Richter,  Gary  C.,  Internal 
Medicine/Gastroenterology  — 
MAA  — (Active)  730  Peachtree 
St.,  Ste.  1095,  Atlanta  30308 

Rodriguez,  Jose  A., 

Cardiovascular  Disease  — 
Peachbelt — (Active)  131-B 
Carl  Vinson  Pkwy.,  Warner 
Robins  31095 

Rolland,  Ruick  S.,  Psychiatry  — 
MAA — (Active)  1928  Peachtree 
Rd.,  N.W.,  Ste.  401,  Atlanta 
30309 

Roy,  Deanna  L.,  Family  Practice 
— Bibb  — (Resident)  Medical 
Center  of  Central  Georgia,  P.O. 
Box  6000,  Macon  31208 

Rudert,  Cynthia  S.,  Internal 
Medicine/Gastroenterology  — 
MAA  — (Active)  1365  Clifton 
Rd.,  N.E.,  Atlanta  30322 

Schmidt,  David  R.,  General 
Surgery  — MAA  — (Resident) 
1219  Realm  Ln.,  Lawrenceville 
30244 
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Snell,  William  E.,  Family  Practice 
— Cobb  — (Active)  3923 
Roswell  Rd.,  Marietta  30062 

Sommers,  Guy  H.,  Addictionology/ 
Sports  Medicine  — Cobb  — 
(Active)  3993  South  Cobb  Dr., 
Smyrna  30080 

Stephenson,  Robert  H.  Jr., 
Diagnostic  Radiology  — Cobb 
— (Nl)  70  Tower  Rd.,  Marietta 
30060 

Thomas,  James  A.,  Jr.  Internal 
Medicine  — Thomas  Area  — 
(Active)  114  Mimosa  Dr., 
Thomasville  31792 

Tutsch,  Wilbert  R.,  Orthopaedics 
— MAA  — (Active)  1311 
Cleveland  Ave.  Ste.  401,  East 
Point  30344 

Warren,  David  B.,  Obstetrics/ 
Gynecology  — Bibb  — 
(Resident)  77  Hemlock  St., 
Macon  31201 

Wertheim,  Steven  B., 

Orthopaedics  — Cobb  — (N2) 
2520  Windy  Hill  Rd.,  Ste.  303, 
Marietta  30067 

Woodfin,  Blane  A.,  Orthopaedics 
— MAA  — (Active  Nl)  77 
Collier  Rd.,  Ste.  2000,  Atlanta 
30309 

Yuk,  Antonio  C.,  Neurosurgery  — 
MAA  — (Active  N2)  340  Blvd., 
Ste.  412,  Atlanta  30312 


PERSONALS 

Medical  Association  of  Atlanta 
John  H.  Hartley,  Jr.,  M.D., 

was  re-elected  historian  of  The 
American  Society  for  Aesthetic 
Plastic  Surgery,  Inc.,  at  its  annual 
meeting  last  April 

Emory  cardiologist  J.  William 
Hurst,  M.D.,  received  the 
Theodore  E.  Cummings  Prize  for 
Excellence  in  Cardiovascular 
Diseases  in  ceremonies  at  Cedars- 
Sinai  Medical  Center  in  Los 
Angeles,  California,  last  April.  The 


Dr.  Hartley 


award,  considered  one  of  the 
most  important  awards  in 
medicine  and  the  single  most 
prestigious  in  the  field  of  heart 
disease,  was  presented  to  Dr. 
Hurst  by  former  President  Ronald 
Reagan  and  Mrs.  Theodore  E. 
Cummings,  widow  of  the  man  for 
whom  the  prize  is  named.  In 
presenting  the  award.  President 
Reagan  noted  it  was  for  a 
“lifetime  contribution  to  the  field 
of  cardiovascular  medicine.”  Dr. 
Michael  DeBakey,  the  first 
recipient  of  the  Cummings  Prize, 
paid  special  recognition  to  Dr. 
Hurst’s  work  as  author  of  the 
bookj  The  Heart,  the  most  widely 
used  medical  text  in  cardiology. 

J2unes  O.  Mason,  M.D.,  has 
been  confirmed  unaminously  by 
the  U.S.  Senate  to  become 
Assistant  Secretary  of  Health  in 
the  U.S.  Department  of  Health  and 
Human  Services  (HHS).  He  will 
direct  seven  federal  health 
agenices  with  a total  budget  of 
$13.8  billion. 

Dr.  Mason  has  been  director  of 
the  Centers  for  Disease  Control 
(CDC)  in  Atlanta  since  1989. 
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DEATHS 

Thomas  Andrew  “Bill” 
Cochran,  Sr.,  M.D.,  a family 
physician  in  Ringgold,  died  last 
February  at  the  age  of  66. 

A former  medical  officer  at 
TVA’s  Sequoya  Nuclear  Plant  and 
the  Volunteer  Army  Ammunition 
Plant,  Dr.  Cochran  had  once  been 
Chief  of  Staff  at  Tri  County 
Hospital,  now  Hutcheson  Medical 
Center,  in  Fort  Oglethorpe.  He 
was  a graduate  of  the  Medical 
College  of  Georgia  and  had 
served  as  a captain  in  the  Medical 
Department  of  the  U.S.  Army  in 
World  War  11.  Dr.  Cochran  was  a 
member  of  several  professional 
associations  and  community 
organizations. 

He  is  survived  by  his  wife,  one 
daughter,  two  sons,  and  six 
grandchildren. 

W.  Dean  Warren,  M.D., 
Decatur,  an  internationally  known 
pioneer  in  liver  surgery  and 
chairman  of  the  Department  of 
Surgery  at  Emory  University’s 
School  of  Medicine  since  1971, 
died  of  cancer  on  May  10.  He  was 
64. 

He  had  been  ill  for  4 years  but 
continued  teaching  and 
performing  operations,  including 
the  liver  surgery  bearing  his 
name,  until  last  December. 

Under  Dr.  Warren’s  leadership, 
the  surgery  department  at  Emory 
University  School  of  Medicine 
attracted  leading  surgeons  in 
various  specialties.  Dr.  Warren 
formed  a liver  surgical  team  that 
enabled  Emory  to  become  one  of 


the  few  hospitals  in  the  world 
offering  all  major  therapies  for 
chronic  liver  diseases,  including 
transplantation.  His  research  in 
liver  surgery  and  the  special 
surgical  procedure  that  bears  his 
name  — the  Warren  shunt  — are 
recognized  internationally. 

Dr.  Warren  received  a B.A. 
degree  from  Dartmouth  College 
and  completed  the  2-year  program 
at  Dartmouth  medical  college.  In 
1950,  he  received  his  M.D.  degree 
from  Johns  Hopkins  University 
School  of  Medicine. 

Dr.  Warren  interned  at  Johns 
Hopkins  Hospital  and  completed 
residencies  at  the  University  of 
Michigan  Hospital  in  Ann  Arbor 
and  Barnes  Hospital  in  St.  Louis. 
He  joined  the  University  of 
Virginia  faculty  and  began 


Dr.  Warren 


research  on  surgery  of  the 
pancreas  and  for  portal 
hypertension. 

In  1960,  he  won  a Markle 
scholarship  and  did  research  at 
the  Institute  for  Experimental 
Surgery  and  the  Rishospitalet  of 
the  University  of  Copenhagen. 

Dr.  Warren  was  a professor  and 
the  surgery  department  chairman 
at  the  University  of  Miami  School 
of  Medicine  before  being  named 
the  Joseph  Brown  Whitehead 
professor  and  chairman  of 
Emory’s  surgery  department  in 
July  1971. 

Dr.  Maurice  J.  Jurkiewicz, 
director  of  Emory’s  Division  of 
Plastic  and  Reconstructive 
Surgery,  cited  Dr.  Warren’s 
commitment  to  postgraduate 
studies  and  faculty  development. 

Dr.  Garland  D.  Perdue,  director 
of  the  Emory  Clinic  and  medical 
director  of  the  university  hospital, 
said  Dr.  Warren  inspired  his 
colleagues. 

“His  life  and  his  work  will 
endure  in  the  minds,  hearts,  and 
hands  of  his  students  and 
colleagues,”  Dr.  Perdue  said. 

Dr.  Warren,  who  would  have 
been  65  years  of  age  in  October, 
had  planned  to  step  down  as 
surgery  department  chairman  at 
the  end  of  the  school  year. 

Dr.  Warren  was  president  of  the 
American  College  of  Surgeons  in 
1986-87.  He  was  a former 
president  of  American  College  of 
Surgical  Association,  Southern 
Surgical  Association,  Society  for 
Surgery  of  the  Alimentary  Tract, 
the  Whipple  Society,  and  Society 
of  University  Chairmen. 
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JULY 

31 -Aug.  4 — Atlanta:  A 
Comprehensive  Board  Review 
in  Internal  Medicine.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

AUGUST 

3-5  — Hilton  Head,  SC:  Current 
Financial  Strategies.  Category 
1 credit.  Contact  Div.  of  Cont. 

Ed.,  MCG,  August  30912.  PH 
404/721-3967. 

10- 13  — Hilton  Head,  SC: 
Georgia  Psychiatric  Physicians 
Association.  Category  1 credit. 
Contact  Jim  Moffett,  MAG,  938 
Peachtree  St.,  Atlanta  30309. 

PH:  404/876-7535  or  800/282- 
0224. 

14- 18  — Amelia  Island,  FL: 
Summer  Imaging  and 
Interventional  Techniques  VII. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

SEPTEMBER 

11- 12  — Atlanta:  Interventional 
Radiology  for  Technicians  & 
Nurses.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

11-15  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

15- 17  — Atlanta:  Clinical 
Psychiatry.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:  404/721- 

3967. 

18-19  — Atlanta:  Third  Annual 
Menopause  Conference. 
Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 


A L E N D A R 


Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

21- 23  — Hilton  Head,  SC: 
Frontiers  in  Nutrition.  Category 
1 credit.  Contact  Div.  of  Cont. 

Ed.,  MCG,  Augusta  30912.  PH: 
404/721-3967. 

22- 23  — Atlanta:  Lung  Cancer 
Conference.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

22-23  — Atlanta:  Medical  Retina 
Workshop.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

25-26  — Atlanta:  Quantitative 
Thallium  Myocardial 
Tomography.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

25-28  — Atlanta:  Advanced 
Demonstrations  in 
Percutaneous  Transluminal 
Angioplasty  XXII.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

25-29  — Atlanta:  Congress  of 
Neurological  Surgeons. 

Contact  CNS,  1840  North  Soto 
St.,  Room  100B,  Los  Angeles, 

CA  90022.  PH:  213/224-5435. 

25-29  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

OCTOBER 

4-6  — Atlanta:  Biliary 
Lithotripsy  and  Adjunct 
Procedures.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 


5-6  — Atlanta:  GA  Chapter, 
American  Academy  of 
Pediatrics.  Category  1 credit. 
Contact  William  C.  Mankin,  4059 
Land  O’Lakes  Dr.,  Atlanta  30346. 
PH:  404/237-3922. 

9-11  — Savannah:  Neonatology 
— The  Sick  Newborn.  Category 
1 credit.  Contact  Div.  of  Cont. 

Ed.,  MCG,  Augusta  30912.  PH: 
404/721-3967. 

9-13  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

12- 14  — Atlanta:  Renal  Disease 
Conference.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

13- 14  — St.  Simon’s  Island: 
Nephrology  Update  1989. 
Sponsored  by  The  National 
Kidney  Foundation  of  Georgia. 
Category  1 credit.  Contact 
NKGG,  1639  Tullie  Circle,  Suite 
108,  Atlanta  30329.  PH  4004/ 
248-1315  or  800/633-2339. 

15-20  — Atlanta:  American 
College  of  Surgeons.  Contact 
ACS,  55  E.  Erie  St.,  Chicago,  IL 
60611.  PH:  312/664-4050. 

1 5-20  — Atlanta:  American 
Society  of  Colon  & Rectal 
Surgeons.  Contact  ASCRS,  800 
E.  Northeast  Hwy.  #1080, 
Palatine,  IL  60067.  PH:  312/359- 
9184. 

23-24  — Atlanta:  Quantitative 
Thallium  Myocardial 
Tomography.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

23-27  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 
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Why  Study  History? 

Judson  C.  Ward,  Jr.,  Ph.D. 


Genep^tions  of  students  have 
asked  that  question.  Many 
of  them  find  history  to  be  dull  — 
too  many  dates,  lists  of  rulers, 
battles,  and  trivial  facts.  Many 
more  find  it  impractical  — it 
won’t  help  them  get  a job  or  earn 
a dollar. 

With  these  objections,  why  do 
we  continue  to  subject  the  young 
to  a study  of  the  past?  Why  do  we 
force  them  to  study  an 
uninteresting  subject,  especially 
when  so  many  adults  agree  with 
them  that  it  has  no  practical 
value? 

The  traditional  rationale  for 
including  history  in  the  course  of 
study  is  that  a knowledge  of 
history  is  an  essential  part  of 
education  for  effective  citizenship. 
In  a democratic  society  all 
students  are  potential  voters,  and 
in  order  to  play  that  rote  they 
must  have  some  knowledge  of 
government  and  politics  to  be 
able  to  analyze  current  questions. 
In  a broader  sense,  the  study  of 
history  is  designed  to  help 
understand  how  we  came  to  be 
what  we  are;  to  comprehend  the 
interactions  of  various  segments 
of  society;  to  understand  political 
processes;  and  in  the 
international  sphere,  to  grasp  the 
causes  of  war  and  the  limitations 
of  peace. 

Even  if  we  concede  that  the 
study  of  history  has  a practical 
side  in  the  preparation  for 
citizenship,  are  there  no  other 
useful  benefits  to  be  gained  from 


such  study?  Is  it  not  possible  that 
there  are  additional  useful  results 
from  taking  a backward  look, 
even  for  members  of  the  “here 
and  now”  generation? 

There  are  two  admirable 
qualities  in  well  rounded 
human  beings  which  1 suggest 
may  possibly  be  nurtured  by  the 
study  of  history.  They  are  (1) 
perspective  and  (2)  appreciation 
or  gratitude. 

Perspective  is  a valuable  aspect 
of  the  intellectual  equipment  of 
the  well  educated.  The  ability  to 
bring  perspective  to  the  analysis 
of  any  situation  makes  it  possible 
to  see  more  than  the  immediate 
present.  Perspective  enables  one 
to  view  both  the  present  and  the 
past  — to  avoid  tunnel  vision  by 
seeing  the  situation  in  a broader 
view  — in  context  and  in 
perspective. 

Quick  judgments,  made  only  on 
the  basis  of  the  immediate 
present,  can  result  in  gross  errors. 
Such  judgments  may  prevent  or 
delay  effective  solutions;  whereas 
longer  study  based  on  insights 
which  are  possible  from  seeing 
the  total  picture  in  historical 
perspective  may  result  in  sounder 
judgments,  which  actually  save 
time  and  effort  in  the  long  run. 

The  study  of  history  should 
equip  a student  with  an  effective 
method  for  aproaching  problems 
of  any  nature  in  any  field.  It 
should  help  develop  an  attitude 


or  technique  for  problem  solving 
— a way  of  looking  at  a problem. 
It  should  prepare  a person  to  ask, 
“How  did  the  situation  develop? 
What  brought  on  the  problem?”  In 
exploring  the  background, 
possible  solutions  may  appear. 
Certainly  some  unworkable 
solutions  may  have  been  tried, 
and  having  been  seen,  may  be 
avoided.  Such  study  should  also 
produce  a concern  to  judge  the 
impact  of  a decision  on  related 
areas  and  prevent  blindness  to 
the  welfare  of  neighbors.  This 
requires  rising  above  the  specific 
and  immediate  in  order  to  see  the 
problem  area  as  a whole. 

Few  would  deny  that  the 
qualities  which  we  are  describing 
are  valuable,  but  some  might 
question  whether  they  should  or 
can  be  taught.  They  would  argue 
that  they  are  little  but  common 
sense  and  that  they  will  come  in 
time  to  a person  as  he  or  she 
gains  experience  and  maturity. 
Might  they  not  be  inspired  or 
nurtured,  however,  by  a study 
which  instills  the  long  and  the 
broad  view?  Not  all  students  can 
be  expected  to  emerge  from  their 
study  of  history  with  perspective 
as  a part  of  their  problem  solving 
technique,  but  surely  many  of 
them  will  have  the  habit  of  taking 
a backward  look  so  ingrained  in 

(Continued  on  p.  483.) 

Dr.  Ward  is  Professor  of  History  Emeritus,  Emory 
University.  His  address  is  929  Vistavia  Circle, 
Decatur,  GA  30033. 


JULY  1989,  Vol.  78 


379 


EDITOR' 

5 CORNER 

On  Escaping  — Riding  the  East  Wind 

“Ah,  Sweet  Mystery  of  life,  at  last 
I’ve  found  you.  ” 

SOURCE  UNKNOWN 

“If  a man  does  not  keep  pace 
with  his  companions,  it  is 
because  he  hears  a different 
drummer.  Let  him  step  to  the 
music  which  he  hears,  however 
measured  or  far  away.  ” 

HENRY  THOREAU 

*^HERE  SEEMS  TO  BE  in  each  of 
A US,  we  “humankind,”  the 
need,  or  at  least  the  urge,  to  on 
occasion  loose  the  constraints  — 
the  shackles,  the  boredom, 
tedium  or  sameness  — of  our 
daily  lives.  For  some  of  us,  it 
need  be  only  an  evening  out.  For 
others,  a long  weekend.  Still 
others  require  a greater  distancing 
from  their  work,  a week  or  a 
month.  For  some  1 am  acquainted 
with,  their  work  is  their  play.  Or 
so  they  say.  For  each  of  us, 
however,  there  seems  to  be  a 
need  for  a change  of  pace.  We 
call  it  a vacation.  Though  present 
all  the  year  long,  that  need  strikes 
us  most  predictably  in 
summertime. 

1 encountered  a medical  friend 
in  the  hospital  while  making 
rounds  one  morning.  The 
conversation  revolved  around 
vacation  plans.  “You  must  have 
lost  the  Florida  lottery.”  It  was 
quick  and  casual,  hopefully  not 
well  thought  out,  response  to  his 
first  query,  “You  must  be  on  the 
way  out  of  town.  Where  to  now?,” 
he  had  asked.  “Thailand.”  It  came 

from  me  with  a grain  of 
trepidation. 

Early  on  1 had  thought  as  had 
he.  “A  hairbrained  scheme,”  1 
said  when  it  was  first  mentioned. 
“You  are  out  of  your  mind.”  The 
reaction  worked  until  my  traveling 
companion  saw  the  “side  trip.” 
“They  are  going  to  ride 
elephants!”,  she  exclaimed.  “It’s 
still  hairbrained.  Hardly  a way  to 
do  C.M.E.”  1 thought  the  matter 
settled  and  put  it  aside. 

A bsolutely  marvelous,”  she 
iML  said.  “I’ve  always  dreamed 
about  it.  1 just  can’t  believe  1 am 
really  doing  this!”  Lurching 
recklessly  about  in  the  Howdah, 
precariously  perched  atop  the 
massive  animal,  gazing  with 
frightened  rapture  into  the  valley 
which  lay  beyond  clear  vision 
below  us,  1 thought,  “nor  can  1.” 

It  snorted  then,  exhaled  with 
astonishing  vigor,  trumpeted  I 
believe  they  say.  As  1 cowered  to 
receive  the  shower  of  pent  up 
respiratory  secretions,  water  and 
mud,  she  gazed  into  my 
incredulous  eyes.  “Are  you  having 
fun  yet?”  That  same  sign  was  over 
the  bulletin  board  in  the  operating 
room  when  I left  home.  “Yes,  I 
think  so,”  wiping  the  mud  from 
my  eyes. 

Somewhere  along  the  trail,  the 
travail,  I though  of  Kipling.  Quite 
proper  it  seemed  at  the  time.  After 
all,  it  was  he,  the  English,  who 
had  first  settled  this  land.  First 
romanticized  it.  “You  deserve 

what  you  got,”  I thought.  “You 
come  back  and  ride  this 
elephant.”  But  in  his  absence  I 
remembered.  The  Ladies.  He 
wrote  about  them  in  a little  poem 
one  time. 

“I’ve  taken  my  fun  where  I’ve 
found  it; 

I’ve  rogued  an  ’ I’ve  ranged  in 
my  time; 

I’ve  ’ad  my  picklin’ o’ 
sweethearts. 

An  ’ four  o ’ the  lot  was  prime. 
One  was  an  ’arf-caste  widow. 

One  was  a woman  at  Prome, 
One  was  the  wife  of  a 
jemadar-sais. 

An’  one  is  a girl  at  ’ome.  ” 

Damn  you  Rudyard,  I thought. 
“You  take  your  fun  where  you  find 
it.  Let  me  take  mine  where  I will.” 

1 1 is  a happy  time  at  home  now. 
1.  “That’s  me  on  the  elephant 
with  the  chain  around  its  neck,”  I 
proudly  proclaim  as  the  next  slide 
glides  across  the  screen.  They 
laugh.  “You  look  so  happy.  So 
excited,”  they  say.  “Scared,”  I say. 

Surely,  I have  no  doubt  about 
it,  we  take  our  fun  where  we  find 
it.  But  take  it  we  must,  for  there  is 
too  much  grimness  in  this  daily 
work  we  do.  Enough  happiness, 
joy,  and  fulfillment,  too,  of 
course,  but  somehow  we  must  on 
occasion  untether  our  minds,  the 
hidden  inner  self,  from  the  daily 
constraints  of  our  work.  It  may  in 
fact  be  the  only  way  that  we  can 
reach  that  wellspring  of  harmony 
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The  editor  and  his  companion  lurching  along  in  the  Howdah  atop  this  massive  animal  as  they  “Ride  the 
East  Wind.  ” (Are  they  having  fun  yet?) 


and  peace  and  productivity,  the 
“Bliss”  that  Joseph  Campbell,  the 
Master  of  Myth,  talks  about. 

He  goes  on  to  say  that  vve  all 
have  within  ourselves  the 
potential  for  stressless  and 
harmonious  living  if  only  we 
could  find  it.  It  seems  to  be  an 
adventurous  search,  a search  for 
Self,  as  he  explains  the  matter. 
Perhaps  we  all  need  to  listen  to 
him. 

And  so  it  is  that  we  come  again 


to  summer.  To  the  beach  and  the 
mountains.  To  travel  in  foreign 
lands.  To  riding  the  East  Wind 
and  the  elephant.  Somehow  it 
seems  to  me  that  the  depressed 
patient  or  physician,  the 
psychotic,  the  simply  unhappy  or 
unfulfilled,  they  all  alike  fail  to 
find  summer.  Fail  to  find  it  in  July 
and  August.  Fail  also  to  find  it  in 
October  and  March.  Fail  to  look 
with  intent  for  their  bliss.  Fail  to 
ride  the  East  Wind.  Fail  to  ride 


the  elephant.  Fail  to  “take  their 
fun  where  they  found  it.”  We 
must  do  better.  Our  happiness, 
our  productivity,  our 
meaningfulness  depend  upon  it. 
We  simply  must: 

Look  for  our  Bliss 
Feel  the  East  Wind 
Ride  the  Elephant 

Happy,  Happy  Summer!! 

CRU 
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First  General  Session 

Summary  of  the  Proceedings 

135th  House  of 

Delegates 

May  4-6,  1989 


Call  to  Order 

The  First  General  Session  of  the 
135th  Annual  Session  of  the 
Medical  Association  of  Georgia  was 
called  to  order  by  the  President,  Jo- 
seph P.  Bailey,  Jr.,  M.D.,  of  Augusta, 
at  7:00  p.m.,  Thursday,  May  4, 1989, 
at  the  Hyatt  Ravinia  in  Atlanta. 

Reverend  Hubert  Flanagan  of  the 
Trinity  on  the  Hill,  United  Methodist 
Church  in  Augusta,  delivered  the  in- 
vocation. Jana  Hill  (Mrs.  Robert  S.) 
sang  the  National  Anthem,  accom- 
panied by  Glenda  Bates  (Mrs.  John) 
on  the  piano.  Dr.  Bailey  then  led 
the  group  in  the  Pledge  of  Alle- 
giance. 

Welcome 

Dr.  Bailey  welcomed  all  those  at- 
tending the  1989  MAG  Annual  Ses- 
sion and  introduced  Dr.  William 
Whitaker,  President  of  the  DeKalb 
Medical  Society,  the  host  for  this 


Speaker  of  the  House  James  A.  Kaufmann,  M.D.,  of  Atlanta,  calls  the 
135th  House  of  Delegates  to  order. 


\ 
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year’s  Annual  Session.  On  behalf  of 
the  members  of  the  DeKalb  Medical 
Society,  Dr.  Whitaker  welcomed  the 
audience  to  Atlanta. 

Memorial  Service 

Dr.  Bailey  requested  that  the  au- 
dience stand  as  he  read  the  names 
of  those  physician  members  who 
had  died  in  the  last  year:  John  W. 
Acree,  Teofredo  C.  Aranas,  Evert  A. 
Bancker,  Frank  Lee  Bivings,  Frank- 
lin G.  Blaydes,  Gunar  N.  Bohan, 
Charles  P.  Brooks,  L.  E.  Brown,  Perry 
L.  Cohn,  Frank  N.  Copeland,  Wil- 
liam Coppage,  Clyde  L.  Crawford, 
Arthur  J.  Crumbley,  Jr.,  John  Dodd, 
Jr.,  Van  B.  Elliott,  Leo  A.  Erbele, 
Paul  E.  Fitzpatrick,  Darius  Flin- 
chum,  Ben  J.  Giles,  H.  Lee  Hall, 
S.  L.  Hancock,  Robert  M.  Howard, 
William  F.  Huger,  Jr.,  William  P. 
Hust,  James  D.  Kelly,  George  M. 
Lane,  L.  Richard  Lanier,  Alexander 
G.  Little,  Jr.,  Ben  K.  Looper,  C.  G. 
Magnan,  J.  0.  Martin,  Joseph  Mas- 
see,  McCleod  Patterson,  Irene  A. 
Phrydas,  Marta  Pruce,  Lewis  Mc- 
Donald, Joseph  Mendeloff,  W.  C. 
Mitchell,  Thomas  H.  Moseley, 
Youssef  Mouna,  John  T.  Persall,  J. 
Harry  Rogers,  Kirk  Shepard,  Zach- 
ariah  S.  Sikes,  Morris  Taranto,  Nancy 
Thornton,  W.  E.  Upchurch,  E.  T. 
Upson,  E.  Van  Buren,  Thomas  Van- 
sant,  James  P.  Watson,  Samuel  A. 
Wilkins,  Jr.,  and  George  A.  Wil- 
liams, Jr. 

Fifty-Year  Members 

Fifty-year  members  are  those 
physicians  who  have  been  practic- 
ing medicine  for  50  years  or  more. 
Those  achieving  that  status  this  year 
are  Morgan  Charles  Adair,  Lane 
Harris  Allen,  Thomas  Edward  Bai- 
ley, Tully  T.  Blalock,  John  Brantley 
Crawford,  Robert  Edwin  Dallas,  Al- 
bert M.  Deal,  Thomas  J.  Floyd,  Jr., 
Leon  Lapides,  Milton  Mazo,  James 
D.  Manget,  Jr.,  Robert  Ford  Mabon, 
James  Wright  Stapleton,  Bruce 
Swain,  Walter  Gainey  Thwaite, 
Abraham  S.  Velkoff  and  C.  Mark 
Whitehead. 


The  Session  was  attended  by  240  delegates  and  18  alternate  dele- 
gates, representing  44  county  medical  societies. 


Life  Members 

Life  members  are  those  physi- 
cians who  have  supported  orga- 
nized medicine  for  at  least  25  years 
and  are  at  least  70  years  of  age. 

Life  Membership  in  MAG  was 
awarded  to  the  following  physi- 
cians: Pierce  Allgood,  William  R. 
Birdsong,  H.  William  Bondurant, 
Edmund  A.  Brannen,  Robert  L. 
Brown,  Clarence  C.  Butler,  Elliott  A. 
Cobb,  Joe  S.  Cruise,  Ernest  G.  Ed- 
wards, Jr.,  William  G.  Erickson, 
E.  C.  Evans,  Harold  A.  Ferris, 
Thomas  R.  Freeman,  William  H. 
Hill,  Bernard  C.  Holland,  Lee  How- 
ard, Jr.,  Charles  M.  Huguley,  Milton 
J.  Krainin,  Philip  I.  Krugman,  John 


R.  Lewis,  Jr.,  Marian  F.  Olansky,  Ir- 
ene Phrydas,  William  E.  Pound,  F. 
C.  Powell,  J.  S.  Reynolds,  Sterling 
H.  Richardson,  P.  C.  Shea,  Jr.,  John 
E.  Steinhaus,  Richard  L.  Stone,  Ben 
R.  Thebaut,  Corbett  H.  Thigpen,  Na- 
thaniel A.  Thorton,  John  B.  Varner, 
Julian  Q.  Watters,  Caroline  J.  Wil- 
liams, Lionel  M.  Yoe. 

Certificates  of  Appreciation 

Certificates  of  Appreciation  are 
presented  to  those  of  our  members 
and  others  who  have  been  active  in 
Association  affairs  and  through  their 
talents  and  hard  work  have  made 
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special  contributions  to  medicine 
and  the  medical  association  of 
Georgia. 

The  following  individuals  were 
awarded  certificates:  Joseph  P.  Bai- 
ley, Jr.,  M.D.,  for  his  term  of  Pres- 
ident; Richard  W.  Cohen,  M.D.,  for 
his  term  as  1988-89  First  Vice  Pres- 
ident; Bob  G.  Lanier,  M.D,  for  his 
term  as  Second  Vice  President, 
1988-89;  Jan  Collins,  President, 
Auxiliary  to  the  MAG  (A-MAG),  1988- 
89;  S.  William  Clark,  Jr.,  M.D.,  as 
President  and  Chairman  of  the 
Board,  Georgia  Health  Network; 
William  W.  Moore,  Jr.,  M.D.,  for  his 
years  as  a dedicated  member  of  the 
MAG-AMA  Delegation;  George  W. 
Shannon,  M.D.,  for  his  term  as 
Chairman,  Continuing  Medical  Ed- 
ucation Committee,  1986-89;  Wil- 
liam C.  Pfister,  M.D.,  for  his  term  as 
Chairman,  Computers  in  Medicine 
Committee,  1987-89;  Donald  W. 
Cam.pbell,  M.D.,  for  his  term  as 
Chairman,  Young  Physicians  Sec- 
tion, 1988-89;  Gregory  A.  Foster, 
M.D,  for  his  term  as  Chairman,  Res- 
ident Physicians  Section,  1987-89; 
William  C.  Waters,  111,  M.D.,  for  his 
term  as  Chairman,  Medical  Schools 
Committee,  1984-89;  J.  Rhodes 
Haverty,  M.D.,  for  his  term  as  Chair- 
man, AD  Hoc  Committee  on  Med- 
ical Care  for  the  Disadvantaged, 

1986- 88;  William  A.  Hopkins,  M.D., 
for  his  years  as  a member  of  the 
Committee  on  Prison  Health  Care, 
1981-89;  Ingrid  Brunt,  for  her  term 
as  AMA-ERF  Chairman,  A-MAG, 

1987- 89;  Barbara  Tippins,  “It’s  Up 
to  Youth”  Forum,  A-MAG,  1988-89; 
Connie  Menendez,  “It’s  Up  to  Youth” 
forum  A-MAG,  1988-89;  Cheryl  Den- 
nis, for  her  term  as  Legislative 
Chairman,  A-MAG,  1988-89;  Peter 
Knox,  a friend  of  medicine;  Boone 
Knox,  a friend  of  medicine;  Alice 
O’Riley  Kaufmann,  R.N.,  for  her 
work  with  the  Doctor  of  the  Day  Pro- 
gram at  the  Georgia  Legislature; 
George  F.  Green,  M.D.,  a state  rep- 
resentative and  family  physician  for 
his  untiring  support  of  medicine  and 
the  MAG;  Georgia  Senator  Paul  Cov- 
erdale,  an  advocate  of  quality  med- 
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ical  legislation;  Nancy  McCord,  A- 
MAG  Membership  Chairman;  and 
Joseph  Wilber,  M.D,  an  advocate  of 
quality  medical  care  with  the  Geor- 
gia Department  of  Human  Re- 
sources. 

The  following  Georgia  state  sen- 
ators also  received  Certificates  of 
Appreciation  as  advocates  of  qual- 
ity medical  legislation:  Mark  Taylor, 
Nathan  Dean,  Hugh  Regan,  Bill 
Fincher,  and  Jim  Tysinger.  Other 
Georgia  state  representatives  simi- 
larly honored  were:  Tom  Wilder,  Bill 
Lee,  Wesley  Dunn,  Billy  Randall, 
Terry  Coleman,  and  Jack  Kingston. 

Introduction  of  the  President-Elect 

Dr.  Bailey  introduced  Dr.  Joe  Net- 
tles, of  Savannah,  1988-89  Presi- 
dent-Elect of  MAG,  who  delivered  a 
few  brief  remarks  to  the  House  of 
Delegates. 

Report  of  the  Auxiliary 

“Getting  our  act  together  and  tak- 
ing it  on  the  road”  was  the  theme 
of  Jan  Collins’  (Mrs.  William  C.)  year 
as  President  of  the  Auxiliary  to  the 
MAG.  Mrs.  Collins  recounted  the 
many  activities  of  the  Auxiliary  this 
past  year,  especially  delighting  the 
audience  with  a video  about  the  “It’s 
Up  to  Youth”  Forum  held  at  the  Uni- 
versity of  Georgia  last  March.  [Ed. 
note:  See  the  May  MAG  Journal  for 
more  highlights  of  the  Auxiliary  ac- 
tivities this  past  year.] 

AMA-ERF  Checks 

Each  year,  the  American  Medical 
Association-Education  Research 
Foundation  distributes  funds  to  the 
medical  schools  received  from 
contributions  — mainly  from  the 
medical  family  — that  are  collected 
in  large  part  by  the  Auxiliary  to  the 
American  Medical  Association  and 
by  its  various  organizations.  Mrs. 
Ingrid  Brundt  of  the  A-MAG  assisted 
Dr.  Bailey  in  the  presentation  of 
money  raised  for  our  four  medical 
schools:  the  Medical  College  of 
Georgia,  Emory  University  School 


of  Medicine,  Morehouse  School  of 
Medicine,  and  Mercer  University 
School  of  Medicine. 

Awards 

Hardman  Cup 

The  first  of  these  awards  to  be 
presented  this  evening  is  the  Med- 
ical Association  of  Georgia’s  most 
prestigious.  It  is  the  Hardman  Cup. 
This  award  is  presented  for  “the 
achievement  of  anyone  who  in  the 
judgement  of  the  Association  has 
solved  any  outstanding  problems  in 
public  health  or  made  any  discov- 
ery in  medicine  or  surgery  or  such 
contribution  to  the  science  of  med- 
icine.” 

This  award  is  not  given  annually, 
but  only  on  such  occasions  that  a 
candidate  merits  this  special  honor. 
This  award  was  first  given  in  1949 
to  Dr.  John  Elliott  of  Savannah.  In 
the  39  years  since  it  was  first  pre- 
sented, it  has  been  given  only  20 
times.  It  was  last  presented  last  year 
to  Dr.  William  Foege,  of  Atlanta. 

This  year’s  recipient  is  Dr.  Har- 
old P.  Katner,  an  infectious  dis- 
ease specialist  from  Macon.  Dr. 
Katner  received  his  medical  degree 
in  1980  from  the  Louisiana  State 
University  Medical  School.  Follow- 
ing his  postgraduate  training  and  a 
fellowship  in  infectious  disease  at 
the  Ochsner  Foundation  Hospital 
and  Clinic  in  New  Orleans  in  1985, 
Dr.  Katner  moved  to  Macon  where 
he  opened  his  practice  for  infec- 
tious disease.  He  is  a member  of 
the  faculty  at  Mercer  University 
School  of  Medicine  and  partici- 
pates in  chemical  research. 

Since  1984,  Dr.  Katner  has  pub- 
lished over  20  articles  in  medical 
journals  throughout  the  United 
States.  He  has  given  of  his  own  time 
to  over  100  community  programs  to 
church  members,  public  schools, 
civic  organizations,  and  health  care 
personnel  on  the  prevention  of  HIV 
infections,  in  addition  to  over  90 
lectures,  grand  rounds,  and  pro- 
grams to  medical  societies  or 
groups. 


Dr.  Katner’s  current  reseach  proj- 
ect includes  “Survey  of  Cultural 
Changes  in  the  Gay  Community  in 
Relation  to  the  Onset  of  the  AIDS 
Epidemic,”  “Endoscopic  Cleaning 
Procedures  Relative  to  Potential 
Risks  of  Nosocomial  Spread  of  HIVL 
111/LAV”  and  the  “Efficacy  of  Graphic 
AIDS  Education  in  Middle  and  High 
School  Students.” 

He  has  been  a leader  in  dissem- 
inating accurate  AlDs  information 
to  the  Bibb  County  community.  He 
has  provided  a most  valuable  and 
needed  service  to  Bibb  County  in 
regards  to  this  dreaded  and  contro- 
versial disease.  Most  importantly, 
he  treats  compassionately  and 
without  hesitation  patients  who 
desperately  need  his  help  because 
there  is  no  other  avenue  of  hope  for 
them. 

Civic  Endeavor  Award 

The  second  award  is  unique 
among  all  of  the  awards  given  by 
the  MAG.  It  is  the  Civic  Endeavor 
Award,  and  its  purpose  is  to  honor 
those  physicians  who  motivations 
find  their  essential  expression  in 
doing  good  deeds  for  the  public 
through  participation  in  civic  af- 
fairs. 

The  recipient  of  this  award  this 
year  is  Dr.  Herbert  R.  Karp,  a neu- 
rologist from  Atlanta.  Dr.  Karp  ex- 
emplifies the  best  traditions  of  our 
profession  in  his  practice  of  med- 
icine, and  at  the  same  time  has 
made  significant  contributions  to 
the  civic  life  in  his  community  and 
the  state. 

Dr.  Karp  is  presently  the  Director 
of  the  Division  of  the  Geriatric  Med- 
icine at  Emory  University  School  of 
Medicine  and  Director  of  Medical 
Services  at  the  Wesley  Woods  Cen- 
ter. Yet  he  has  found  the  time, 
somehow,  to  contribute  in  a sig- 
nificant manner  to  his  community. 

Dr.  Karp  has  involved  himself 
heavily  over  the  years  in  many  as- 
pect of  the  community.  He  has  sup- 
ported the  arts,  serving  on  the  Board 
of  Directors  of  the  Atlanta  Sym- 
phony; supported  civic  works,  as 
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evidenced  by  his  active  work  with 
United  Way;  and  contributed  to  his 
religious  community,  by  serving  as 
President  of  the  Atlanta  Chapter  of 
the  Zionist  Organization  of  Amer- 
ica, as  President  of  the  Ahavath 
Achim  Synagogue,  and  actively  par- 
ticipating in  the  Atlanta  Jewish  Fed- 
eration. 

Dr.  Karp  has  been  especially  in- 
terested in  the  issues  surrounding 
the  aged,  serving  as  a member  on 
the  Committee  on  Aging  of  the  At- 
lanta Jewish  Federation  for  the  last 
3 years  in  addition  to  his  works  with 
Wesley  Woods.  It  should  be  noted 
that  he  was  a recipient  of  Emory 
University’s  Thomas  Jefferson 
Award,  the  university’s  top  award 
recognizing  significant  service 
through  personal  activities,  influ- 
ence, and  leadership. 

Distinguished  Service  Award 

This  award  is  presented  for  dis- 
tinguished and  meritorious  service 
which  reflects  credit  and  honor  on 
the  association.  Over  the  past  29 
years,  this  award  as  been  presented 
only  22  times. 

Our  winner  this  year  is  one  of 
MAG’s  most  favorite  members.  Dr. 
William  W.  Moore,  Jr.  In  present- 
ing this  award  to  Dr.  Moore,  MAG 
is  recognizing  his  contributions  and 
service  to  organized  medicine  for 
over  40  years. 

Never  satisfied  to  follow.  Dr. 
Moore  has  always  been  a leader  in 
medicine.  He  has  served  with  dis- 
tinction as  President  of  the  Medical 
Association  of  Atlanta,  President  of 
the  Georgia  Neurosurgical  Society, 
President  of  the  Southern  Medical 
Association,  and  President  of  the 
Medical  Association  of  Georgia.  He 
is  currently  a delegate  to  the  House 
of  Delegates  of  the  American  Med- 
ical Association,  a position  that  he 
has  just  announced  that  he  will  re- 
tire from  at  the  end  of  this  year. 

Family  Physician  of  the  Year 

The  selection  of  the  recipient  is 
made  by  the  Board  of  Directors  of 


the  Georgia  Academy  of  Family 
Physicians,  and  the  presentation  is 
made  here  at  our  annual  meeting. 
Dr.  Charles  A.  Lanford  of  Macon, 
is  this  year’s  recipient  of  this  pres- 
tigious award,  which  was  pre- 
sented to  him  by  Dr.  Richard 
Wherry,  of  Dahlonega,  President  of 
the  Georgia  Academy  of  Family 
Physicians. 

A.H.  Robins  Physician  Award  for 
Community  Service 

This  award,  established  in  1961, 
under  the  urging  of  A.  H.  Robins’ 
Chairman,  E.  Claiborne  Robins, 
provides  recognition  to  physicians 
for  the  many  and  varied  services 
above  and  beyond  the  call  of  duty 
which  they  render  to  their  respec- 
tive communities. 

A.  H.  Robins  makes  the  award 
available  in  the  belief  that  members 
of  the  health  team  should  use  all 
appropriate  ethical  means  of  im- 
proving and  enlarging  the  stature  of 
the  physician,  as  a professional  and 
a participant  in  community  life.  This 
year’s  recipient  is  Dr.  Harry  R. 
Foster,  Jr.,  a pediatric/pediatric  al- 
lergist from  Lithonia. 

Dr.  Foster,  a native  of  Commerce, 
carried  on  a family  tradition  of  med- 
ical service  when  he  became  a phy- 
sician. He  served  as  Chief  of  the 
Department  of  Pediatrics  at  Georgia 
Baptist  Medical  Center,  and  Chair- 
man of  the  Medical  Staff  at  Hen- 
rietta Egleston  Hospital  for  Chil- 
dren and  currently  is  Chief  of 
Pediatrics  at  DeKalb  Medical  Cen- 
ter. 

He  is  an  instructor  in  pediatric 
cardiology  at  Emory.  He  has  served 
as  staff  medical  director  of  the  Chil- 
dren’s Medical  Services,  Atlanta 
Cardiac  Program,  since  1965.  He 
has  volunteered  each  Tuesday 
afternoon  to  see  cardiac  patients 
from  all  over  Georgia,  and  four  times 
a year  he  staffs  the  Children’s  Med- 
ical Cardiac  Clinic  in  Columbus. 

However,  it  is  his  service  to  his 
community  that  makes  Dr.  Foster 


so  unique.  He  has  been  an  elder, 
youth  advisor,  and  Sunday  School 
Teacher  at  Lithonia  Presbyterian 
Church.  As  team  physician  for  the 
Lithonia  Athletic  program  since 
1964,  he  has  provided  over  6500  pre- 
participation athletic  physicals  at 
no  charge.  He  served  on  the  DeKalb 
County  schools  systems’  commit- 
tee on  discipline  and  was  awarded 
life  membership  in  the  Lithonia 
school  PTA  for  his  work  with  the 
organization. 

In  January,  the  DeKalb  Medical 
Society  presented  to  Dr.  Foster  the 
Julis  McCrudy  Citizenship  Award  in 
recognition  of  outstanding  com- 
munity service. 

Announcements 

Before  concluding  the  First  Gen- 
eral Session,  Dr.  Bailey  directed 
several  items  of  interest  to  the  au- 
dience’s attention: 

1.  The  House  of  Delegates  will 
convene  immediately  at  the  con- 
clusion of  this  General  Session.  Dr. 
Louis  W.  Sullivan,  United  States 
Secretary  of  Health  and  Human 
Services,  will  be  our  honored  guest 
speaker  at  that  time.  The  House  is 
scheduled  to  recess  at  approxi- 
mately 10  p.m.  Reference  Commit- 
tees will  begin  promptly  at  9:00  a.m., 
Friday  morning. 

2.  GaMPAC  will  sponsor  a break- 
fast for  us  in  the  morning  at  7:30 
with  guest  speaker  Congressman 
Charles  Hatcher. 

3.  MAG  Mutual  will  sponsor  an 
open  forum  luncheon  tomorrow  at 
noon. 

4.  Congressman  Ben  Jones  will 
address  the  House  on  Saturday 
morning. 

5.  At  7:00  p.m.  on  Saturday  is  the 
MAG  and  Auxiliary  President’s  Re- 
ception. 

This  concluded  the  business  of 
the  First  General  Session.  The  First 
Session  of  the  House  of  Delegates 
started  approximately  5 minutes 
later. 


386 


Journal  of  MAG 


DEKALB 
MEDICAL  CENTER 

HAS  SEEN 
THE  LIGHT. 


It  is  the  light  of  the  laser.  And  the  miracle  it  is 
performing  in  the  medical  world.  At  DeKalb 
Medical  Center^  this  remarkable  tool  has  taken  the 
form  of  Laser  Lithotripsv  an  alternative  to  percu- 
taneous or  transurethral  lithotripsy  procedures  to 
fragment  stones  in  the  middle  ancl  upper  ureter. 
The  major  advantage  to  the  procedure  is  the 
reduced  risk  of  damage  to  the  ureteral  wall.  The 

procedure  itself  delivers 
a pulsating  laser  beam 
through  a microscopic^  flex- 
ible fiber  directly  to  the 
stone.  It  can  be  viewed 
through  a miniaturized 
scope.  Often^  it  can  be  per- 
formed on  an  outpatient 
basis.  Laser  lithotripsy  may 
be  utilized  on  most  stones  in 
any  part  of  the  urinary  tract. 

Or  it  may  be  used  to 
complement  our  Extra- 
Corporeal  Shock  Wave 
Lithotripw  (ESWL)^  which  uses  externally  gener- 
ated shock  waves  on  the  stone  to  fragment  it. 
Shock  wave  lithotripsy  significandy  more  costly 
than  lasep  is  best  limited  to  stones  occurring  in 
the  kidney  or  upper  third  of  the  urinary  tract. 

With  the  ernphasis  on  outpatient  procedures^ 
DeKalb  Medical  Center  offers  CO2  Laser  Surgery 
which  seals  lymphatics  and  nerve  endings  as  it 
cuts^  reducing  post-operative  edema^  pairL  bleed- 
ing and  surgical  time.  At  DeKalb  Medical  Centep 
CO2  procedures  are  used  mainly  for  GYN^  urology 
and  general  surgery  On  a more  general  basis^  the 
procedure  is  used  for  breast  resections^  tumor  exci- 
sions^ debridement^  endometriosis^  pelvic  adhesions 
and  genital  wart  virus.  A new  process  using  the 
CO2  Laser  is  operative  laparoscopy  which  allows 
surgeons  to  perform  complex  intrapelvic  procedures 
throu^  a scope^  without  requiring  a large  incision. 

The  Y\G  Laser  is  used  by  uraogists  for  bladder 
tumors;  by  gynecologists  for  endometrial  ablation; 
and  by  gastroenterologists  for  obstructive  lesions^ 
polyps  or  strictures  of  the  G1  tract. 

All  these  state-of-the-art  laser  applications  are 
another  reason  you  andyour  patients  can  feel  confi- 
dent DeKalb  Medical  Center  will  continue  to  pro- 
vide the  most  effective  technologies.  Because  we 
beheve  that^s  the  brightest  approach  to  patient  care. 

DeKalb  Medical  Center 

A part  of  the  DeKalb  Regional  HealthCare  System. 

An  affiliate  of  VHA  and  SouthCare”  Medical  Alliance. 

© 1989  DeKalb  Medical  Center 


First  Session 

House  of  Delegates 

Thursday,  May  4 


The  First  Session  of  the  MAG 
House  of  Delegates  was  called 
to  order  by  the  Speaker  of  the 
House,  James  A.  Kaufmann,  M.D., 
at  8:30  p.m.,  Thursday,  May  4,  1989, 
in  the  Ballroom  of  the  Hyatt  Ravinia 
Hotel,  in  Atlanta.  Jack  A.  Raines, 
M.D.,  of  Columbus,  served  as  Vice 
Speaker  of  the  House. 

The  Speaker  then  enjoined  the 
delegates  with  the  following  re- 
marks: 

“The  constitution  directs  that  the 
‘House  of  Delegates  is  the  legisla- 
tive body  of  the  Association  and  it 
shall  transact  all  business  of  the  As- 
sociation.’ The  decisions  you  make 
over  the  next  3 days  will  become 
the  policy  of  the  Association,  and 
they  will  determine  the  course  of 
action  that  our  Association  will  fol- 
low for  the  coming  year.  1 urge  you 
to  appreciate  the  full  weight  of  this 
responsibility.  As  members  of  this 
legislative  body,  each  of  you  rep- 
resents not  only  the  physician 
members  of  your  respective  county 
medical  societies,  but  also  in  fact, 
physicians  in  all  parts  of  the  state.” 
Dr.  Bailey  was  then  called  upon 
to  introduce  the  honored  guest 
speaker  for  the  evening.  Dr.  Louis 
W.  Sullivan,  former  President  of 
Morehouse  School  of  Medicine  in 
Atlanta  and  the  newly  appointed 


U.S.  Secretary  of  Health  and  Human 
Services.  [Ed.  note:  Dr.  Sullivan’s 
remarks  to  the  House  appear  else- 
where in  this  issue  of  the  Journal.] 

Report  of  Credentials  Committee 

The  Speaker  called  for  a report 
from  the  Credentials  Committee 
which  was  given  by  Dr.  Bob  Lanier 
of  Atlanta.  Dr.  Lanier  reported  that 
240  delegates  representing  44  com- 
ponent county  medical  societies 
were  in  attendance  and  accord- 
ingly, announced  that  a quorum  of 
the  House  of  Delegates  was  pres- 
ent. 

Delegate  Attend£mce 

Donald  C.  Abele,  William  C.  Ac- 
ton, William  E.  Adams,  Vicente  R. 
Ajoy,  Bruce  S.  Allen,  David  C.  Allen, 
Joseph  M.  Almand,  Jr.,  Thomas  J. 
Anderson,  Jr.,  Robert  H.  Anderson, 
Jr.,  Catherine  S.  Andrews,  John  S. 
Antalis,  Manolo  B.  Apanay,  Harold 
Asher,  James  L.  Askew,  Phil  C.  As- 
tin,  Jr.,  Harold  Asher,  James  E.  Av- 
erett,  Jr.,  Ivan  A.  Backerman,  Jo- 
seph P.  Bailey,  Jr.,  C.  Robert 
Baisden,  Phillip  N.  Bannister,  Wil- 
liam A.  Barber,  William  E.  Barfield, 
Sr.,  James  C.  Barlow,  J.  Dan  Bate- 
man, John  G.  Bates,  James  F.  Beat- 
tie,  Jr.,  William  Biggers,  H.  Duane 
Blair,  Allan  C.  Bleich,  David  C.  Bos- 
shardt,  Gary  Botstein,  Rupert  H. 
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Delegates  William  C.  Collins,  T.  William  Dowda,  Richard  A.  Cohen,  Louis 
Felder,  Tom  Anderson,  Luther  Thomas,  Ed  Molnar,  and  Robert  Wells  are 
among  those  pictured  here. 


Bramblett,  Clinton  E.  Branch,  Jr., 
Spencer  S.  Brewer,  Larry  Brightwell, 

A.  Patrick  Brooks,  William  P. 
Brooks,  Algie  Brown,  Rodney  M. 
Browne,  Gwynne  T.  Brunt,  Jr.,  Wil- 
liam L.  Buhrow,  Dan  Burge,  Carson 

B.  Burstiner,  Billy  D.  Burk,  Robert 
A.  Burns,  William  B.  Burns,  Jr.,  E. 
Napier  Burson,  Jr.,  Leon  H.  Bush, 
Joseph  G.  Bussey,  Jr.,  Rodrigo  Ca- 
bezas,  Louis  G.  Cacchioli,  Donald 
H.  Campbell,  Frank  E.  Carlton,  Al- 
bert A.  Carr,  Curtis  Carter,  Robert 
Glenn  Carter,  Thomas  S.  Claiborne, 
Jr.,  Alvin  Clair,  Elizabeth  Clark,  S. 
William  Clark,  Jr.,  Spurgeon  Wil- 
liam Clark,  111,  Teresa  E.  Clark,  Mi- 
chael J.  Cohen,  Richard  W.  Cohen, 
Chappell  A.  Collins,  Jr.,  William  C. 
Collins,  William  S.  Colvin,  Terrence 
J.  Cook,  George  W.  Cox,  David  E. 
Dalrymple,  John  W.  Darden,  Robert 
L.  Davies,  Alfred  L.  Davis,  Jr.,  R. 
Carter  Davis,  Jr.,  Ervin  D.  DeLoach, 
Sammie  Dixon,  William  L.  Dobes, 
Jr.,  F.  W.  Dowda,  Julian  Duttera,  Jr., 
J.  W.  Estes,  J.  Patrick  Evans,  Louis 
H.  Felder,  Daniel  M.  Feldman,  Sum- 
ner Fishbein,  Gilbert  J.  Foster,  Jr., 
Harry  Foster,  David  J.  Frolich,  Ste- 
fan H.  Fromm,  T.  Kirkland  Garner, 
T.  Schley  Gatewood,  Jr.,  John  A. 
Goldman,  Kenneth  L.  Goldman, 
James  S.  Goodlet,  0.  L.  Gray,  Joe 
L.  Griffeth,  Joseph  W.  Griffin,  Jr. 

Thomas  L.  Haltom,  Carl  V.  Han- 
cock, Jr.,  Thomas  A.  Hanson,  Ralph 
L.  Haynes,  Buford  G.  Harbin,  Wil- 
liam R.  Hardcastle,  J.  Harold  Har- 
rison, J.  Rhodes  Haverty,  Patricia 
Haynes,  William  M.  Headley,  John 
P.  Heard,  William  C.  Heard,  Irving 
D.  Hellenga,  Peter  Henderson,  E.  V. 
Herrin,  John  Hinkle,  Tom  Hope, 
Warren  B.  Horn,  John  A.  Hudson, 
Charles  Humphries,  Dirk  E.  Hutten- 
bach,  Mark  C.  Hutto,  Anthony  F.  Is- 
ele,  Eugene  H.  Jackson,  Joseph  M. 
Jackson,  Kenneth  Jago,  Milton  1. 
Johnson,  Jr.,  George  R.  Jones, 
Saunders  Jones,  Jr.,  William  B. 
Jones,  James  A.  Kaufmann,  Ellis  B. 
Keener,  J.  Weldon  Kelley,  Kerry 
King,  P.  Rao  Kondur,  Charles  A. 
Lanford,  Bob  G.  Lanier,  J.  Moultrie 
Lee,  Walter  M.  Ligon,  Werner  Linz, 
Charles  Gary  Lodge,  J.  Robert  Lo- 
gan, William  D.  Logan,  Jr.,  Gary  R. 
Loveless,  Louis  O.  J.  Manganiello, 


Joy  A.  Maxey,  William  E.  May,  Alva 
Louie  Mayes,  Jr.,  Harry  C.  Mc- 
Donald, Charles  W.  McDowell,  Jr., 
Virgle  W.  McEver,  Jr.,  Virgle  W. 
McEver,  111,  Peter  Meehan,  Jack  F. 
Menendez,  Margaret  Mermin,  Ar- 
thur J.  Merrill,  Jr.,  Cecil  L.  Miller, 
E.  M.  Molnar,  W.  W.  Moore,  Jr.,  Mar- 
tin J.  Moran,  Rene  A.  Morell,  Hugo 
S.  Moreno,  Joseph  V.  Morrison,  Jr., 
Gerald  B.  Muller,  Ellis  H.  Nelson, 
Joe  L.  Nettles,  Bruce  C.  Newsom, 
John  S.  Newton,  Jeffrey  T.  Nugent, 
James  L.  O’Quinn,  Carol  H.  Oster, 
Dolford  F.  Payne,  Garland  D.  Per- 
due, Jr.,  George  Petrides,  William 


C.  Pfister,  Dent  W.  Purcell,  Allan 
Plummer,  Thomas  E.  Price,  Carol 
Pryor,  Keith  A.  Quarterman,  Cor- 
inne  F.  Quinn,  J.  L.  Rabb,  Jack  A. 
Raines,  Walter  J.  Ratchford,  John  D. 
Richmond,  Stanley  P.  Riepe,  Wells 
Riley,  John  E.  Roberts,  Jr.,  Michael 
H.  Roberts,  Harrison  L.  Rogers,  Jr., 
Jim  Lee  Rogers,  E.  A.  Roper,  Ronald 
P.  Roper,  Ronald  Rosen,  Lawrence 
Ruf,  F.  Stuart  Sanders,  Gerald  E. 
Sanders,  Donald  Schaffner,  J.  K. 
Schellack,  Nathan  Segall,  George  L. 
Smith,  Rodney  L.  Smith,  Tyson  D. 
Smith,  Jr.,  David  Sowell,  Charles  C. 
Stamey,Cassius  M.  Stanley,  111,  Dan 
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Jack  A.  Raines,  M.D.,  a psychiatrist  from 
Columbus,  served  again  this  year  as 
Vice  Speaker. 


B.  Stephens,  Richard  A.  Stappen- 
beck,  Joe  C.  Stubbs,  0.  Wytch 
Stubbs,  Jr.,  James  H.  Sullivan,  David 

D.  Tanner,  Earle  M.  Taylor,  H. 
Wayne  Templeton,  Luther  M. 
Thomas,  Jr.,  Hugh  S.  Thompson, 
Jr.,  William  C.  Tippins,  Jr.,  James 
H.  Tison,  Charles  E.  Todd,  Jr.,  Jerry 

C.  Tootle,  Fred  A.  Trest,  Karl  Ull- 
man,  Charles  R.  Underwood,  Wil- 
liam S.  Vancise,  Roy  W.  Vandiver, 
Edward  J.  Waits,  William  C.  Waters, 
111,  John  D.  Watson,  Jr.,  Alexander 
H.  S.  Weaver,  Robert  E.  Wells,  Wil- 
liam N.  Wessinger,  G.  Marc  Weth- 
erington,  J.  Q.  Whitaker,  William  G. 
Whitaker,  III,  Paul  A.  Whitlock,  Jr., 
William  R.  Wills,  Jr.,  Joseph  S.  Wil- 
son, Sr.,  Thorne  S.  Winter,  III,  Wil- 
liam A.  Wolff,  J.  Trevor  Woodhams, 
C.  Allen  Woods,  Jr.,  Asa  G.  Yancey, 
John  T.  Yauger. 


Alternate  Delegates 

Robert  L.  Buckley,  Harry  N.  Dor- 
sey, Mark  D.  Durden,  III,  David  R. 
Fern,  John  E.  Fowler,  Atwood  M. 
Freeman,  Jr.,  J.  Harper  Gaston,  C. 

E.  Johnson,  Jr.,  W.  K.  Lane,  Harold 
S.  Ramos,  Samuel  L.  Strickland. 

Vice  Speaker  Raines  introduced 
the  parlimentarian,  Mrs.  Mary  Lou 
Stephens,  noting  that  the  Robert’s 
Rules  of  Order  would  be  followed. 

Members  of  the  Tellers  Commit- 
tee, chaired  by  Dr.  John  Schellack 
were  introduced  as  follows:  Dr.  Wil- 
liam Clark,  III,  Dr.  Dan  Stephens, 
and  Dr.  Carson  (Bucky)  Burgstiner. 

Adoption  of  Minutes 

The  Proceedings  of  the  1988 
meeting  of  the  MAG  House  of  Del- 
egates as  published  in  the  June, 
1988,  Journal  of  the  Medical  As- 
sociation  of  Georgia,  with  a sub- 
sequent correction  regarding  Ref- 
erence Committee  C in  the  August 
issue,  were  approved. 

Nominations  of  Opposed 
Elections 

Speaker  Kaufmann  announced 
that  only  those  candidates  with  op- 
position will  be  listed  on  the  ballot 
for  the  Saturday,  May  6,  election. 

Speaker  Kaufmann  called  on  the 
House  to  proceed  with  nomina- 
tions for  opposed  offices: 

President-Elect:  William  C.  Col- 
lins, M.D.,  Atlanta,  was  nominated 
for  President-Elect  by  Hugh  S. 
Thompson,  M.D.,  East  Point,  and 
seconded  by  Alva  L.  Mayes,  Jr., 
M.D.,  Macon. 

Richard  W.  Cohen,  M.D.,  Austell, 
was  nominated  for  President-Elect 
by  Rene  A.  Morell,  M.D.,  Marietta, 
and  seconded  by  Jack  F.  Menen- 
dez,  M.D.,  Macon. 

Speedcer  of  the  House:  James  A. 
Kaufmann,  M.D.,  Atlanta,  was  nom- 
inated for  Speaker  of  the  House  by 
Hugh  S.  Thompson,  M.D.,  East 
Point,  and  seconded  by  Joe  L.  Net- 
tles, M.D.,  Savannah. 

F.  William  Dowda,  M.D.,  Atlanta, 
was  nominated  for  Speaker  of  the 


House  by  Harrison  L.  Rogers,  Jr., 
M.D.,  Atlanta. 

AMA  Delegates:  F.  William 
Dowda,  M.D.,  Atlanta,  was  nomi- 
nated to  succeed  himself  by  Har- 
rison L.  Rogers,  Jr.,  M.D.,  Atlanta. 

Jack  F.  Menendez,  M.D.,  Macon, 
was  nominated  for  AMA  Delegate 
by  Charles  A.  Lanford,  M.D.,  Ma- 
con, and  seconded  by  Milton  I. 
Johnson,  Jr.,  M.D.,  Macon. 


Election  of  Unopposed 
Candidates 

It  was  agreed  at  the  outset  that 
unopposed  candidates  would  be 
elected  at  this  Session  and  the 
names  of  the  candidates  who  have 
opposition  would  appear  on  the 
ballot  for  election,  Saturday,  May  6, 
1989.  Upon  nominations  duly  made 
and  seconded  as  indicated  below, 
the  following  slate  of  unopposed 
officers  were  elected  by  acclama- 
tion: 

Vice  Spe2iker,  House  of  Dele- 
gates: Jack  A.  Raines,  M.D.,  Colum- 
bus, was  nominated  by  William  H. 
Hayes,  M.D.,  Columbus,  and  sec- 
onded by  Joy  A.  Maxey,  M.D.,  At- 
lanta. 

First  Vice  President:  As  Second 
Vice  President,  Bob  G.  Lanier,  M.D., 
Atlanta,  automatically  becomes  First 
Vice  President;  therefore,  no  elec- 
tion is  required  for  this  position. 

Second  Vice  President:  Roy  W. 
Vandiver,  M.D.,  Decatur  was  nom- 
inated for  Second  Vice  President  by 
William  G.  Whitaker,  III,  M.D.  De- 
catur, and  seconded  by  James  H. 
Sullivan,  M.D.  of  Columbus. 

AMA  Delegate:  Due  to  the  an- 
nouncement of  William  W.  Moore, 
Jr.,  M.D.,  Atlanta,  not  to  seek  re- 
election  as  AMA  Delegate,  Virgle  W. 
McEver,  Jr.,  M.D.,  Warner  Robins, 
was  nominated  by  Virgle  W.  Mc- 
Ever, III,  Warner  Robins,  and  sec- 
onded by  William  W.  Moore,  Jr., 
M.D.,  Atlanta. 

AMA  Delegate:  C.  Emory  Boh- 
ler,  M.D.,  Brooklet,  was  nominated 
to  succeed  himself  by  Paul  Whit- 
lock, M.D.,  Statesboro,  and  sec- 
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onded  by  Robert  Logan,  M.D.,  Sa- 
vannah. 

AMA  Delegate:  Charles  D.  Hol- 
lis, Jr.,  M.D.,  Albany,  was  nomi- 
nated to  succeed  himself  by  Mack 
Freeman,  M.D.,  Albany,  and  sec- 
onded by  J.  Rhodes  Haverty,  M.D., 
Atlanta. 

Alternate  Delegate:  Richard  W. 
Cohen,  M.D.,  Austell,  was  nomi- 
nated to  succeed  himself  by  Rene 
A.  Morell,  M.D.,  Marietta,  and  sec- 
onded by  Joe  C.  Stubbs,  M.D.,  Val- 
dosta. 

AMA  Alternate  Delegate:  Wil- 
liam D.  Logan,  Jr.,  M.D.,  Atlanta, 
was  nominated  to  succeed  himself 
by  Jeffrey  T.  Nugent,  M.D.,  Atlanta, 
and  seconded  by  Spencer  S.  Brewer, 
Jr.,  M.D.,  Augusta. 

AMA  Alternate  Delegate:  Jo- 
seph P.  Bailey,  Jr.,  M.D.  Augusta, 
was  nominated  by  Albert  Carr,  M.D., 
Augusta,  and  seconded  by  Louis  H. 
Felder,  M.D.,  Atlanta,  to  fill  the  po- 
sition previously  held  by  Virgle  W. 
McEver,  Jr.,  M.D.,  Warner  Robins. 

AMA  Alternate  Delegate:  Due 
to  the  nomination  of  Jack  F.  Me- 
nendez,  M.D.,  Macon,  as  AMA  Del- 
egate in  opposition  of  the  position 
currently  held  by  F.  William  Dowda, 
M.D.,  Atlanta,  Louis  H.  Felder,  M.D., 
was  nominated  by  Harrison  L.  Rog- 
ers, Jr.,  M.D.,  Atlanta,  and  sec- 
onded by  Bob  G.  Lanier,  M.D.,  At- 
lanta. 

MAG  Delegate  to  AMA  Young 
Physici2ui  Section:  Joy  A.  Maxey, 
M.D.,  Atlanta,  was  nominated  by 
James  F.  Beattie,  Jr.,  M.D.,  Fort  Og- 
lethorpe, and  seconded  by  Donald 
H.  Campbell,  M.D.,  Marietta. 

MAG  Alternate  Delegate  to 
AMA  Young  Physicians  Section: 
James  F.  Beattie,  Jr.,  M.D.,  Fort  Ogle- 
thorpe, was  nominated  by  Joy  A. 
Maxey,  M.D.,  Atlanta,  and  sec- 
onded by  Donald  H.  Campbell, 
M.D.,  Marietta. 

Judicial  Council:  Due  to  the  in- 
eligibility for  re-election  of  John  M. 
Martin,  M.D.  Augusta,  Curtis  H. 
Carter,  M.D.,  Augusta,  was  nomi- 
nated by  Joseph  P.  Bailey,  Jr.,  M.D., 
Augusta,  for  a term  to  expire  in  1992. 


Judicial  Council:  By  action  of  the 
House  of  Delegates  in  bestowing 
upon  C.  Emory  Bohler,  M.D.,  Brook- 
let a seat  on  the  Medical  Associa- 
tions of  Georgia’s  Executive  Com- 
mittee, Dr.  Bohler  is  now  obliged 
to  relinquish  his  seat  as  Chairman 
of  the  Judicial  Council.  Because 
such  vacancies  are  filled  by  Presi- 
dential nomination,  Joseph  P.  Bai- 
ley, Jr.,  M.D.,  Augusta,  nominated 
John  D.  Watson,  Jr.,  M.D.  Colum- 
bus, to  serve  as  Chair  of  the  Judicial 
Council. 

Directors  and  Alternate  Directors 

Speaker  Kaufmann  announced 
the  result  of  elections  for  Directors 
and  Alternate  Directors,  as  con- 
ducted by  the  District  Medical  So- 
cieties and  Component  County 
Medical  Societies,  with  Terms  to 
expire  1992: 

Ninth  District  Medical  Society  Di- 
rector 

John  Ed  Fowler  — Clayton 


Ninth  District  Medical  Society  Alter- 
nate Director 

C.  Peter  Lampros  — Tiger 

Cobb  County  Medical  Society  Di- 
rector 

Dan  B.  Stephens  — Marietta 

Georgia  Medical  Society  Director 
J.  Patrick  Evans  — Savannah 

Georgia  Medical  Society  Alternate 
Director 

Roland  S.  Summers  — Savannah 

Gwinnett-Forsyth  County  Medical 
Society  Director 

Rupert  Bramblett  — Cumming 

Gwinnett-Forsyth  County  Medical 
Society  Alternate  Director 
Cecil  L.  Miller  — Buford 

Medical  Association  of  Atlanta  Di- 
rector 

William  C.  Collins  — Atlanta 

Medical  Association  of  Atlanta  Al- 
ternate Director 

Bob  G.  Lanier  — Atlanta 


GaMPAC  works  on  behalf  of  the  entire  medical  profession,  advancing  the 
goals  of  the  medical  profession  through  political  involvement. 
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Muscogee  County  Medical  Society 
Director 

E.  M.  Molnar  — Columbus 

Muscogee  County  Medical  Society 
Alternate  Director 

Ken  L.Goldman  — Columbus 

Reports  of  Officers 

President’s  Report  — Not  re- 
ferred 

President-Elect’s  Report  — Ref- 
fered  to  Ref.  Comm.  C. 

Immediate  Past  President’s  Re- 
port — Rec.  1,  referred  to  Ref. 
Comm.  C;  Rec.  2,  referred  to  Ref. 
Comm.  B;  Rec.  3,  referred  to  Ref. 
Comm.  A. 

First  Vice  President’s  Report  — 
Referred  to  Ref.  Comm.  A. 

Chairman  of  the  Board’s  Report 
— Not  referred. 

Secretary’s  Report  — Not  re- 
ferred. 

Reports  of  Directors 

The  following  Directors’  reports 
were  not  referred  to  a Reference 
Committee:  First  District  Medical 
Society,  Second  District  Medical 
Society,  Third  District  Medical  So- 
ciety, DeKalb  Medical  Society,  Med- 
ical Association  of  Atlanta,  Sixth 
District  Medical  Society,  Seventh 
District  Medical  Society,  Eighth  Dis- 
trict Medical  Society,  Ninth  District 
Medical  Society,  Tenth  District 
Medical  Society,  Bibb  County  Med- 
ical Society,  Clayton-Fayette  County 
Medical  Society,  Cobb  County  Med- 
ical Society,  Crawford  W.  Long 
Medical  Society,  Floyd-Polk-Chat- 
tooga  Medical  Society,  Dougherty 
County  Medical  Society,  Georgia 
Medical  Society,  Hall  County  Med- 
ical Society,  Muscogee  County 
Medical  Society,  Richmond  County 
Medical  Society. 

Reports  of  Departments 

Journal  of  the  Medical  Associa- 
tion of  Georgia  — Not  referred. 

Reports  of  Sections 

The  following  section  reports 
were  not  referred:  Medical  Student 


Section,  Young  Physician  Section, 
Resident  Physician  Section. 

Special  Reports 

AMA  Delegation  — Not  referred. 

Georgia  Health  Network  — Not 
referred. 

Auxiliary  — Not  referred. 

MAG  Mutual  Insurance  Company 
and  Supplemental  Report  — Not  re- 
ferred. 

Reports  of  Committees 

Access  to  Medical  Care  — Not 
referred. 

Auxiliary  — Not  referred. 

Cancer  — Not  referred. 

Constitution  & Bylaws  — Not  re- 
ferred. 

C & B Supplemental  Report  — 
Referred  to  Ref.  Comm.  C & B. 

Continuing  Medical  Education  — 
Not  referred. 

Emergency  Medical  Services  — 
Not  referred. 

Impaired  Physicians  — Not  re- 
ferred. 

Legislative  Council  — Referred 
to  Ref.  Comm.  C. 


Maternal  & Infant  Health  — Not 
referred. 

Medical  Aspects  of  Sports  — Not 
referred. 

Medical  Practice  — Referred  Rec. 
1 to  Ref.  Comm.  B and  Rec.  2 to 
Ref.  Comm.  C. 

Medical  Schools  — Not  referred. 

Medicine  & Human  Values  — 
Referred  to  Ref.  Comm.  A. 

Membership  Expansion  & In- 
volvement — Not  referred. 

Non-Physician  Health  Care  Pro- 
viders — Referred  to  Ref.  Comm. 
A. 

Prison  Health  Care  — Not  re- 
ferred. 

Public  Health  — Referred  to  Ref. 
Comm.  B. 

Public  Relations  — Referred  to 
Ref.  Comm.  F. 

Scientific  Assembly  — Not  re- 
ferred. 

Specialty  Society  Relations  — Not 
referred. 

Third  Party  Payors  — Referred 
Rec.  1 to  Ref.  Comm.  C and  Rec.  2 
to  Ref.  Comm.  B. 


Dr.  William  C.  Collins,  of  Atlanta,  who  won  the  race  for  President-Elect  of  MAG 
against  Dr.  Richard  A.  Cohen,  of  Austell,  is  shown  here  distributing  campaign 
hats. 
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Ad  Hoc  for  Tort  Refort  — Not  re- 
ferred. 

Ad  Hoc  Committee  on  Diversion 
of  Legitimate  Prescription  Drugs  — 
Not  referred. 

Ad  Hoc  on  PRO  Review  — Not 
referred. 

Ad  Hoc  on  Senior  Citizen  Advo- 
cacy — Referred  Rec.  1 to  Ref. 
Comm.  B,  Rec.  2,  7 to  Ref.  Comm. 
D,  and  Rec.  3,  4,  5,  6 to  Ref.  Comm. 
F. 

Resolutions 

Banning  of  Tobacco  Product  Ad- 
vertisement— Res.  1 : Referred  Rec. 
1 to  Ref.  Comm.  D and  Rec.  2 to 
Ref.  Comm.  C. 

Financial  Structure  of  the  JMAG 

— Res.  2:  Referred  to  Ref.  Comm. 
F 

Committee  Chairmanship  — Res. 
3:  Referred  to  Ref.  Comm.  C & B. 

Medical  Examiners  System  — 
Res.  4:  Referred  to  Ref.  Comm.  C. 

Stratified  Licensure  — Res.  5:  Re- 
ferred to  Ref.  Comm.  C. 

Student  Member  of  Board  of  Di- 
rectors — Res.  6:  Referred  to  Ref. 
Comm.  C B. 

Student  Members  of  Committees 

— Res.  7:  Referred  to  Ref.  Comm. 
C & B. 

Section  Recognition  of  Services 

— Res.  8:  Referred  to  Ref.  Comm. 
D. 

Student  Section  Representative  — 
Res.  9:  Referred  to  Ref.  Comm.  C & 
B. 

(Resolutions  10  & 11  were  with- 
drawn.) 

Third  Party  Payor  Claims  — Res. 
12:  Referred  to  Ref.  Comm.  B. 

Identification  of  Tobacco  as  a 
Cause  ofDeath  — Res.  13:  Referred 
to  Ref.  Comm.  C. 

Prompt  Payments  in  Insurance 
Claims  — Res.  14:  Referred  to  Ref. 
Comm.  C. 

Allocation  of  MAG  dues  for  JM4G 

— Res.  15:  Referred  to  Ref.  Comm. 
F. 

Proposal  to  Amend  the  Acquired 
Immune  Deficiency  Syndrome  Leg- 
islature Act  — Res.  16:  Referred  to 
Ref.  Comm.  C. 


Unified  Membership  with  AMA  — 
Res.  17:  Referred  to  Ref.  Comm.  A. 

Fiscal  Solvency  of  Insurance 
Companies  — Res.  18:  Referred  to 
Ref.  Comm.  B. 

Peer  Review  Contract  with  Board 
of  Medical  Examiners  — Res.  19: 
Referred  to  Ref.  Comm.  C. 

Voluntary  Acceptance  of  Medi- 
care Assignment  — Res.  20:  Re- 
ferred to  Ref.  Comm.  B. 

State  Funding  of  Grady  Memorial 
Hospital  — Res.  21 : Referred  to  Ref. 
Comm.  C. 

Labeling  to  Better  Identify  Pre- 
scribed Medications  — Res.  22:  Re- 
ferred to  Ref.  Comm.  C. 

Commendation  of  Louis  W.  Sul- 
livan, M.D.  — Res.  23:  Referred  to 
Ref.  Comm.  D. 

Organizational  Evaluation  — Res. 
24:  Referred  to  Ref.  Comm.  A. 

Informed  Consent  — Res.  25:  Re- 
ferred to  Ref.  Comm.  C. 

National  Health  Insurance  — Res. 
26:  Referred  to  Ref.  Comm.  B. 

Elimination  of  Penalty  for  Rein- 
statement into  Membership  — Res. 
27:  Referred  to  Ref.  Comm.  C & B. 

Duties  of  Executive  Director  — 
Res.  28:  Referred  to  Ref.  Comm.  C 
& B. 

Qualifications  of  Life  Member- 
ship — Res.  29:  Referred  to  Ref. 
Comm.  C & B. 

Duties  of  Executive  Director  — 
Res.  30:  Referred  to  Ref.  Comm.  C 
& B. 

National  Accreditation  of  CME  — 
Res.  31:  Referred  to  Ref.  Comm.  D. 

Freedom  of  Choice  of  Health  In- 
surance — Res.  32:  Referred  to  Ref. 
Comm.  C. 

MAG  Roster  — Res.  33:  Referred 
to  Ref.  Comm.  A. 

Legalization  of  Drugs.  — Res.  34: 
Referred  to  Ref.  Comm.  C. 

AEtna  Lawsuit  — Res.  35:  Re- 
ferred to  Ref.  Comm.  A. 

Hospital  Medical  Staff  Section  — 
Res.  36:  Referred  to  Ref.  Comm.  C 
& B. 

Amendment  to  Articles  V,  VI  & 
XI  of  the  Constitution  — Res.  37: 
Referred  to  Ref.  Comm.  C & B. 


Executive  Session  — Res.  38:  Re- 
ferred to  Ref.  Comm.  C & B. 

Special  Rules  of  Procedures  of 
the  House  of  Delegates  & The  Board 
of  Directors  — Res.  39:  Referred  to 
Ref.  Comm.  C & B. 

Increase  the  Size  of  the  Commit- 
tee on  Finance  — Res.  40:  Referred 
to  Ref.  Comm.  C & B. 

Specialty  Society  Representation 
— Res.  41:  Referred  to  Ref.  Comm. 
C & B. 

Nursing  Homes  and  Personal 
Care  Homes  — Res.  42:  Referred  to 
Ref.  Comm.  C. 

Battered  Women  — Res.  43:  Re- 
ferred Res.  1,  3 to  Ref.  Comm.  C 
and  Res.  2 to  Ref.  Comm.  F. 

Creation  of  an  At-Large  Member- 
ship Category  — Res.  44:  Referred 
to  Ref.  Comm.  C & B. 

Investigation  of  Hospital  Prac- 
tices — Res.  45:  Referred  to  Ref. 
Comm.  B. 

Medical  Regulations  — Res.  46: 
Referred  to  Ref.  Comm.  B. 

Inflammatory  Language  Con- 
tained in  Medicare  Regulations  — 
Res.  47:  Referred  to  Ref.  Comm.  C. 

Medical  Program  — Res.  48:  Re- 
ferred to  Ref.  Comm.  B. 

Appointments  of 
Reference  Committees 

The  speaker  announced  the  ap- 
pointments of  the  House  of  Dele- 
gates Reference  Committees  as  fol- 
lows: 

Reference  Committee  A 

Dan  B.  Stephens,  Chairman, 
Cobb;  Albert  A.  Carr,  Vice  Chair- 
man, Richmond;  Roy  W.  Vandiver, 
DeKalb;  Charles  W.  McDowell,  Jr., 
DeKalb;  Dent  W.  Purcell,  Georgia 
Medical;  Gerald  E.  Sanders,  Cobb; 
Asa  G.  Yancey,  Medical  Association 
of  Atlanta;  Anthony  F.  Isele,  Dough- 
tery;  Joyce  Butler,  MAG  Staff. 

Reference  Committee  B 

Hugh  S.  Thompson,  Jr.,  Chair- 
man, Medical  Association  of  At- 
lanta; 0.  Wytch  Stubbs,  Jr.,  Vice 
Chairman,  DeKalb;  Dolford  F. 
Payne,  Jr.,  Medical  Association  of 
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Atlanta;  Virgle  W.  McEver,  III, 
Peachbelt;  Robert  Glenn  Carter,  St. 
Johns  Parrish;  William  A.  Wolff, 
Muscogee;  Alfred  L.  Davis,  Jr.,  Way- 
cross;  John  S.  Antalis,  Whitfield- 
Murray;  Cam  Taylor,  MAG  Staff. 

Reference  Committee  C 
James  L.  O’Quinn,  Chairman, 
Richmond;  Ellis  B.  Keener,  Vice 
Chairman,  Hall;  William  G.  Whit- 
aker, III,  DeKalb;  William  B.  Jones, 
Hall;  William  L.  Dobes,  Jr.,  Medical 
Association  of  Atlanta;  Catherine  S. 
Andrews,  Cobb;  Ronald  P.  Roper, 
Cobb;  Joseph  V.  Morrison,  Jr., 
Georgia  Medical;  Joe  Wood  and 
Donna  Glass,  MAG  Staff. 


Reference  Committee  D 
J.  Robert  Logan,  Chairman,  Geor- 
gia Medical;  Spencer  S.  Brewer,  Jr., 
Vice  Chairman,  Medical  Associa- 
tion of  Atlanta;  Robert  A.  Burns, 
Whitfield-Murray;  Kenneth  L.  Gold- 
man, Muscogee;  Rodrigo  Cabezas, 
Medical  Association  of  Atlanta; 
Thomas  L.  Haltom,  Cobb;  Jim  Lee 
Rogers,  Floyd-Polk-Chattooga;  John 
A.  Hudson,  Bibb;  Steve  Davis,  MAG 
Staff. 

Reference  Committee  F 

H.  Duane  Blair,  Chairman,  De- 
Kalb;  Alva  Louie  Mayes,  Jr.,  Vice 
Chairman,  Bibb;  Alan  Plummer, 
Medical  Association  of  Atlanta; 
Donald  H.  Campbell,  Cobb;  Walter 
M.  Ligon,  Cobb;  Ellis  H.  Nelson, 
Richmond;  Karen  Haughey,  Etta 
Peoples,  MAG  Staff. 


Reference  Committee  on 
Constitution  & Bylaws 
Joy  A.  Maxey,  Chairman;  DeKalb; 
James  F.  Beattie,  Jr.,  Vice  Chair- 
man, Walker-Catoosa-Dade;  John 
T.  Yauger,  Medical  Association  of 
Atlanta;  E.M.  Molnar;  Muscogee;  Joe 
C.  Stubbs,  South  Georgia;  Luther  M. 
Thomas,  Jr.,  Richmond;  Leon  H. 
Bush,  Richmond;  Jim  Moffett,  Lynn 
Pearson,  MAG  Staff. 

Adjournment 

After  several  brief  announce- 
ments, the  Speaker  adjourned  the 
First  Session  of  House  of  Delegates 
at  approximately  10  PM. 
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MARVIN  L.  DAVIS,  M.D.  & 
RICHARD  B.  SMITH,  MJ>.  & 
JAMES  H.  ALEXANDER,  MJ). 


have,  acquired  the  practice  of 

LARRY  BREGMAN,  MJ). 

Atlanta,  Qeorgia 

We  are  pleased  to  have  represented 
all  parties  in  this  transaction. 
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call  AFTCO  As- 
sociates today. 


You've  woiiced  too  hard  to 
let  your  practice  waste 
away  as  you  approach 
retirement 


AFTCO'sPie-SalePro- 
gram  enables  you  to 
practiceless,maintam 
your  income,  protect 
the  value  of  yourprac- 
tice,  and  can  consid- 
erably improve  your 
"Quality  of  Life." 
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RAMILY  PRACTICE. 

A REMARDINC  EXPERIENtt  IN 
ARMY  MEDICINE. 

The  Army  has  more  sol- 
diers with  families  than  ever 
before.  So  when  you  join  the 
Army  Medical  Team  as  a Fam- 
ily Practitioner,  expect  to 
spend  most  of  your  time  serv- 
ing not  only  soldiers,  but  their 
spouses  and  children,  too. 

What’s  more,  you  won’t  have 
to  worry  about  the  paperwork, 
malpractice  insurance  pre- 
miums, or  the  costs  incurred 
in  running  a private  practice. 

Expect  to  work  in  a 
highly  challenging  and  varied 
environment.  Working  with  a 
team  of  highly  trained  profes- 
sionals, you  can  receive 
assignments  almost  anywhere 

in  the  United  States;  the  Army  offers  the  largest  system  of  comprehensive 
health  care  in  the  nation.  Family  Practice  positions  are  also  available  overseas, 
in  Germany  and  Korea. 

The  benefits  package  available  to  Army  Family  Practitioners  is  quite 
attractive,  'fou’ll  receive  30  days  paid  vacation,  opportunities  to  continue  edu- 
cation and  conduct  research,  a chance  to  travel,  and  reasonable  work  hours. 

All  in  all,  your  Army  Family  Practice  will  be  a rewarding  experience.  Not 
only  for  you,  but  for  Army  families,  too.  Talk  to  your  Army  Medical  Depart- 
ment Counselor  for  more  information. 

BUILDING  922,  NORTH  END 
FORT  GILLEM 

FOREST  PARK,  GA  30050-5000 
(404)  362-3359  COLLECT 


ARMY  MEDKINE.  BE  ALL  YOU  CAN  BE. 
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REPORT  OF  THE 
PRESIDENT 

Joseph  P.  Bailey,  Jr.,  M.D. 

This  year  has  been  one  of  great 
challenge  and  tremendous  sat- 
isfaction for  me.  There  have  been 
many  challenges,  yet  each  has  led 
toward  creating  a better  Medical  As- 
sociation. 

The  creation  of  a Blue  Cross/Blue 
Shield  Liaison  Committee  which 
meets  four  times  a year  has  pro- 
vided us  with  interchange  between 
our  organization  and  leadership  of 
this  important  health  care  carrier  in 
our  state. 

This  year’s  Legislative  Seminar 
held  at  the  Radisson  Jekyll  Island 
Club  on  August  19-21,  1988  was 
again  a highly  successful  activity  re- 
sulting in  improved  relationships 
between  legislators  and  our  orga- 
nization and  also  providing  consid- 
erable insight  for  the  attendees  into 
the  legislative  process. 

There  was  an  Ad  Hoc  Committee 
on  Senior  Citizens  Advocacy  Pro- 
gram developed  in  July,  1988,  and 
chaired  by  Dr.  Joe  Nettles.  This 
committee  will  be  extremely  im- 
portant in  the  development  of  in- 
creasingly positive  relationships 
between  us  and  this  expanding  seg- 
ment of  our  Society. 


Your  medical  society  played  a 
major  role  in  the  extension  of  the 
penalty  period  for  medical  license 
renewal  to  August  31,  1988  on  the 
of  Medical  Examiners.  Had  this  not 
been  accomplished,  many  quali- 
fied physicians  in  the  State  of  Geor- 
gia would  have  been  subject  to  con- 
siderable difficulty  in  the  renewal 
of  their  licenses. 

A significant  action  occurred  in 
the  Summer  of  1988  with  the  Attor- 
ney General’s  ruling  on  the  activi- 
ties of  nurses  in  the  Pubic  Health 
Clinics  of  our  State  which  in  general 
terms  stated  that  the  prescribing  and 
dispensing  of  medications  by  the 
nurses  in  these  clinics  constituted 
the  practice  of  medicine  and  there- 
fore was  unlawful.  This  culminated 
in  meetings  between  your  organi- 
zation and  the  Department  of  Hu- 
man Resources,  the  Georgia  Nurs- 
ing Association  and  the  Georgia 
Board  of  Nursing  in  an  attempt  to 
develop  a “Nurse  protocol”  legis- 
lative proposal  as  well  as  the  con- 
sideration of  a major  revision  of  the 
Nurse  Practice  Act.  Subsequently, 
legislative  activity  was  addressed 
solely  to  the  consideration  for  nurse 
protocols  and  culminated  in  the 
passage  of  House  Bill  209  in  ver- 
sion that  was  favorable  to  our  po- 
sition of  providing  quality  health 
care. 
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Legislative  Council  size  and  ac- 
tivity under  the  leadership  of  Dr. 
James  Kaufmann  was  expanded  and 
two  Vice-chairmen  were  appointed 
as  per  the  actions  of  last  year’s 
House  of  Delegates,  those  two  being 
Dr.  Joe  Nettles,  President-Elect,  and 
Dr.  Jack  Menendez,  Immediate  Past 
President.  It  is  felt  that  this  Council 
served  admirably  in  providing  a 
mechanism  for  discussion  and 
plans  of  legislative  activity  in  the 
General  Assembly  in  1989,  as  well 
as  providing  a formal  and  very  ben- 
eficial liaison  with  specialty  soci- 
eties. 

A major  problem  this  year  was 
the  development  of  a mechanism 
for  implementation  of  the  informed 
Consent  Law.  This  resulted  in  major 
activity  for  all  segments  of  our  As- 
sociation and  particularly  en- 
hanced the  relationship  with  MAG 
Mutual,  which  is  vitally  concerned 
with  the  issue  of  informed  consent. 
It  also  provided  a forum  for  inter- 
change with  the  specialty  societies. 
Of  particular  note  is  the  major  role 
that  Our  General  Counsel,  Mr.  Rich- 
ard Greene,  played  in  the  devel- 
opment of  not  only  the  proposals 
concerning  the  rules  themselves  but 
the  subsequent  educational  ac- 
tivities that  were  disseminated 
throughout  the  State  of  Georgia. 

A revised  job  description  for  the 
Medical  Director  of  the  Medical  As- 
sociation of  Georgia’s  Impaired 
Physicians  Program  was  developed 
and  attempts  at  obtaining  the  serv- 
ices of  the  previously  proposed  in- 
dividual were  unsuccessful. 

Of  significance  was  the  meeting 
held  with  the  Georgia  Academy  of 
Family  Physicians  leadership  in  the 
Summer  of  1988.  This  had  led  to 
several  subsequent  meetings  and  it 
is  felt  that  the  relationship  between 
our  organizations  is  now  very  strong 
and  positive,  thanks  in  great  part  to 
the  cooperative  spirit  of  their  Pres- 
ident and  MAG  member.  Dr.  Rich- 
ard Wherry. 

The  Auxiliary  to  the  Medical  As- 
sociation of  Georgia  received  un- 
usual distinction  in  being  recog- 
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nized  by  the  National  AMA  Auxiliary 
for  its  positive  interaction  with  MAG. 
This  led  to  two  presentations  in 
Chicago  by  Mrs.  Jan  Collins,  Pres- 
ident of  the  Auxiliary,  in  conjunc- 
tion with  your  President.  These 
presentations  on  organizational 
teamwork  to  the  AMA  Auxiliary 
Leadership  Conference  were  given 
on  October  9,  1988  and  February  5, 
1989. 

Your  President  attended  an  AMA 
meeting  on  RBRVS  on  November 
13,  1988  in  Chicago.  This  meeting 
dealt  primarily  with  the  dissemi- 
nation of  information  about  RBRVS 
and  did  not  provide  definitive  con- 
clusions as  to  the  position  of  AMA 
on  RBRVS. 

Dr.  Bill  Waters  chaired  a very 
successful  conference  on  medical 
education  at  the  Doubletree  Hotel 
in  Atlanta  on  October  14-15,  1988. 

Your  leadership  met  with  repre- 
sentatives of  the  Pediatric  Specialty 
in  Georgia  and  developed  a legis- 
lative approach  to  require  health  in- 
surance coverage  for  “well  children 
services.”  Legislation  has  been  in- 
troduced in  the  General  Assembly 
supporting  this  effort  and  will  be 
pursued  in  1990. 

Of  signal  significance  this  year 
was  the  selection  of  Dr.  Louis  0. 
Sullivan  as  Secretary  of  Health  and 
Human  Service  by  President  George 
Bush  and  Dr.  Sullivan’s  subsequent 
confirmation  by  the  Senate  Com- 
mittee and  the  full  Senate.  Dr.  Sul- 
livan’s nomination  and  confirma- 
tion was  strongly  supported  by  your 
organization.  1 know  that  everyone 
joins  me  in  the  deep  sense  of  pride 
in  having  a member  of  the  Medical 
Association  of  Georgia  in  this  ex- 
tremely important  governmental 
position. 

The  Leadership  Conference  was 
held  at  the  Waverly  Hotel  on  Jan- 
uary 28-29,  1989,  and  this  year  had 
a different  format.  Legislators  ac- 
tively involved  in  the  current  Gen- 
eral Assembly  made  presentations, 
including  Mr.  Thomas  Murphy, 
Speaker  of  the  House  of  Repre- 
sentatives. Also,  we  were  favored  to 


have  the  President-Elect  of  the 
American  Medical  Association,  Dr. 
Allen  Nelson,  make  a presentation. 
Dr.  Murray  Freertian,  President  of 
the  Georgia  Obstetrical  and  Gyne- 
cological Society,  gave  an  excellent 
talk  on  the  obstetrical  liability  cri- 
sis. We  also  were  greatly  honored 
to  have  our  U.S.  Senator,  the  Hon- 
orable Wyche  Fowler,  make  an  ex- 
cellent presentation.  As  a part  of 
this  year’s  Leadership  Conference  a 
program  was  given  by  Mrs.  Mary  Lou 
Stephens  and  Mrs.  Julia  Von  Haam 
on  Parliamentary  Procedure.  This 
program  was  overbooked  in  attend- 
ance and  was,  indeed,  excellent, 
providing  our  organization’s  lead- 
ership with  insight  into  the  issues 
of  parliamentary  procedure. 

Your  organization  has  been  ac- 
tive in  the  development  and  sup- 
port of  the  PADS  11  (Pharmaceutical 
Analytical  Data  System)  program 
and  has  been  involved  with  pres- 
entations by  Mrs.  Bonnie  Wilford  of 
the  AMA  to  state  leadership  con- 
cerning this  vital  matter  directed  at 
diversion  of  legitimate  drugs  to  il- 
legal use  in  our  state. 

This  year  has  also  been  associ- 
ated with  a very  strong  and  positive 
working  relationship  with  the  Geor- 
gia Medical  Care  Foundation  and 
we  are  especially  indebted  to  Dr. 
Ralph  Murphy  for  his  leadership  role 
as  its  Director.  This  area  of  medi- 
cine dealing  with  utilization  review 
is  vital  to  us  and  it  is  becoming 
increasingly  obvious  that  having  an 
organization  in  our  state  headed  by 
a physician  is  essential. 

We  have  spend  great  effort  and 
time  addressing  the  issue  of  the 
OBRA  provisions  of  1985  dealing 
with  non-payment  for  substandard 
care.  This  issue  has  tremendous 
negative  implications  and  has  a 
specific  negative  implication  con- 
cerning increased  explosure  to 
medical  liability  suits.  Efforts  have 
been  developed  to  try  to  modify 
those  factors  in  this  program  that 
will  be  implemented  but  the  with 
background  approach  being  to  re- 
peal this  onerous  law. 
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Jan  Collins  (Mrs.  William  C.)  (L),  1988-89  President  of  the  Auxiliary  to 
MAG,  receives  recognition  from  the  new  1989-90  Auxiliary  President 
Grace  Walden  (Mrs.  Charles  W.)  for  her  outstanding  accomplishments 
during  her  year  as  president. 


A major  problem  of  crisis  pro- 
portions has  been  the  insurance 
carrier  change  for  Medicare  in  the 
State  of  Georgia.  This  change  at  the 
first  of  the  year  was  from  Prudential 
to  the  AEtna  insurance  Company. 
The  base  of  operation  for  this  pro- 
gram is  in  Savannah,  Georgia  and 
your  leadership  has  met  with  the 
director  of  the  program  in  Savannah 
and  as  well  with  the  utilization  re- 
view organization  AEtna  contracted 
with,  Healthcare  Compare,  which 
is  based  in  Chicago,  Illinois.  In  our 
meetings  with  them  we  found  a tre- 
mendous backlog  of  unprocessed 
claims;  we  found  difficulties  re- 
lated to  access  to  their  organization 
and  also  found  that  the  method  of 
evaluating  claims  had  changed 
without  conveyance  to  the  physi- 
cians of  the  state  what  those 
changes  were.  We  have  addressed 
these  issues  and  are  continuing  to 
do  so,  recognizing  the  vital  char- 
acter of  the  Medical  payment  .sys- 
tem to  most  physicians  in  this  state. 
It  is  my  sincere  hope  that  by  the 
time  of  our  House  meeting  there 
will  have  been  better  resolution  of 
the  untenable  situation. 

Mr.  Paul  Shanor  has  been  ap- 
pointed Interim  Executive  Director 


of  our  organization  and  under  his 
leadership  we  have  had  a meeting 
of  the  county  medical  society  ex- 
ecutives which  was  held  on  January 
27,  1989.  It  is  planned  that  these 
meetings  will  be  continued  on  a 
regular  basis.  In  addition,  Mr. 
Shanor  has  developed  job  descrip- 
tions for  the  major  positions  in  our 
organization  and  is  having  regular 
meetings  of  the  staff  of  the  Medical 
Association  of  Georgia.  His  contri- 
butions to  our  organizations  have 
been  exemplary  and  are  deeply  ap- 
preciated by  all. 

This  year’s  legislative  activity 
headed  by  Mr.  Richard  Greene  and 
supported  by  Mr.  Paul  Shanor  and 
Mr.  Joe  Wood,  under  the  direction 
of  Dr.  James  Kaufmann  has  truly 
been  exemplary.  The  effort  and  time 
required  of  these  individuals  in  the 
development  of  support  for  the  po- 
sition of  medicine  in  our  state  in 
beyond  belief.  I am  sure  that  I join 
with  every  member  of  the  Associ- 
ation in  thanking  each  of  them  for 
these  efforts. 

Starting  in  the  Spring  of  1988,  a 
major  problem  developed  for  some 
thirty  of  our  obstetrical  and  gyne- 
cologic colleagues  in  Savannah, 
Georgia.  These  physicians  and/or 


their  office  managers  have  been 
either  subpoenaed  or  requested  to 
give  testimony  before  a Federal 
Grand  Jury  concerning  the  possible 
anti-trust  violation  of  price  fixing. 
The  potential  criminal  penalty  in 
this  matter  is  three  years  in  jail  and/ 
or  a $250,000  fine  per  physician.  In 
addition,  each  of  these  physicians 
have  been  required  to  retain  indi- 
vidual legal  representation  because 
of  the  criminal  character  of  the  al- 
legation. They  have  been  required 
to  submit  their  office  records  to  the 
Federal  Grand  Jury  and  many  of  their 
office  managers  have  been  subpoe- 
naed to  give  testimony.  The  cost  of 
this  activity  has  been  tremendous 
and  may  rise  to  ever  greater  amounts 
pending  the  findings  of  this  Grand 
Jury  and  the  question  of  indict- 
ment. Your  organization  has  ac- 
tively pursued  this  issue,  trying  to 
find  mechanisms  whereby  mean- 
ingful help  could  be  provided.  Your 
President  and  Mr.  David  Poythress 
from  the  Georgia  Health  Network 
went  to  Savannah  and  met  with  the 
physicians  involved.  In  addition,  at 
the  AMA  House  of  Delegates  meet- 
ing in  the  Summer  of  1988,  your 
President  made  a presentation  to 
Mr.  Rick  Rule,  Head  of  the  Anti-Trust 
Division  of  the  U.S.  Justice  Depart- 
ment, concerning  the  dire  conse- 
quences of  the  actions  that  were 
being  considered  and  taken  in  re- 
gards to  the  physicians  in  Savan- 
nah. At  that  time  a delegation  of 
MAG  officers  and  staff  including 
your  President-Elect  and  MAG’s 
General  Council  also  met  with  Mr. 
Kirk  B.  Johnson,  General  Counsel 
for  the  American  Medical  Associa- 
tion seeking  their  active  support. 
Subsequently,  Mr.  Richard  Greene, 
Mr.  Paul  Shanor  and  your  President, 
along  with  Dr.  Joe  Nettles  and  Dr. 
Roland  Summers,  met  with  Mr.  Kirk 
Johnson,  Mr.  Ed  Hirshfield  (AMA), 
Mr.  Jack  Miles  and  Mr.  Jack  Bierig 
on  Saturday,  February  2,  1989,  at 
the  AMA  Leadership  Conference  in 
Chicago.  All  of  these  individuals  are 
attorneys  who  have  specific  interest 
and  information  about  anti-trust 
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matters.  Mr.  Rule  was  subsequently 
replaced  in  the  Justice  Department. 
One  of  the  efforts  we  decided  would 
be  important  was  to  meet  with  his 
replacement  and  either  the  Attor- 
ney General  or  his  representative  as 
soon  as  possible.  In  addition,  Mr. 
Johnson  felt  that  the  development 
of  a central  resource  such  as  a 
clearing  house  for  information  for 
the  attorneys  representing  the  phy- 
sicians in  Savannah  would  be  of 
value.  Another  issue  that  has  come 
to  the  forefront  is  a method  by  which 
financial  support  for  our  colleagues 
in  Savannah  can  be  developed.  It 
has  been  decided  that  in  the  event 
of  indictment  an  effort  will  be  im- 
mediately launched  for  a voluntary 
relief  fund  for  these  physicians.  The 
character  of  this  type  of  activity  on 
the  part  of  the  Justice  Department 
carries  high  levels  of  cost  in  money, 
time  and  tremendous  frustration 
and  vexation  for  those  physicians 
involved.  Physicians  have  not 
maintained  high  levels  of  under- 
standing about  such  items  as  the 
Sherman  Anti-Trust  Law  and  this 
type  of  activity  has  been  foreign  to 
our  membership.  It  is,  therefore, 
highly  upsetting  to  suddenly  have 
intervention  taken  against  us  as  has 
been  done  in  Savannah.  You  can 
be  assured  of  our  continued  inter- 
est and  support  in  every  way  pos- 
sible for  these  physicians. 

Your  leadership  has  continued  to 
meet  with  the  Georgia  Hospital  As- 
sociation leadership  and  the  mu- 
tual interchange  between  these  two 
organizations  has  again  provided 
ongoing  and  positive  association 
and  support. 

A presentation  was  made  to  Mrs. 
Barbara  Thibodeau  on  November  7, 
1988  on  the  occasion  of  her  instal- 
I lation  as  President  of  the  Auxiliary 
, to  the  Southern  Medical  Associa- 
i tion.  A letter  of  congratulations  was 
I read  supporting  her  from  then  Pres- 
I ident-Elect  George  Bush. 

GaMPAC,  under  the  leadership  of 
Dr.  James  O’Quinn,  has  made  no- 
table and  positive  inroads  into  the 
legislative  activities  in  our  state  and 
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he  and  the  GaMPAC  Board  are  to 
be  congratulated  for  the  excellent 
effort  in  the  development  of  this  vi- 
tal program  to  the  Medical  Asso- 
ciation of  Georgia. 

An  issue  that  is  vital  to  us  is  the 
inclusion  of  specialty  society  rep- 
resentation in  our  organization.  This 
year  has  proven  that  it  is  absolutely 
essential  for  the  Medical  Associa- 
tion of  Georgia  to  have  immediate, 
positive  and  ongoing  relationships 
with  the  leadership  of  each  of  the 
specialty  societies.  This  report  is 
tendered,  therefore,  with  strong 
support  for  the  motion  that  lays  on 
the  table  at  this  time  supporting 
specialty  society  membership  in  the 
House. 

1988-1989  has  been  a year  of  great 
challenge,  great  opportunity  and 
great  privilege  for  me  as  your  Pres- 
ident. It  has  been  truly  an  honor 
that  is  the  highlight  of  my  life  and 
will  never  be  forgotten.  I’m  confi- 
dent that  the  acts  taken  during  this 
year  were  in  support  of  our  orga- 
nization and  will  prove  to  be  of  great 
value  to  us.  The  long-term  course 
of  our  organization  will  continue  to 
move  to  support  the  patient  through 
organized  medicine  and  by  virture 
of  this  support  guarantee  the  po- 
sition of  the  physicians  in  our  state. 
The  professional  character  of  med- 
icine is  the  highest  calling  that  one 
can  turn  to  in  our  world  today.  It  is 
mandatory  that  we  pursue  the 
maintenance  of  this  position  and 
that  we  inform  the  public  about  our 
desires,  interests,  and  objectives 
and  goals.  This  process  of  dissem- 
ination of  information  has  to  be 
conducted  in  a fashion  consistent 
with  the  professional  character  of 
medicine  and  be  dedicated  to  sup- 
port of  the  human  condition.  In  a 
non-altmistic  society,  it  is  with  great 
difficulty  that  a large  profession 
such  as  ours  continues  to  strive  for 
altruistic  principles,  and  yet,  that  is 
what  we  must  do. 

On  the  occasion  of  tendering  this 
report  1 wish  to  thank  each  and  every 
individual  in  our  organization  for 
their  support,  not  of  me,  but  of 


medicine;  of  the  fundamental  prin- 
ciples that  drove  each  of  us  to  work 
to  obtain  the  education  and  abili- 
ties to  bring  good  to  our  fellow  man. 

1 thank  you  for  this  wonderful  op- 
portunity and  great  honor. 


CHAIRMAN  OF  THE 
BOARD 

William  C.  Collins,  M.D. 

The  Board  of  Directors  of  the 
Medical  Association  of  Georgia 
is  now  and  has  been  functioning 
quite  well  in  carrying  out  its  des- 
ignated activities  according  to  our 
Constitution  & Bylaws. 

It  is  now  made  up  of  50  odd 
members  of  MAG  plus  additional 
attendees  who  are  present  as  non- 
voting members  that  bring  the  av- 
erage board  meeting  to  between  75- 
100  people,  representing  every  pos- 
sible aim  of  medicine  and  its  an- 
cillary subsidiaries. 

The  work  of  the  Board  is  in  my 
humble  opinion  the  backbone  of 
the  Medical  Association  of  Georgia. 
The  voting  members  and  alternates 
are  elected  representatives  geo- 
graphically and  to  some  extent 
demographically  selected  from 
throughout  the  great  State  of  Geor- 
gia. In  the  past  year  the  Board  has 
met  in  Augusta,  Columbus,  St.  Si- 
mons and  Atlanta  in  an  effort  to 
bring  its  meetings  close  to  the  doc- 
tors and  the  local  societies  so  as  to 
make  their  participation  and  input 
easier  through  better  access. 

At  a typical  meeting  the  Board 
hears  and  approves  or  disapproves 
of  the  actions  of  the  Executive  Com- 
mittee, the  Auxiliary,  the  individual 
officers,  the  standing  committees, 
any  ad  hoc  or  special  committees 
with  pertinent  reports  and  the  full 
time  administrative  staff.  It  is 
through  this  activity  that  the  Board 
monitors  or  carries  out  the  actions 
of  the  House  of  Delegates  and  re- 
sponds to  new  problems  that  come 
up  during  the  year. 
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Reports  from  ancillary  organiza- 
tions such  as  the  Georgia  Medical 
Care  Foundation,  MAG  Mutual  In- 
surance Company,  St.  Paul  Insur- 
ance Company,  Georgia  Health 
Network,  GaMPAC,  Blue  Cross-Blue 
Shield,  the  Georgia  Hospital  Asso- 
ciation and  the  Georgia  Pharma- 
ceutical Association,  keep  Board 
members  briefed  on  what  is  hap- 
pening in  these  important  areas. 

In  the  past  year,  the  presidents 
of  most  of  the  larger  specialty  so- 
ciety organizations  have  been  asked 
to  attend  a meeting  of  the  Board 
and  present  ideas  or  problems  to 
the  Board  that  they  deem  important 
to  their  members. 

The  Board  has  continued  to  delve 
into  matters  in  great  detail  that  have 
been  referred  to  it  by  the  House  of 
Delegates  for  action  and  to  act  as 
a referral  post  for  new  matters 
needing  committee  attention. 

By  receiving  input  from  the  county 
societies  through  their  members 
and  their  executive  directors  and  by 
having  most  of  the  AMA  delegation 
present  for  its  deliberations,  the 
Board  serves  as  a continual  conduit 
for  ideas  and  information  to  flow 
easily  in  a timely  fashion  both  up 
and  down  the  channels  of  the  As- 
sociation. 

In  conclusion,  as  the  Chairman 
of  the  Board  for  the  past  3 years,  it 
is  my  pleasure  to: 

(1)  report  to  the  House  of  Dele- 
gates that  all  business  and  actions 
referred  to  the  Board  have  been 
handled  in  a timely  and  appropriate 
manner; 

(2)  report  to  the  House  of  Dele- 
gates that  the  members  of  the  Board 
have  been  faithful  in  their  attend- 
ance and  deliberations  and  in  rep- 
resenting their  respective  constitu- 
ents; 

(3)  report  that  the  geographical 
dispersal  of  Board  meetings  has 
brought  MAG  to  most  every  section 
of  the  State  of  Georgia  and  that  this 
will  be  continued  on  a rotating  ba- 
sis; 

(4)  report  that  the  specialty  so- 
cieties will  continue  to  be  encour- 


aged to  come  present  any  concerns 
or  special  problems  to  the  Board 
on  a yearly  basis; 

(5)  and  finally,  report  that  the 
Board  of  Directors  continues  to 
serve  as  an  important  link  between 
the  House  of  Delegates  and  the  Ex- 
ecutive Committee,  between  county 
societies  and  the  AMA,  between 
MAG  and  its  ancillary  offshoots  and 
between  MAG  and  other  profes- 
sional organizations. 

In  short,  this  portion  of  your  or- 
ganization is  alive  and  well  and  its 
dedicated  members  are  to  be  con- 
gratulated for  a job  well  done! 


REPORT  OF  THE 
SECRETARY 

Ralph  A.  Tillman,  M.D. 

Secretary’s  Diatribe  4/5/89 
2:30  A.M. 

Another  one  of  my  many  sleep- 
less nights;  perhaps  not  as  frequent 
as  they  have  been  at  times,  but  they 
do  occur  with  annoying  frequency 
and  are  bothersome  and  aggravat- 
ing — more  so  to  Wilma  than  me, 
because  obviously  my  inability  to 
sleep  creates  sleepless  hours  for  her 
as  well.  While  thumbing  through  re- 
cent issues  of  magazines  1 never 
seem  to  find  the  time  to  read  any 
more  — Audubon,  Smithsonian, 
Nature  Conservancy,  National  Geo- 
graphic, National  Gardening,  Hor- 
ticulture News,  etc.  — the  thought 
suddenly  hit  me  — “write  your  re- 
port, dummy,  you  have  procrasti- 
nated long  enough!”  As  1 get  older, 
1 seem  to  have  become  more  of  a 
procrastinator  (as  well  as  an  insom- 
niac) and  may  well  be  getting  close 
to  the  philosophy  of  a young  ob- 
stetrician friend.  Dr.  Kevin  Daus  (my 
replacement  in  the  Atlanta  OB/GYN 
Group).  He  says,  “one  should  never 
do  today  anything  that  can  be  put 
off  until  tomorrow”  — the  Scarlett 


O’Harian  approach  to  life  and 
maybe  one  that  is  not  all  bad. 

We  are  about  to  complete  an- 
other somewhat  discouraging  year 
for  the  House  of  Medicine  — a year 
that  has  brought  about  changes 
none  of  us  could  have  possibly  an- 
ticipated a few  short  years  ago. 
There  apparently  is  an  “evil  force” 
that  is  working  overtime  on  a long, 
well-planned  and  orchestrated 
course  to  make  life  miserable  for 
those  of  us  who  — for  whatever 
motivating  factors  — have  chosen 
to  devote  our  lives  to  the  medical 
profession.  I’m  certain  that  we  will 
be  given  the  opportunity  to  partic- 
ipate in  discussion  on  some  of  those 
“forces”  at  the  upcoming  annual 
MAG  House  of  Delegates:  third  party 
payor  intervention  (governmental 
as  well  as  commercial  insurers); 
pre-paid  alternative  health  care  de- 
livery systems  (others  as  well  as  our 
own  creation);  health  care  needs  of 
the  indigent  and  uninsured  mem- 
bership-related problems;  profes- 
sional liability  costs  and  related 
factors;  legislatively  created  prob- 
lems and  legislation  sorely  needed; 
drug  and  crime-related  social  ills 
that  are  destroying  the  very  fiber  of 
this  nation;  environmental  prob- 
lems that  we  can’t  seem  to  get  a 
handle  on;  taxes,  taxes,  and  more 
tax  confusion  as  we  continue  to  in- 
crease our  national  indebtedness; 
complexities  of  life  that  make  for  a 
less  “content,  happy  and  gentler  so- 
ciety,” etc.,  etc.  By  George,  I think 
1 have  hit  upon  the  etiology  of  my 
insomnia! 

My  fourth  year  as  the  Secretary  of 
the  MAG  has  been  a busy  one  — 
one  that,  among  other  things,  has 
seen  the  dawning  of  a new  era  un- 
der the  guidance  of  a new  Executive 
Director,  Mr.  Paul  Shanor.  Mr. 
Shanor  has  been  with  us  since  De- 
cember, 1987  and  has  done  a thor- 
oughly satisfactory  job  in  any  ca- 
pacity in  which  he  has  served  us  — 
in  particular,  and  most  recently,  as 
our  Interim  Director  for  the  past  four 
months.  Paul  is  just  the  third  ex- 
ecutive director  this  organization 
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(L  to  R)  Richard  Greene,  MAG  Legal  Counsel,  Paul  Shanor,  MAG  Executive  Director,  and  James  Kaufmann,  M.D.,  Speaker 
of  the  House. 


has  had  in  the  past  17  years  and 
only  a few  of  our  older  active  mem- 
bers can  remember  beyond  Mr. 
James  Moffett  who  has  promoted  to 
that  position  in  May,  1972.  Given 
the  opportunity  and  support  1 sin- 
cerely believe  Mr.  Shanor  will  pro- 
vide creative  administrative  guid- 
ance for  a long,  successful  and 
productive  tenure  with  the  MAG. 

We  are  indeed  fortunate  in  hav- 
ing some  excellent,  dedicated  peo- 
ple on  board  who  are  willing  to  de- 
vote long  arduous  hours  in  our 
behalf  and  they  deserve  our  love, 
accolades  and  support.  With  some 
trepidation  and  recognizing  that  1 
may  unintentionally  overlook  a few, 
1 would  like  to  mention  James  Mof- 
fett, Joyce  Butler,  Richard  Greene, 
Steve  Davis,  Talitha  Russell,  Cam 
Taylor,  Lynn  Pearson,  Susan  Dillon, 
Etta  Peoples,  Donna  Glass,  Dorthy 
Parker,  Joe  T.  Wood,  Dan  Kohn,  Ray 
Williams,  a host  of  lovely  assist- 
ants, secretaries  and  receptionists 
(Nicki  Ernandez) , and  one  to  whom 
1 am  deeply  indebted,  Millie  Pierce 


Fowler.  Please  pass  along  a word 
of  praise  and  encouragement  to 
them  from  time  to  time  — a smile 
and  pat  on  the  back  will  make  both 
them  and  you  feel  better.  One  we 
will  all  miss  and  to  whom  we  wish 
the  very  best  of  everything  is  Sherry 
Marsh  — a recent  new  mother. 

I have  served  through  the  admin- 
istrations of  four  presidents  — Drs. 
Logan,  Watson,  Menendez,  and 
Bailey  — and  now  am  looking  for- 
ward and  planning  for  the  fifth,  with 
Dr.  Joseph  Nettles.  Each  year  has 
brought  along  new  approaches  to 
problems  — mostly  old  problems 
getting  more  complex,  but  always 
some  new  ones  intermingled  with 
the  old.  This  upcoming  year  will  be 
no  different;  there  are  challenges 
we  must  face  and  hard  decisions 
we  must  make  — and  make  them 
we  shall!  Hopefully,  most  of  those 
decisions  will  be  wise  ones  and  in 
tune  with  the  desires  of  the  mem- 
bership of  this  fine  organization.  We 
should  always  continue  to  strive  to- 
wards increasing  our  membership. 


dedication,  involvement  and  com- 
mitment and  together  as  a unified 
“good  force”  work  towards  over- 
coming all  of  the  “evil  forces”  that 
prevent  us  from  genuinely  enjoying 
our  efforts  at  providing  the  highest 
quality  medical  care  to  all  of  our 
citizens,  at  a cost  that  is  reasonable 
and  affordable  to  society  and  the 
individual  recipient. 

Let  me  thank  you  for  the  oppor- 
tunity granted  me  to  serve  you  as 
your  Secretary  for  the  past  four 
years.  They  have  honestly  pro- 
duced some  genuine  pleasure  and 
1 look  toward  to  my  fifth  and  final 
year.  1 have  served  with  some  very 
fine  and  dedicated  people  whom  1 
have  come  to  respect  and  admire 
as  they  attempted  to  serve  you  and 
all  of  the  House  of  Medicine  and 
its  needs.  1 apologize  for  making 
this  “report”  (?)  longer  than  it  should 
be  — now  it’s  time  to  go  back  to 
bed  and  attempt  to  sleep  an  hour 
or  two. 
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MEMBERSHIP  COMPARISON 


1988 

1987 

1986 

1985 

1984 

Active 

5421 

5351 

5208 

5056 

4879 

Active  Resident 

365 

538 

376 

357 

125 

Affiliate 

7 

7 

7 

7 

7 

Associate 

52 

64 

58 

62 

53 

DE-1  (financial  hardship/illness) 

59 

58 

54 

48 

48 

DE-2  (post-graduate  training) 

2 

2 

2 

2 

3 

DE-4  (temporary  military) 

1 

2 

2 

2 

4 

DE-5  (life) 

349 

325 

262 

257 

264 

DE-7  (senior  members,  over  70) 

58 

35 

89 

87 

74 

Retired 

364 

325 

304 

241 

197 

Service 

36 

52 

56 

62 

63 

Student 

208 

141 

93 

50 

6 

6922 

6900 

6511 

6231 

5723 

AMA  MEMBERSHIP* 

3457 

3403 

3289 

3416 

3776 

*The  above  AMA  membership  figures  reflect  only  those  AMA  members  who  pay  AMA  dues  via  MAG. 


FIRST  DISTRICT  MEDICAL  SOCIETY 

Gary  Loveless,  M.D.,  Director 


Members  Members 

Counties  and  Secretaries  12/31/87  12/31/88 


Ogeechee  River 

MAG 

38 

AMA* 

31 

MAG 

45 

AMA* 

31 

Emory  Smith,  Statesboro 
Burke 

7 

4 

6 

3 

Pamela  T.  Stitt,  Waynesboro 
Emanuel 

6 

3 

6 

3 

T.M.  Tamblyn,  111,  Swainsboro 
Laurens 

48 

26 

45 

22 

Andy  F.  Williamson,  Dublin 
Screven 

1 

0 

0 

0 

(no  officers) 
Southeast  Georgia 

22 

4 

20 

4 

Hubert  M.  Suber,  Vidalia 
St.  Johns  Parish 

10 

2 

9 

2 

Grace  C.  Bautista,  Hinesville 

132 

70 

131 

65 

’Members  paying  AMA  dues  via  MAG 

IMAG  membership  figures  above  reflect  active  and  life  members] 
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SECOND  DISTRICT  MEDICAL  SOCIETY 

W.  Charles  Pfister,  M.D.,  Director 

Members  Members 

Counties  and  Secretaries  12/31/87  12/31/88 

MAG 

AMA* 

MAG  AMA* 

Colquitt 

30 

15 

33 

16 

Norman  Reese,  Moultrie 
Decatur-Seminole 

15 

11 

19 

12 

K.  Dean  Burke,  Bainbridge 
Mitchell 

5 

3 

5 

2 

A.A.  McNeill,  Jr.,  Camilla 
Southwest  Georgia 

12 

4 

11 

4 

Virendra  M.  Saxena,  Fort  Gaines 
Thomas  Area 

60 

38 

62 

38 

W.A.  Lardin,  Thomasville 
Tift 

51 

27 

54 

27 

Roger  McLendon,  Tifton 
Worth 

4 

3 

4 

1 

H.G.  Davis,  Jr.,  Sylvester 

177 

101 

188 

100 

*Members  paying  AMA  dues  via  MAG 

[MAG  membership  figures  above  reflect  active  and  life  members] 

THIRD  DISTRICT  MEDICAL  SOCIETY 

V.W.  McEver, 

Jr.,  M.D., 

Director 

Members 

Members 

Counties  and  Secretaries 

12/31/87 

12/31/88 

MAG 

AMA* 

MAG 

AMA* 

Flint 

13 

4 

13 

4 

John  B.  Adams,  Jr.,  Cordele 
Peachbelt 

51 

36 

56 

38 

Mano)  H.  Shah,  Warner  Robins 
Randolph-Stewart-Terrell 

3 

1 

4 

1 

Emilio  Delgado,  Dawson 
Sumter 

25 

13 

26 

17 

William  R.  Anderson  Americus 

92 

54 

99 

60 

*Members  paying  AMA  dues  via  MAG 

(MAG  membership  figures  above  reflect  active  and  life  members] 
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DEKALB  MEDICAL  SOCIETY 

Charles  McDowell,  Jr.,  M.D.,  Director 

Members  Members 

County  and  Secretary  12/31/87  12/31/88 

MAG  AM  A*  MAG  AM  A* 

DeKalb  320  184  306  181 

Gary  Botstein,  Decatur 

‘Members  paying  AMA  dues  via  MAG 

|MAG  membership  figures  above  reflect  active  and  life  members] 


MEDICAL  ASSOCIATION  OF  ATLANTA 

Willian  C.  Collins,  M.D.,  Director 
T.J.  Anderson,  Jr.,  M.D.,  Director 
J.  Harold  Harrison,  M.D.,  Director 
Jeffrey  T.  Nugent,  M.D.,  Director 

Members  Members 

County  and  Secretary  12/31/87  12/31/88 

MAG  AMA*  MAG  AMA* 

M.A.A.  1888  989  1750  984 

William  M.  McClatchey,  Atlanta 

‘Members  paying  AMA  dues  via  MAG 

[MAG  membership  figures  above  reflect  active  and  life  members] 


SIXTH  DISTRICT  MEDICAL  SOCIETY 

Werner  A.  Linz,  M.D.,  Director 


Members  Members 

Counties  and  Secretaries  12/31/87  12/31/88 


MAG 

AMA* 

MAG 

AMA* 

Coweta 

31 

19 

32 

18 

Joe  W.  Parks,  111,  Newnan 
Henry 

5 

3 

3 

2 

(no  officers) 

Meriwether-Harris-Talbot 

9 

4 

9 

4 

James  Knowles,  Warm  Springs 
Spalding 

52 

22 

51 

18 

S.G.  Patel,  Griffin 
Troup 

58 

47 

65 

52 

J.  Connor  Smith,  LaGrange 
Upson 

26 

9 

24 

9 

James  K.  Elsey,  Thomaston 

181 

94 

184 

103 

‘Members  paying  AMA  dues  via  MAG 

[MAG  membership  figures  above  reflect  active  and  life  members] 


404 


Journal  of  MAC 


Unreferred  Reports,  };} 


SEVENTH  DISTRICT  MEDICAL  SOCIETY 

B.L.  Harbin,  Jr.,  M.D.,  Director 


Members  Members 

Counties  and  Secretaries  12/31/87  12/31/88 


MAG 

AMA* 

MAG 

AMA* 

Bartow 

12 

7 

15 

8 

John  T.  Perry,  Cartersville 
Carroll-Haralson 

4 

25 

38 

21 

Frederick  Martin,  Carrollton 
Gordon 

21 

8 

22 

7 

Richard  Gusso,  Calhoun 
Douglas 

23 

10 

25 

15 

Joseph  Bussey,  Douglasville 
Walker-Catoosa-Dade 

44 

2 

44 

26 

M.  Clark  Colvard,  Ft.  Oglethorpe 
Whitfield-Murray 

79 

66 

81 

64 

Stefan  D.  Fromm,  Dalton 

223 

118 

225 

141 

’Members  paying  AMA  dues  via  MAG 

(MAG  membership  figures  above  reflect  active  and  life  members) 


; (L  to  R)  Dr.  Hugh  Thompson,  Jr.,  a delegate  from  the  Medical  Association  of  Atlanta,  Jim  Moffett,  MAG’s  Director  of 
Specialty  Society  Relations,  and  Priscilla  Daves,  MAG’s  Director  of  Public  Relations. 
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EIGHTH  DISTRICT  MEDICAL  SOCIETY 

Joe  C.  Stubbs, 

M.D.,  Director 

Members 

Members 

Counties  and  Secretaries 

12/31/87 

12/31/88 

MAG 

AMA* 

MAG  AMA* 

Altamaha 

8 

3 

7 

4 

B.S.  Patel,  Baxley 
Ben  Hill-lrwin 

8 

8 

9 

9 

William  J.  Hammond,  Fitzgerald 
Coffee 

12 

5 

12 

3 

Thomas  C.  Nation  (Pres.),  Douglas 
Camden-Charlton 

16 

5 

11 

4 

Joseph  D.  Proctor,  Jr.,  Kingsland 
Glynn 

77 

41 

80 

41 

Turner  W.  Rentz,  Brunswick 
Ocmulgee 

20 

12 

20 

13 

Titus  A.  Taube,  Cochran 
South  Georgia 

90 

38 

89 

43 

Donald  J.  Mirate,  Valdosta 
Ware 

54 

29 

60 

29 

S.  William  Clark,  111,  Waycross 
Wayne 

12 

2 

16 

2 

Ollie  0.  McGahee,  Jr.,  Jesup 

297 

143 

304 

148 

‘Members  paying  AMA  dues  via  MAG 

[MAG  membership  figures  above  reflect  active  and  life  members] 

NINTH  DISTRICT  MEDICAL  SOCIETY 

Rupert  H.  Bramblett,  M.D. 

, Director 

Members 

Members 

Counties  and  Secretaries 

12/31/87 

12/31/88 

MAG 

AMA* 

MAG  AMA* 

Barrow 

11 

3 

11 

5 

William  T.  MacNew,  Jr.,  Winder 
Blue  Ridge 

11 

4 

11 

4 

Robert  A.  Burns,  Blue  Ridge 
Elbert 

9 

6 

8 

6 

Roger  David  Mize,  Elberton 
Gwinett-Forsyth 

96 

46 

106 

53 

Rupert  H.  Bramblett,  Gumming 
Cherokee-Pickens 

21 

10 

27 

11 

John  A.  Cheek,  Canton 
Habersham 

11 

6 

11 

6 

F.  Stuart  Sanders,  Clarkesville 
Hart 

5 

1 

6 

2 

J.R.  Merrill,  Hartwell 
Jackson-Banks 

9 

6 

8 

6 

Susan  Alexander,  Commerce 
Lumpkin 

9 

5 

9 

5 

Van  B.  Elliot,  Dahlonega 
Stephens-Rabun 

32 

8 

35 

7 

David  Walker,  Lavonia 

214 

95 

232 

105 

‘Members  paying  AMA  dues  via  MAG 

[MAG  membership  figures  above  reflect  active  and  life  members] 
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TENTH  DISTRICT  MEDICAL  SOCIETY 

William  M.  Headley,  M.D.,  Director 


Members  Members 

Counties  and  Secretaries  12/31/87  12/31/88 


MAG 

AMA* 

MAG 

AMA* 

Baldwin 

51 

24 

47 

22 

Jose  A.  Delgado,  Milledgeville 
Franklin 

5 

4 

6 

4 

Hoyt  Crump,  Royston 
Jefferson 

3 

0 

0 

0 

(no  officers) 
McDuffie 

3 

3 

2 

1 

M.  Frank  Powell  (Pres.),  Thomson 
Newton-Rockdale 

45 

20 

49 

22 

Millard  I.  Ross,  Conyers 
Oconee  Valley 

12 

3 

9 

2 

Rakesh  Kumar,  Eatonton 
Walton 

20 

12 

17 

7 

Lisa  Vickery  (Pres.),  Monroe 
Washington 

6 

1 

7 

1 

Earle  M.  Taylor,  Sandersville 
Wilkes 

5 

4 

4 

3 

John  E.  Pollock,  Washington 

150 

71 

141 

62 

’Members  paying  AMA  dues  via  MAG 

[MAG  membership  figures  above  reflect  active  and  life  members] 

BIBB  COUNTY  MEDICAL  SOCIETY 

Charles  A.  Lanford, 

, M.D., 

Director 

Members 

Members 

County  and  Secretary 

12/31/87 

12/31/88 

MAG 

AMA* 

MAG 

AMA* 

Bibb 

354 

233 

358 

235 

Bruce  S.  Allen,  Macon 

*Members  paying  AMA  dues  via  MAG 

|MAG  membership  figures  above  reflect  active  and  life  members] 


CLAYTON-FAYETTE  COUNTY  MEDICAL 

SOCIETY 

Selwyn  T.  Hartley,  M.D.,  Director 

Members  Members 

County  and  Secretary  12/31/87  12/31/88 

MAG  AMA*  MAG  AMA* 

Clayton-Fayette  124  51  130  55 

Michael  Di  Cristina,  Riverdale 


’Members  paying  AMA  dues  via  MAG 

[MAG  membership  figures  above  reflect  active  and  life  members] 
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COBB  COUNTY  MEDICAL  SOCIETY 

Dan  B.  Stephens,  M.D.,  Director 

Members  Members 

County  and  Secretary  12/31/87  12/31/88 

MAG  AM  A*  MAG  AM  A* 

Cobb  355  200  369  213 

H.  Wayne  Tempelton,  Austell 

’Members  paying  AMA  dues  via  MAG 

[MAG  membership  figures  above  reflect  active  and  life  members] 


CRAWFORD  W.  LONG  MEDICAL  SOCIETY 

E.  Van  Herrin,  M.D.,  Director 

Members  Members 

County  and  Secretary  12/31/87  12/31/88 

MAG  AMA*  MAG  AMA* 

Crawford  W.  Long  106  77  120  77 

Warren  B.  Horn,  Athens 

’Members  paying  AMA  dues  via  MAG 

[MAG  membership  figures  above  reflect  active  and  life  members] 


DOUGHERTY  COUNTY  MEDICAL  SOCIETY 

Carl  V.  Hancock,  Jr.,  M.D.,  Director 

Members  Members 

County  and  Secretary  12/31/87  12/31/88 

MAG  AMA*  MAG  AMA* 

Dougherty  151  102  150  102 

Van  Cise  Knowles 

’Members  paying  AMA  dues  via  MAG 

[MAG  membership  figures  above  reflect  active  and  life  members] 
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FLOYD-POLK  CHATTOOGA  COUNTY 
MEDICAL  SOCIETY 

Joel  Todino,  M.D.,  Director 


Members  Members 

County  and  Secretary  12/31/87  12/31/88 


MAG  AMA* 

MAG 

AMA* 

Floyd-Polk-Chattooga 
John  T.  Collins,  Rome 

149  71 

144 

79 

‘Members  paying  AMA  dues  via  MAG 

[MAG  membership  figures  above  reflect  active  and  life  members] 

GEORGIA  MEDICAL  SOCIETY 

J.  Patrick  Evans, 

M.D.,  Director 

County  and  Secretary 

Members 

12/31/87 

Members 

12/31/88 

MAG  AMA* 

MAG 

AMA* 

Georgia  Medical  Society 
Lawrence  E.  Ruf,  Savannah 

290  193 

296 

198 

*Members  paying  AMA  dues  via  MAG 

[MAG  membership  figures  above  reflect  active  and  life  members] 


HALL  COUNTY  MEDICAL  SOCIETY 

John  H.  Reed,  M.D.,  Director 

Members  Members 

County  and  Secretary  12/31/87  12/31/88 

MAG  AMA*  MAG  AMA* 

Hall  133  88  138  93 

Fred  B.  Thomas,  Jr.,  Gainesville 

‘Members  paying  AMA  dues  via  MAG 

[MAG  membership  figures  above  reflect  active  and  life  members] 


MUSCOGEE  COUNTY  MEDICAL  SOCIETY 

E.M.  Molnar,  M.D.,  Director 


County  and  Secretary 


Members  Members 

12/31/87  12/31/88 


MAG 

i Muscogee  266 

George  B.  Hubbard,  Columbus 

‘Members  paying  AMA  dues  via  MAG 

[MAG  membership  figures  above  reflect  active  and  life  members] 


AMA* 

151 


MAG 

281 


AMA* 

154 
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RICHMOND  COUNTY  MEDICAL  SOCIETY 

Luther  M.  Thomas,  M.D.,  Director 
James  L.  O’Quinn,  M.D.,  Director 

Members  Members 

County  and  Secretary  12/31/87  12/31/88 

MAG  AM  A*  MAG  AMA* 

Richmond  575  285  537  300 

F.C.  Ferguson,  Augusta 

‘Members  paying  AMA  dues  via  MAG 

[MAG  membership  figures  above  reflect  active  and  life  members] 


JOURNAL  OF  THE 
MEDICAL 
ASSOCIATION  OF 
GEORGIA 

Charles  R.  Underwood, 
M.D.,  Editor 

The  Journal  of  the  Medical  As- 
sociation  of  Georgia,  function- 
ing through  its  Editorial  Board,  Ed- 
itor, and  Managing  Editor,  continues 
as  a viable  medium  of  communi- 
cation between  the  organizational 
structure  of  the  Association  and  its 
membership.  We  see  our  basic  mis- 
sion as  providing  a forum  for  the 
publication  of  clinical  and  investi- 
gational work  done  by  members  of 
the  Association  as  well  as  a means 
whereby  political  matters,  financial 
concerns,  and  humanistic  issues 
are  brought  to  the  attention  of  the 
membership.  We  continue  to  strive 
to  improve  the  quality  of  the  pub- 
lication as  well  as  producing  one 
that  is  visually  and  editorially  in- 
teresting. 

At  the  time  of  this  1989  conven- 
ing of  the  Annual  Session  of  the 
MAG,  we  are  confronted  in  a more 
significant  manner  than  in  the  past 
with  the  financial  strictures  placed 
upon  upon  us.  While  inflationary 
costs  of  publishing  the  Journal,  al- 
ways carefully  and  prudently  mion- 


itored  by  your  editors,  continue  to 
put  pressure  upon  us  for  financial 
stability,  our  source  of  outside  in- 
come, particularly  from  national 
advertising  sources,  is  threatened 
with  significant  compromise.  We 
are  told  by  our  brokers  for  national 
advertising  that  the  many  other 
available  channels  to  obtain  such 
advertising  from  both  pharmaceu- 
tical and  non-pharmaceutical  ad- 
vertisers is  creating  ever-mounting 
difficulty  in  obtaining  such  adver- 
tising for  print  media  such  as  our 
Journal.  Our  national  broker  for 
such  advertising,  the  State  Medical 
Journal  Advertising  Bureau  repre- 
sents the  only  available  source, 
short  of  expensively  prohibitive  in- 
dividual solicitation  of  such  adver- 
tising. We  have  tried  to  counter- 
balance this  shrinking  source  of 
outside  income  by  utilizing  the 
services  of  a local  broker  and  thus 
increasing  the  amount  of  local  ad- 
vertising available  to  us.  We  would 
like  then  to  assure  the  members  of 
the  House  of  Delegates  that  we  are 
pursuing  every  available  avenue  in 
an  effort  to  be  as  self  sustaining  as 
seems  possible  or  reasonable  in  the 
present  environment. 

It  is  these  fiscal  constraints  that 
we  would  like  to  bring  to  the  atten- 
tion of  the  House  of  Delegates  this 
year.  Not  only  are  the  above  func- 


tions of  the  Journal  viewed  by  your 
editorial  staff  as  an  important  mis- 
sion of  the  Association  and  ones 
which  we  would  like  to  vigorously 
continue,  but  also  we  would  point 
out  that  one  must  understand  the 
position  of  the  Journal  as  a repos- 
itory of  the  historically  significant 
course  chartered  by  the  Medical  As- 
sociation of  Georgia  through  the 
years.  We  would  encourage  the 
members  of  the  House  of  Delegates 
to  give  careful  consideration  to  es- 
tablishing the  Journal  on  as  firm  a 
fiscal  foundation  as  possible. 

Finally,  your  Editorial  Board  re- 
mains intact  and  unusually  active 
and  cooperative  in  the  carrying  on 
of  the  functions  of  the  Journal.  One 
of  our  Editorial  Board  members.  Dr. 
Louis  Sullivan  has  recently  moved 
to  Washington,  D.C.,  as  head  of  the 
U.S.  Department  of  Health  and  Hu- 
man Services  in  the  Bush  Cabinet. 
We  have  invited  Dr.  Sullivan  to  con- 
tinue on  our  Board,  hoping  that  he 
will  be  able  on  occasion  to  serve 
as  our  “Washington  correspond- 
ent.” Our  entire  editorial  staff  wishes 
to  thank  the  many  members  of  the 
Association  who  have  been  so 
helpful  to  us  through  the  past  year 
in  maintaining  what  we  hope  you 
view  as  a quality  medical  journal 
and  one  with  which  you  may  in 
some  modest  way  be  proud. 


MEDICAL  STUDENT 
SECTION 

Christine  Larsen 

he  Medical  Student  Section  ! 
(MSS)  of  the  Medical  Associa- 
tion of  Georgia  was  under  director- 
ship this  year  by  Christine  Larsen 
(Chair  from  Emory  University) , Phil-  , 
lip  Rhyne  (Vice-chair  from  Mercer 
University)  and  Lisa  King  (Secre-  j 
tary-Treasurer  from  Morehouse 
School  of  Medicine).  The  MSS  had 
several  meetings  this  year  and  ac- 
complished the  following: 
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1.  The  major  goal  for  the  MAG- 
MSS  was  to  involve  all  four  medical 
schools  in  a state-wide  philan- 
thropic project.  The  Georgia  Coun- 
cil on  Child  Abuse  was  designated 
as  the  recipient  of  the  philanthropy. 
The  Medical  College  of  Georgia  has 
generated  $250.  Mercer  University 
and  Emory  University  are  complet- 
ing their  fund-raising  efforts  this 
spring. 

2.  AIDS  education  in  the  com- 
munity school  systems  has  also 
been  a major  project  for  the  year. 
The  Medical  College  of  Georgia  has 
been  successful  in  working  with  the 
Red  Cross  in  conducting  multiple 
educational  sessions  in  elementary 
and  high  school  classrooms.  Emory 
University  has  completed  several 
projects  in  the  Atlanta  Public  School 
System.  Morehouse  has  trained  their 
medical  students  and  will  be  con- 
ducting educational  sessions  this 
spring. 

3.  The  Annual  MAG-MSS  meeting 
was  held  March  11,  1989.  Several 
items  of  business  were  accom- 
plished at  that  meeting. 

A.  A revised  constitution  for  the 
MAG-MSS  was  approved  and  incor- 
porates new  goals  and  efforts  for 
the  group. 

B.  The  budget  request  for  the  fis- 
cal year  beginning  June,  1989  that 
is  submitted  to  the  MAG  House  of 
Delegates  was  approved  and  re- 
flects the  broadened  involvement 
of  the  students  in  the  MAG  and  AMA. 

C.  Several  external  resolutions 
were  approved  and  have  been  sub- 
mitted to  the  1989  MAG  House  of 
Delegates.  These  resolutions  in- 
cluded a request  for  MAG  to  allow 
a student  member  of  its  Board  of 
Directors,  a request  for  MAG  to  al- 
low for  a student  member  of  Com- 
mittees of  the  House  of  Delegates, 
a request  of  MAG  to  allow  the  MSS 
a Delegate  to  the  House  of  Dele- 
gates that  shall  have  the  right  to 
make  motions  and  vote,  a request 
for  MAG  to  establish  an  award  to 
be  granted  to  non-MSS  individuals 
for  recognition  of  service,  and  a re- 
quest for  MAG  to  allow  for  funding 


for  MAG-MSS  students  to  present 
medical  career  information  to  rural 
and  inner  city  school  students. 

D.  An  ad  hoc  Membership  Com- 
mittee will  be  developed  to  pro- 
mote membership  recruitment  and 
to  study  membership  benefits. 

E.  An  ad  hoc  Program  Committee 
will  be  developed  to  plan  the  An- 
nual MAG-MSS  meeting. 

F.  New  officers  for  the  next  fiscal 
year  beginning  June,  1989  were 
confirmed.  Phillip  K.  Rhyne  from 
Mercer  School  of  Medicine  will  be 
the  Chairperson.  Adela  Casas  from 
the  Medical  College  of  Georgia  will 
be  Vice-Chairperson  and  Rod  Rod- 
riguez from  Morehouse  will  be  the 
Secretary-treasurer. 


YOUNG  PHYSICIANS 
SECTION 

Don  H.  Campbell,  M.D., 
Chairman 

The  bylaws  change  necessary  to 
create  the  Young  Physicians 
Section  of  MAG  was  initiated  at  the 
1988  House  of  Delegates  Meeting 
and  approved  by  the  Delegates  to 
the  House.  Bylaws  were  drafted  and 
adopted  by  a Governing  Council 
composed  of  a Chairman,  a Dele- 
gate to  the  AMA-YPS  and  MAG  who 
also  serves  as  a Chairman-elect,  a 
General  Secretary,  an  Alternate  Del- 


Shown  here  are  Dr.  Joy  Maxey,  of  Atlanta,  and  Georgia  Senator  Jim 
Tysinger  who  received  MAG's  Certificate  of  Appreciation  for  his  sup- 
port of  the  medical  profession. 
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egate  to  the  AMA-YPS  and  MAG,  a 
Chairman’s  Appointee,  and  3 Mem- 
bers-at-Large. 

The  first  Young  Physicians  Sec- 
tion open  forum  was  held  in  con- 
junction with  the  1988  House  of 
Delegates  meeting  and  heard  dis- 
cussion from  over  20  young  phy- 
sicians about  issues  of  particular 
concern  to  the  physician  newly  in 
practice.  Of  particular  interest  was 
concern  about  contracting  issues, 
alternative  delivery  systems  and 
federally  managed  programs  such 
as  Medicare. 

In  June  of  1988,  the  Young  Phy- 
sicians Section  was  represented  at 
the  Young  Physician  Section  of  AMA 
by  Drs.  S.  William  Clark,  111  and  Joy 
Maxey.  At  that  meeting  Dr.  S.  Wil- 
liam Clark,  111  was  elected  Delegate 
to  the  AMA  from  the  Young  Physi- 
cians Section  of  AMA.  The  Georgia 
delegates  introduced  a resolution 
calling  on  the  AMA  to  ensure  lan- 
guage in  AMA-sponsored  disability 
insurance  programs  that  would 
cover  inability  to  work  due  to  a pos- 
itive HIV  test  in  a physician.  That 
resolution  was  passed  on  to  the 
AMA  House  and  referred  to  a study 
committee. 

In  November  of  1988,  the  Gov- 
erning Council  met  to  hear  pro- 
posal for  activities  during  the  1989 
Leadership  Conference.  Letters  were 
sent  to  all  physicians  in  Georgia  who 
met  the  criteria  for  membership  in 
the  YPS  personally  inviting  them  to 
the  Conference.  A proposal  was  also 
presented  to  begin  a legislator/cit- 
izen/physician interaction  program 
modeled  after  the  Colorado  Medi- 
cal Society  Internship  Program.  This 
program  brings  citizens  and  legis- 
lators into  physicians’  offices  to 
spend  a day  with  the  physician.  The 
program  will  be  investigated  and 
will  be  presented  to  MAG  and  the 
Auxiliary  for  input  and  support. 

During  the  1989  Leadership  Con- 
ference, more  than  50  young  phy- 
sicians heard  Rep.  Jim  Pannell  from 
Savannah  discuss  the  importance 
of  legislative  involvement  for  all 
physicians,  particularly  those  whose 
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future  ability  to  practice  is  infringed 
upon  daily  by  others  who  seek  to 
practice  by  statute  rather  than  by 
education.  Guidelines  for  appro- 
priate physician  involvement  in  the 
legislative  process  were  discussed 
and  encouraged. 

Plans  are  currently  made  for  the 
second  annual  Young  Physicians 
Forum  to  be  held  during  the  1989 
House  of  Delegates  meeting.  It  is 
hoped  that  this  Forum  will  direct 
the  Governing  Council  to  new  ways 
to  promote  the  activities  of  the  Sec- 
tion. 

The  Young  Physicians  Section 
greatly  acknowledge  the  efforts  of 
Steve  Davis  whose  untiring  labor 
kept  this  Section  moving. 


RESIDENT 

PHYSICIANS 

SECTION 

Greg  A.  Foster,  M.D., 
Chairman 

The  Medical  Association  of 
Georgia’s  Resident  Physician 
Section  (RPS)  represents  each  and 
every  one  of  MAG’s  resident  mem- 
bers. As  of  this  writing  this  includes 
327  RPS  members,  reflecting  con- 
tinued interest  by  residents  of  all 
levels  in  MAG  and  its  component 
medical  societies. 

County  societies’  efforts  remain 
central  to  MAG’s  resident  member- 
ship. Vigorous  recruitment  during 
the  past  year  has  been  conducted 
by  the  Muscogee  County  Medical 
Society,  the  Medical  Association  of 
Atlanta,  Bibb  County  Medical  So- 
ciety, Richmond  County  Medical 
Society,  the  Georgia  Medical  Soci- 
ety, and  others.  A vital  factor  in  res- 
ident membership  recruitment  is 
also  the  cooperation  of  local  teach- 
ing hospitals.  In  several  areas  of  our 
state,  the  hospital  Director  of  Med- 
ical Education  assists  in  orientation 


sessions  for  residents  concerning 
the  benefits  of  becoming  MAG 
members,  the  special  programs  ad- 
ministered by  MAG  and  its  Auxil- 
iary, and  the  importance  of  becom- 
ing involved  on  a resident  level  with 
the  leading  forces  of  organized 
medicine. 

This  year  the  MAG  Mutual  Insur-  ' 
ance  Company  continues  its  gen- 
erous offer  of  paying  county  and 
MAG  dues  for  interns  and  residents 
joining  MAG  for  the  first  time.  Such 
generosity  will  prove  to  be  benefi- 
cial not  only  for  those  residents  who 
will  ultimately  practice  in  Georgia, 
but  also  for  the  component  socie- 
ties of  MAG  in  that  they  will  have 
the  opportunity  to  nurture  resi- 
dents’ involvement  in  the  local 
chapter  before  the  resident  be- 
comes consumed  with  the  running 
of  their  private  practice. 

Once  again  the  challenge  before 
MAG’s  RPS  is  to  attract  from  our 
membership  a cadre  of  residents 
willing  to  involve  themselves  ac- 
tively in  the  business  of  our  section 
and  of  MAG  as  a whole.  Towards 
this  end  the  future  appears  brighter. 
During  the  past  year,  in  addition  to 
the  annual  MAG  convention  held  in 
Savannah,  our  section  was  capably 
represented  at  the  annual  House  of 
Delegates  in  Chicago  and  the  in- 
terim House  of  Delegates  held  in 
Dallas.  The  residents  attending 
these  meetings  (Drs.  Berman,  East- 
erling, Foster,  and  Heaton)  intro- 
duced several  important  pieces  of 
legislation  of  which  we  will  cer- 
tainly hear  more  in  the  future.  Ad- 
ditionally, the  RPS  is  also  proud  to 
announce  that  its  chairman  was 
chosen  as  a recipient  of  the  AMA/ 
Burroughs  Wellcome  award  which 
recognizes  select  residents  from 
across  the  country  for  proven  lead- 
ership abilities  and  an  outstanding 
dedication  to  community  service. 

The  RPS  has  set  as  its  goals  for 
the  coming  year  a continuation  of 
efforts  toward  securing  resident 
membership  in  MAG,  the  develop- 
ment of  continued  and  renewed 
strong  leadership  within  the  RPS, 
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and  the  maintenance  of  resident  in- 
volvement within  MAG. 

After  this  successful  past  year,  the 
RPS  membership  and  its  leaders 
wish  to  thank  the  MAG  members, 
the  delegates,  and  its  fine  staff  for 
their  guidance  and  assistance  in  the 
development  and  the  continued 
support  of  the  Resident  Physicians 
Section. 


AMA  DELEGATION 
REPORT 

C.  Emory  Bohler,  M.D., 
Chairman 

Introduction 

The  AMA  House  of  Delegates  met 
in  Dallas,  December  4-7,  1988 
with  423  delegates  seated  including 
the  one  new  specialty  society  that 
was  granted  a voting  delegate  at  this 
meeting: 

— American  Academy  of  Pain  Med- 
icine 

The  House  composition  is: 

— 336  delegates  representing  state 
medical  associations 
— 77  delegates  representing  na- 
tional medical  specialty  socie- 
ties 

p' — 10  Section  and  Service  Dele- 
gates  representing  medical  stu- 
dents, resident  physicians,  hos- 
pital medical  staffs,  young 
physicians.  Army,  Navy,  Air 
Force,  USPHS,  and  the  Veterans 
Administration. 

Address  of  the  President 

James  E.  Davis,  M.D.,  AMA  Pres- 
ident, called  for  continued  AMA 
leadership  in  addressing  the  severe 
shortage  of  nurses  and  in  dealing 
with  the  Resource-Based  Relative 
Value  Scale.  Calling  the  AMA-pro- 
posed  “Registered  Care  Technolo- 
gist” an  idea  whose  time  has  come. 
Dr.  Davis  asked  for  the  opportunity 


to  try  it  out  in  order  to  provide  more 
bedside  care  givers.  Turning  to  the 
RBRVS,  Dr.  Davis  urged  physicians 
to  “remain  unified  and  not  split  into 
warring  factions.”  “American  med- 
icine cannot  afford  a divided 
profession,”  he  added.  “Indeed,  if 
we  divide,  American  medicine  will 
not  survive  as  we  know  it  today.” 

Dr.  Davis  also  reported  on  his  in- 
augural challenge  to  physicians  “to 
tithe  four  hours  a week  to  com- 
munity service.”  He  stated  that  he 
was  pleased  with  the  response.  “I 
have  had  many  favorable  commu- 
nications from  physicians,  medical 
organizations,  and  public  groups,” 
Dr.  Davis  said.  “They  tell  me  they 
agree  that  physicians  need  to  be 
more  extensively  perceived  as  car- 
ing individuals  who  take  a vital  part 
in  community  life.” 

Antitrust  Speaker 

Charles  F.  Rule,  head  of  the  An- 
titrust Division  of  the  U.S.  Justice 
Department,  gave  a major  policy 
speech  to  the  House.  He  warned 
the  delegates  that  felony  criminal 
charges  will  be  leveled  against 
competing  physicians  if  they  fix 
fees,  allocate  patient  territories,  or 
boycott  insurers.  He  said  that  ig- 
norance of  antitrust  law  or  belief 
that  actions  were  undertaken  to  im- 
prove patient  care  are  no  defense 
to  criminal  antitrust  charges. 

Items  of  Business 

The  delegates  considered  66  re- 
ports and  129  resolutions.  The 
AMA’s  position  on  the  Resource- 
Based  Relative  Value  Scale  clearly 
dominated  the  meeting  and  com- 
manded the  majority  of  the  dele- 
gates’ time  and  attention. 

Resource-Based  Relative 
Value  Study 

The  Speakers  arranged  the  House 
schedule  so  that  the  RSRVS  issue 
could  be  discussed  alone  in  the 
Reference  Committee  without  com- 
peting meetings.  The  discussion 
continued  on  Monday  and  the  Ref- 
erence Committee  prepared  a re- 


port that  offered  accommodating 
amendments  to  the  comprehensive 
Board  analysis  on  the  Harvard  study. 

The  House  approved  the  follow- 
ing recommendations: 


Relative  Value  Scale 

1 . That  the  AMA  reaffirm  its  cur- 
rent policy  in  support  of  adoption 
of  a fair  and  equitable  Medicare  in- 
demnity payment  schedule  under 
which  physicians  would  determine 
their  own  fees  and  Medicare  would 
establish  its  payments  for  physician 
services  using: 

a.  an  appropriate  RVS  based  on 
the  resource  costs  of  providing  phy- 
sician services; 

b.  an  appropriate  monetary  con- 
version factor;  and 

c.  an  appropriate  set  of  conver- 
sion factor  multipliers. 

2.  That  the  AMA  adopt  the  posi- 
tion that  the  current  Harvard  RSRVS 
study  and  data,  when  sufficiently 
expanded,  corrected,  and  refined, 
would  provide  an  acceptable  basis 
for  a Medicare  indemnity  payment 
system. 

3.  That  the  AMA  work  with  Har- 
vard, the  national  medical  specialty 
societies,  the  PPRC,  HCFA,  other  in- 
terested and  knowledgeable  par- 
ties, and  the  Congress  to  refine  and 
modify  the  Harvard  RBRVS  to  en- 
sure that  it  is  technically  adequate 
and  can  be  implemented  in  a timely 
and  minimally  disruptive  manner 
when  needed  revisions  have  been 
satisfactorily  completed.  Refine- 
ment and  completion  of  the  RBRVS 
will  require: 

— appropriate  restudy  of  the  serv- 
ices of  specialties  when  RBRVS 
data  have  significant,  docu- 
mented technical  deficiencies; 

— fundamental  improvement  of  the 
measurement  of  practice  costs 
and  amortized  specialty  training 
costs; 

— expansion  of  the  RBRVS  to  more 
specialties  and  services; 

— development  of  an  extrapolation 
method  for  visits; 
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— revision,  refinement,  and  expan- 
sion of  the  measurement  of  pre- 
and  post-work; 

— expansion  and  validation  of  the 
extrapolation  methodology; 

— development  of  expanded  rela- 
tive value  estimates  for  services 
for  which  global  fees  are  cus- 
tomarily utilized  as  standard  def- 
initions are  developed  and  ac- 
cepted; 

— appropriate  action  to  address 
concerns  specific  to  individual 
specialties;  and 

— that  the  AMA  work  to  establish 
a mechanism  to  ensure  that  ad- 
ditional concerns  that  may  be 
identified  are  communicated  to 
and  addressed  by  the  appropri- 
ate parties  and  external  valida- 
tion is  conducted  by  the  AMA. 

Balance  Billing 

4.  That  the  Association  reaffirm 
its  strong  support  for  physicians’ 
right  to  decide  on  a claim-by-claim 
basis  whether  or  not  to  accept  Med- 
ical assignment  and  its  opposition 
to  elimination  of  balance  billing. 

5.  That  the  AMA  reaffirm  its  op- 
position to  the  continuation  of  the 
Medicare  maximum  allowable  ac- 
tual charge  (MAAC)  limits. 

6.  That  the  Association  promote 
enhanced  physician  discussion  of 
fees  with  patients  as  an  explicit  ob- 
jective of  a Medicare  indemnity  pay- 
ment system. 

7.  That  the  Associaton  expand  its 
activities  in  support  of  state  and 
county  medical  society-initiated 
voluntary  assignment  programs  for 
low-income  Medicare  beneficiar- 
ies. 

Transition 

8.  That  a Medicare  indemnity 
payment  system  be  implemented 
through  a blending  transition,  in 
which  physician  payments  would 
be  determined  in  increasing  pro- 
portion by  an  RBRVS-based  indem- 
nity payment  schedule  and  in  de- 
creasing proportion  by  the  current 
CPR  payment  system,  or  prevailing 
charges  only.  The  specific  transi- 
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tion  period  should  be  chosen  in 
order  to  strike  and  appropriate  bal- 
ance between  minimizing  disrup- 
tions for  patients  and  physicians 
while  also  minimizing  the  com- 
plexity of  the  process.  In  addition, 
the  effects  of  the  new  system  should 
be  monitored  during  the  transition, 
with  corrections  made  as  needed. 


Geographic  Pa)rment  Variations 

9.  That  the  AMA  reaffirm  its  cur- 
rent policy  that  payments  under  a 
Medicare  indemnity  payment  sys- 
tem should  reflect  valid  and  de- 
monstrable geographic  differences 
in  practice  costs,  including  profes- 
sional liability  insurance  premi- 
ums. In  addition,  as  warranted  and 
feasible,  the  costs  of  such  premi- 
ums should  be  reflected  in  the  pay- 
ment system  in  a manner  distinct 
from  the  treatment  of  other  practice 
costs. 

10.  That  payment  localities 
should  be  determined  based  on 
principles  of  reasonableness,  flex- 
ibility, and  common  sense  (e.g., 
localities  could  consist  of  a com- 
bination of  regions,  states, 
and  metropolitan/nonmetropolitan 
areas  within  states)  based  on  the 
availability  of  high  quality  data. 

1 1 . That  geographic  differentials 
should  be  addressed  simultane- 
ously with  speciality  differentials. 

12.  That,  in  addition  to  adjusting 
indemnity  payments  based  on  geo- 
graphic practice  cost  differentials, 
a method  of  adjusting  payments  to 
effectively  remedy  demonstrable 
access  problems  in  specific  geo- 
graphic areas  should  be  developed 
and  implemented. 

13.  That  the  AMA  support  the 
general  principle  that  an  RBRVS- 
based  payment  schedule  should  in- 
clude differentials  in  payment  for 
CRT  codes  where  there  are  differ- 
ential resource  costs  (“total  work” 
and  practice  and  training  costs) 
across  specialties.  The  following 
criteria  should  guide  the  establish- 
ment of  differentials  for  specific 
services: 


a.  When  the  resource  costs  are 
substantially  different  across  spe- 
cialties; and 

b.  When  the  relevant  codes  are 
not  sufficiently  precise  to  differen- 
tiate among  the  content  or  physi- 
cian work  of  a service  across  spe- 
cialties, and  cannot  be  readily 
refined  to  become  so. 

In  addition,  as  few  separate  pay- 
ment categories  as  possible  should 
be  established  to  minimize  system 
complexity.  In  general,  specialty 
differentials  should  be  avoided  ex- 
cept where  absolutely  warranted  by 
resource  cost  data. 

14.  Specialty  differentials  should 
apply  to  all  CPT-coded  services  for 
which  a differential  exists. 

15.  Where  specialty  differentials 
exist,  criteria  for  specialty  desig- 
nation should  avoid  sole  depend- 
ence on  rigid  criteria,  such  as  board 
certification  or  completion  of  resi- 
dency training.  Instead,  a variety  of 
general  national  criteria  should  be 
utilized,  with  carriers  having  suffi- 
cient flexibility  to  respond  to  local 
conditions.  In  addition  to  board 
certification  or  completion  of  a res- 
idency, such  criteria  could  include, 
but  not  be  limited  to: 

— Practical  completion  of  a resi- 
dency plus  time  in  practice; 

— Local  peer  recognition;  and 

— Carrier  analysis  of  practice  pat- 
terns. 

A provision  should  also  be  imple- 
mented to  protect  the  patients  of 
physicians  who  have  practiced  as 
specialists  for  a number  of  years. 


Initial  Conversion  Factor 

16.  That  the  Association  strongly 
oppose  any  attempt  to  use  the  ini- 
tial implementation  or  subsequent 
use  of  any  new  Medicare  payment 
system  to  freeze  or  cut  Medicare 
expenditures  for  physician  services 
in  order  to  produce  federal  budget 
savings. 
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Updating  the  Fee  Schedule 

17.  That  whatever  process  is  se- 
lected to  update  the  RVS  and  con- 
version factor,  only  the  AMA  has  the 
resources,  experience,  and  um- 
brella structure  necessary  to  rep- 
resent the  collective  interests  of 
medicine,  and  that  it  seek  to  do  so 
with  appropriate  mechanisms  for 
full  participation  from  all  of  organ- 
izated  medicine,  especially  taking 
advantage  of  the  unique  contribu- 
tions of  national  medical  specialty 
societies. 

Volume  and  Intensity 

18.  That  the  Association  strongly 
oppose  implementation  of  Medi- 
care expenditure  targets,  which  will 
lead  to  the  rationing  of  care  for 
Medicare  beneficiaries,  and  instead 
support  constructive  approaches  to 
enhancing  quality  and  appropriate- 
ness of  care. 

Registered  Care  Technologists 
(RCTs) 

The  House  received  a progress 
report  on  the  AMA’s  proposal  to 
create  a new  category  of  bedside 
care  giver  called  Registered  Care 
Technologists  (RCTs).  The  Board 
announced  that  one  or  more  of  sim- 
ilar programs  would  be  evaluated 
and  a pilot  project  would  be  imple- 
mented to  demonstrate  and  evalu- 
ate the  training  of  RCTs. 

In  a related  action  the  House 
-adopted  an  amended  resolution 
proposed  by  the  Reference  Com- 
mittee and  the  New  York  delegation 
that  responded  to  testimony  that  the 
AMA  should  seek  alternative  pro- 
posals that  will  be  less  confronta- 
tional with  our  nursing  partners. 
The  resolution  reads: 

— That  the  AMA  continue  to  seek 
solutions  to  the  problem  of  the 
shortage  of  bedside  care  givers, 
in  addition  to  the  Registered  Care 
Technologists  Program. 

— That  the  American  Medical  As- 
sociation recognizing  the  con- 
cerns our  our  partners  in  health 
care,  the  nursing  profession. 


work  together  with  the  American 
Nurses’  Association  and  other 
nursing  organizations  to  address 
the  nursing  shortage,  and  to 
continue  to  seek  innovative  ways 
to  alleviate  the  acute  shortage  of 
bedside  care  providers,  and  that 
the  Board  of  Trustees  report  to 
the  House  of  Delegates  at  the 
Annual  Meeting  in  1989. 

Faculty  Sexual  Involvement  with 
Medical  Trainees 

Sexual  harassment  and  sexual 
exploitation  between  medical  train- 
ees and  their  faculty  supervisors  was 
the  subject  of  a resolution  submit- 
ted by  the  Resident  Physicians  Sec- 
tion. 

The  ethical  issues  raised  by  this 
conduct  caused  considerable  de- 
bate including  a personal  account. 

The  House  approved  an  amended 
resolution  that  calls  on  the  AMA: 

— to  study  the  ethical  issue  raised 
by  the  existence  of  sexual  har- 
assment and  sexual  exploitation 
between  medical  trainees  (med- 
ical students  and  residents)  and 
their  faculty  supervisors,  with 
particular  attention  to  the  effect 
of  such  relationships  upon  the 
quality  of  medical  training,  pa- 
tient care,  trainee  evaluation,  and 
the  trainees’  well-being;  and 

— to  instruct  its  representatives  to 
the  Accreditation  Council  for 
Graduate  Medical  Education  to 
encourage  its  Residency  Review 
Committees  to  establish  a mech- 
anism to  identify  and  eliminate 
instances  of  sexual  harassment 
and  for  sexual  exploitation  in 
clinical  training  programs. 

Professional  Liability 

Professional  liability  and  insur- 
ance continues  to  be  a major  issue 
before  the  House  of  Delegates. 

The  House  received  a report  de- 
scribing the  work  of  AMA’s  Special 
Task  Force  on  Professional  Liability 
and  Insurance  and  the  Advisory 
Panel  on  Professional  Liability.  The 
report  dicussed  the  continuing  study 


of  a number  of  resolutions  relating 
to  expert  medical  witnesses. 

In  other  actions  the  House 
adopted  the  policy  calling  on  the 
AMA: 

— to  establish  a policy  that  each 
physician  should  be  able  to 
maintain  what  he  or  she  deter- 
mines to  be  an  appropriate 
amount  of  liability  insurance  ex- 
cept where  otherwise  required 
by  state  law;  and 

— to  support  the  policy  that  phy- 
sicians not  be  required  to  di- 
vulge the  exact  amount  of  their 
professional  liability  coverage  as 
a condition  of  hospital  medical 
staff  privileges  but  should  be  al- 
lowed to  provide  verification  that 
the  minimum  level  of  coverage 
required  by  the  medical  staff  by- 
laws is  in  effect. 

Alcohol  Use  During  Pregnancy 

The  House  approved  a resolution 
asking  the  AMA: 

— to  seek  appropriate  federal  or 
state  legislation  to  require  that 
warning  signs,  stating  that  drink- 
ing alcoholic  beverages  during 
pregnancy  can  cause  birth  de- 
fects, be  posted  in  a prominently 
visable  location  in  all  places 
where  alcoholic  beverages  are 
sold. 

AMA  Budget,  Fiscal  1989 

The  House  considered  the  1989 
plan  and  budget  and  commended 
the  Board  of  Trustees,  its  Finance 
Committee,  and  the  Executive  Vice 
President  for  their  prudent  manage- 
ment of  the  Association’s  financial 
resources. 

The  budget  includes  operating 
revenues  of  $187,440,000  and  op- 
erating expenses  of  $185,060,000, 
resulting  in  a favorable  balance  be- 
tween revenues  and  expenses  of 
$2,380,000. 

After  incorporating  a provision  for 
income  taxes  of  $500,000,  the  an- 
ticipated revenue  in  excess  of  ex- 
pense from  normal  operations  is 
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$1,880,000,  which  amounts  to  one 
percent  to  total  operating  ex- 
penses. 

“Medically  Unnecessary” 
Statements 

The  House  commended  the 
Board  of  Trustees  for  its  activities 
on  this  issue  and  adopted  the  fol- 
lowing policy: 

— That  the  American  Medical  As- 
sociation continue  to  call  for  the 
repeal  of  the  “medically  unnec- 
essary” provisions  of  section 
9332(c)  of  the  Omnibus  Budget 
Reconcilation  Act  of  1986;  and 

— That  until  such  time  an  appeal 
is  achieved,  the  American  Med- 
ical Association  urge  the  Health 
Care  Financing  Administration 
to  require  that  there  be  stated  on 
the  medically  unecessary  no- 
tices mailed  by  carriers  (a)  the 
basis  for  the  denial;  (b)  the 
name,  position,  and  title  of  the 
person  to  be  contacted  regard- 
ing questions  about  the  review; 
and  (c)  the  screening  criteria  or 
parameter  used  in  denying  pay- 
ment for  the  service. 

Nursing  Homes 

The  House  adopted  the  following 
statement  regarding  quality  of  care 
and  physicians  reimbursement  in 
the  nursing  home  setting: 

— That  the  American  Medical  As- 
sociation and  the  federation 
work  to  educate  federal  and  state 
legislative  bodies  about  the  is- 
sues of  quality  from  the  per- 
spective of  attending  physicians 
and  medical  directors,  and  ex- 
press our  commitment  to  quality 
care  in  the  nursing  home;  and 

— That  the  AMA  work  with  the  leg- 
islative and  administrative  bod- 
ies to  ensure  adequate  payment 
for  routine  visits  and  visits  for 
acute  condition  changes  includ- 
ing the  initial  assessment  and  on- 
going monitoring  of  care  until 
the  condition  is  resolved;  and 

— That  the  AMA  assist  attending 
physicians  and  medical  direc- 
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tors  to  develop  quality  assur- 
ance guidelines  and  methods 
appropriate  to  the  nursing  home 
setting. 

Boxing  as  an  Olympic  Sport 

Reiterating  the  AMA’s  position  to 
boxing,  the  House  voted  to: 

— Communicate  AMA’s  policy  of 
opposition  to  boxing  to  the  U.S. 
Olympic  Committee;  and 

— Request  the  U.S.  Olympic  Com- 
mittee to  transmit  this  policy  to 
the  International  Olympic  Com- 
mittee and  ask  that  boxing  be 
eliminated  as  an  Olympic  sport. 

Southeastern  Delegation 

Charles  D.  Hollis,  Jr.  is  currently 
President  of  the  Southeastern  Del- 
egation and  is  doing  his  usual  ex- 
cellent job.  Georgia  Delegation  is 
proud  of  Charlie. 

Resignation  of  Georgia 
Delegate  to  AMA 

Your  Georgia  Delegation  to  the 
AMA  regrets  the  resignation  of  Wil- 
liam W.  Moore,  Jr.,  M.D.  of  Atlanta 
as  AMA  Delegate.  Dr.  Moore  has 
done  his  job  well  and  will  be  sorely 
missed.  Our  best  wishes  and  pray- 
ers go  with  Bill  and  Peggy. 


GEORGIA  HEALTH 
NETWORK 

S.  William  Clark,  Jr.,  M.D. 

During  1988,  Georgia  Health 
Network  — as  IPA  — contin- 
ued in  its  role  as  physician  advo- 
cate with  respect  to  medical-eco- 
nomic issues.  Some  issues  were 
national  in  scope,  others  were 
statewide,  and  some  affected  only 
specific  communities  within  Geor- 
gia. 

In  January  1988,  GHN  filed  a Pri- 
vacy Act/  Freedom  of  Information 


Act  administrative  demand  against 
HCFA  for  release  of  Medicare  MAAC 
data  to  Georgia  physicians.  HCFA 
was  attempting  to  force  physicians 
to  make  their  Medicare  “participa- 
tion decision”  without  the  financial 
data  upon  which  to  make  an  in- 
formed decision.  HCFA  subse- 
quently did  release  the  MAAC  data 
and  created  an  “open  window”  in 

March  during  which  physicians 
could  opt  in  or  out  of  the  Medicare 
program  for  the  balance  of  calendar 
1988. 

By  year-end,  it  had  become  clear 
that  another  national  issue  was  fo- 
cused on  Georgia,  specifically  on 
OB-Gyn’s  practicing  in  Savannah. 
Public  and  private  remarks  made  at 
the  AMA  fall  meeting  by  the  Chief 
of  the  Antitrust  Division  of  the  U.S. 
Justice  Department  confirmed  that 
medical  antitrust  is  now  a first 
priority  issue  with  both  the  FTC  and 
the  Justice  Department.  He  pointed 
out  that  the  FTC  and  the  Justice  De- 
partment have  recently  launched 
investigations  of  physicians  and 
dentists  in  other  parts  of  the  country 
and  stated  that  criminal  prosecu- 
tions of  physicians  under  the  anti- 
trust laws  may  be  forthcoming. 

What  has  begun  in  1987  as  a lim- 
ited FTC  administrative  investiga- 
tion was  transmogrified  during  1988 
into  a Justice  Department  criminal 
investiation  of  virtually  all  OB-Gyn 
physicians  in  Chatham  County. 
Early  on,  GHN  helped  coordinate 
legal  representation  of  the  physi- 
cians involved  and  assisted  the 
Georgia  Medical  Society  in  re- 
sponding to  its  own  government 
subpoena  for  some  five  years  worth  I i 
of  Society  files  and  records.  ' 

In  meetings  with  Justice  Depart- 
ment officials,  lawyers  for  GHN  and 
the  AMA  argued  that  criminal  pros- 
ecution is  not  the  most  effective  way 
to  achieve  the  government’s  appar- 
ent objectives  and  is  otherwise  in- 
appropriate from  both  a legal  and 
societal  point  of  view.  The  investi- 
gation has  continued  however;  a 
grand  jury  has  been  convened  and 
is  hearing  testimony. 
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We  continue  to  monitor  the  Sa- 
vannah situation  closely  and  main- 
tain contact  with  both  the  AMA  and 
the  Georgia  Medical  Society.  Each 
of  the  physicians  involved,  of 
course,  is  represented  by  his  own 
individual  counsel. 

Shortly  before  the  1988  session 
of  the  Georgia  General  Assembly, 
GHN  petitioned  Insurance  Com- 
missioner Warren  Evans  to  require, 
by  regulation,  that  all  third-party 
participation  agreements  contain 
certain  minimum  terms,  for  the  pro- 
tection of  physicians  and  patients. 
The  petition  was  endorsed  by  the 
MAG  Third  Party  Relations  Com- 
mittee and  asserted  four  principal 
points: 

— First,  all  contracts  should  ex- 
plicitly set  forth  the  conditions 
upon  which  “risk  withhold’’ 
money  will  be  repaid  to  the  par- 
ticipating physicians. 

— Second,  the  insurance  compa- 
nies holding  such  “risk  with- 
hold” monies  should  be  bound 
to  the  standards  of  care  and  can- 
dor applicable  to  trustees  and 
other  fiduciaries. 

— Third,  all  contracts  should  pro- 
vide a 90-day  “free  look”  period 
during  which  the  physician  may 
review  any  proposed  contract 
change  and,  if  he  rejects  it,  ar- 
range other  care  for  his  patients 
who  are  covered  under  that  con- 
tract. 

— Finally,  third  parties  should  be 
required  to  re-publish  their  “pro- 
vider list”  when  the  composition 
of  the  lists  changes  by  any  ap- 
preciable amount. 

When  the  General  Assembly  did 
convene,  legislation  was  intro- 
duced to  authorize  and  regulate 
PPO’s  in  Georgia.  As  the  bill  moved 
through  the  legislative  process  cer- 
tain language  was  removed  which 
would  have  authorized  individual 
i physician  capitation  reimburse- 
! ment  schemes  in  PPO  arrange- 
I ments.  In  committee  hearings,  it 
‘ was  made  clear  that  the  General  As- 
sembly intended  that  physicians  not 
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be  subjected  to  capitation  schemes, 
and  the  Insurance  Commissioner 
stated  that  he  would,  by  regulation, 
preclude  such  arrangements. 

In  later  public  hearings  on  his 
proposed  regulations,  the  Commis- 
sioner came  under  heavy  pressure 
from  the  insurance  industry  to  per- 
mit physician  capitation  as  a cost- 
saving mechanism.  The  Commis- 
sioner’s final  regulations  do  appear 
to  prohibit  capitation  (albeit  in 
somewhat  ambiguous  language), 
and  they  do  include  several  of  the 
other  points  urged  by  GHN. 

Early  in  1988,  GHN  initiated  an 
in-house  contract  review  service  for 
physician  members.  To  date  seven 
different  third-party  contract  pro- 
posals have  been  reviewed.  In  each 
case,  the  requesting  physician  has 
been  provided  with  a detailed  writ- 
ten analysis,  in  non-legal  terms,  that 
includes  suggested  negotiating 
strategies  on  specific  issues  that 
need  to  be  modified.  During  the 
course  of  the  year,  we  noticed  that 
third-party  contracts,  for  whatever 
reason,  appear  to  be  less  predatory 
than  in  years  past.  Specifically,  none 
of  the  contracts  reviewed  contained 
the  “hold  harmless”  language  that 
was  common  in  earlier  contract 
proposals.  The  contract  review 
service  is  provided  to  GHN  mem- 
bers at  no  charge. 

GHN  monitored  and  reported  to 
its  members  on  other  important  is- 
sues during  1988.  The  U.S.  Depart- 
ment of  Defense  moved  to  establish 
a CHAMPUS  discount  PPO  in  Geor- 
gia among  physician  members  of 
the  Blue  Cross/Blue  Shield  VIP  net- 
work. The  program  has  developed 
rather  slowly  and  participation  re- 
mains a decision  for  each  individ- 
ual physician. 

HHS’s  administration  of  its 
“medically  unnecessary”  program 
during  1988  became  so  objection- 
able that  litigation  against  HHS  by 
GHN,  MAG,  or  the  AMA  was  dis- 
cussed on  several  occasions.  GHN 
maintained  contact  with  AMA  as  it 
negotiated  more  reasonable  ad- 
ministrative procedures  with  HHS 


which  seem  to  have  alleviated  many 
of  the  problems.  We  continue  to 
monitor  litigation  pending  in  fed- 
eral court  in  North  Carolina  chal- 
lenging the  constitutionality  of  the 
entire  “medically  unnecessary” 
program. 

Also  during  1988,  GHN  was  in- 
volved in  several  purely  local  med- 
ical economic  issues.  The  Rome 
Area  Health  Care  Coalition  was 
founded  and  moved  to  establish 
friendly  relations  with  local  physi- 
cians through  GHN.  Although  the 
GHN  bid  to  manage  the  Coalition’s 
utilization  management  program 
was  not  selected,  the  atmosphere 
of  trust  and  respect  that  has  been 
created  will  ultimately  benefit  the 
physician  community  in  the  Floyd 
County  area. 

In  Gainesville,  GHN  attorneys 
briefed  Hall  County  physicians  on 
plans  by  a local  hospital  to  adopt 
a “Medical  Staff  Development  Plan,” 
which  could  have  produced  a de 
facto  closed  staff.  The  hospital  dis- 
continued development  of  the  plan, 
at  least  temporarily,  after  physi- 
cians asked  questions  about  the 
plan  and  its  long-term  implications 
for  the  medical  staff. 

Finally,  after  almost  three  years 
of  discussions  and  negotiations  with 
the  Association  for  Quality  Health 
Care  (AQHC),  the  Columbus-area 
business  coalition,  an  agreement 
was  reached  under  which  GHN 
physician  members  will  have  equal 
access  to  the  sizable  group  of  pa- 
tients covered  by  the  AQHC  mem- 
ber companies.  Previously,  many 
GHN  physicians  had  access  to  these 
patients  only  on  a “non-preferred” 
basis.  The  agreement  puts  GHN 
physicians  on  the  same  footing,  in 
terms  of  both  reimbursement  and 
“preferred  status,”  as  the  members 
of  two  other  local  physician  groups. 
Health  Trust,  Inc.,  and  Physicians 
Group,  Inc. 

Physician  advocacy,  as  de- 
scribed herein,  has  become  and  will 
continue  to  be  the  principal  activity 
of  GHN,  which  remains  the  only 
statewide  entity  that  can  represent 
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physicians  across  the  entire  spec- 
trum of  medical  economic  activity. 


REPORT  OF  THE 
AUXILIARY  TO  THE 
MEDICAL 
ASSOCIATION  OF 
GEORGIA 

Jan.  W.  Collins,  President, 

A-MAG 

(Mrs.  William  C.  Collins) 

Theme  for  1988-89: 
“Getting  Our  Act  Together 
and  Taking  It 
On  The  Road” 

Organization 

There  are  thirty-three  county 
auxiliaries  as  follows:  Baldwin, 
Bibb,  Carroll-Haralson,  Cobb, 
Colquitt,  Crawford  W.  Long,  De- 
Kalb,  Dougherty,  Floyd-Polk  Chat- 
tooga, Franklin,  Georgia  Medical, 
Glynn,  Gwinnett-Forsyth,  Hall, 
Jackson-Banks,  Laurens,  Medical 
Association  of  Atlanta,  Muscogee, 
Newton-Rockdale,  Ogeechee  River, 
Peachbelt,  Randolph-Stewart-Ter- 
rell,  Richmond,  South  Georgia, 
Sumter,  Thomas  Area,  Tift,  Troup, 
Upson,  Walker-Catoosa-Dade, 
Ware,  Wayne,  and  Whitfield-Mur- 
ray. 

Directed  By:  MAG  Committee 
on  the  Auxiliary 

William  C.  Collins,  M.D.,  Chair- 
man, Joseph  P.  Bailey,  Jr.,  M.D., 
James  A.  Kaufmann,  M.D.,  Jack  F. 
Menendez,  M.D.,  Joe  L.  Nettles, 
M.D.,  Jeffrey  Nugent,  M.D.,  Charles 
W.  Walden,  M.D. 

MAG  Committees 

Fourteen  (14)  auxilians  serving 
on  MAG  committees. 

Membership 

To  date:  March  31,  1989  — 2,549 
members. 


Auxiliary  Executive  Board 

The  Executive  Board  of  the  Aux- 
iliary to  MAG  is  composed  of  ten 
(10)  elected  and  two  (2)  appointed 
officers;  all  past  state  presidents; 
county  presidents;  and  current 
chairman  of  standing  and  special 
committees  and  committee  mem- 
bers. 

State  Meetings 

Post  Convention  Executive 

Board  Meeting 

DeSoto  Hilton,  Savannah, 

Georgia,  April  30,  1988 

Special  guests  were:  Mrs.  Jean 
Hill,  President-Elect,  AMA  Auxil- 
iary; Mrs.  Joan  Millburn,  President 
SMA;  Dr.  Jack  F.  Menendez,  Presi- 
dent, MAG;  Dr.  Joseph  P.  Bailey,  Jr., 
President-Elect,  MAG:  Dr.  Joe  Net- 
tles, nominated  President-Elect, 
MAG;  members  of  the  MAG  Com- 
mittee on  the  Auxiliary.  The  pro- 
grams for  the  coming  year  were  in- 
troduced. Announcements  of  the 
Summer  Executive  Board  Meeting 
Program  were  made.  Program  pre- 
sented by  Miss  Courtenay  Collins, 
singer,  actress,  and  Julliard  stu- 
dent. 

Summer  Executive  Board  Meeting 
Jekyll  Island  Club,  Jekyll  Island, 
Georgia,  July  10-12,  1988 

Adolescent  Health  Program 
speakers:  Martin  Moran,  M.D.,  Key- 
note address;  Ed  Fowler,  M.D.,  and 
Ms.  Margo  McKinley,  Teen  Sexual- 
ity; Martha  Morrison,  M.D.,  Dmg  and 
Alcohol  Abuse;  Diane  Solursh, 
Ph.D.,  and  Mrs.  Betsy  Fowler,  Sui- 
cide/Emotional and  Eating  Disor- 
ders; Joy  Maxey,  M.D.,  and  Mrs.  Terri 
Hall,  Child/Adolescent  Abuse. 

Workshops  lead  by  auxilians  in 
Membership,  Adolescents  & AIDS, 
producing  a Health  Fair,  and  Fund- 
raisers. Osteoporosis  workshop- 
speakers  were  William  C.  Collins, 
M.D.;  Thomas  Marks,  M.D.,  and  Gary 
Sullivan,  M.D.  Other  speakers  were 
Joseph  P.  Bailey,  Jr.,  M.D.,  Presi- 
dent of  MAG;  and  Joe  L.  Nettles, 
M.D.;  President-Elect  of  MAG. 


Liability  Support  Program:  Panel 
of  auxilians.  Moderator,  Paul 
Shanor;  Mock  Trial:  Wallace  Har- 
rell, Attorney-At-law;  William  H. 
Pinson,  Jr.,  Attorney-At-Law;  Wil- 
liam P.  Franklin,  Jr.,  Attorney-At- 
Law,  and  Dr.  and  Mrs.  Roy  Van- 
diver, Plaintiffs. 

Winter  Executive  Board  Meeting 
Wyndham  Minings  Hotel,  Atlanta, 
November  13-15,  1988 

Speakers:  Joseph  P.  Bailey,  Jr., 
M.D.,  President,  MAG.  Legislative 
workshop  produced  by  the  A-MAG 
Legislative  Team  included  the  fol- 
lowing speakers:  Paul  Shanor,  MAG 
Legislative  Counsel;  Richard 
Greene,  MAG  Legal  Counsel;  Joe  T. 
Wood,  MAG  Legislative  Consultant; 
Steven  Marlow,  M.D.,  Ralph  A.  Till- 
man, M.D.;  Mrs.  June  Bratcher, 
Texas  Auxilian. 

Mr.  Franklin  Garrett,  Official  His- 
torian of  the  Atlanta  Historical  So- 
ciety, spoke  at  the  luncheon.  Mus- 
ical selections  were  presented  by 
Ms.  Lisa  Browne,  Music  Faculty, 
Pace  Academy,  accompanied  by 
Mrs.  Jean  Galloway. 

Adolescent  Health  Program 
Speakers  were  Dana  Banks  and 
Gayanne  Burns,  Tennessee  auxil- 
ians, Betsy  Fowler,  Dietary  Consul- 
tant for  Eating  Disorders,  Wood- 
bridge  Hospital;  Marsha  Wilkinson, 
Project  Director,  Department  of 
Human  Resources,  Public  Health 
Office,  Carole  Middlebrooks,  Co- 
ordinator of  Alcohol  and  Drug  Ed- 
ucation, University  of  Georgia. 

Medical  Association  of  Georgia 
Leadership  Conference 
Ritz  Carlton  Hotel,  Atlanta 

Annual  Convention  of  the  House 
of  Delegates 

Hyatt  Ravania  Hotel,  Atlanta, 

May  3-5,  1989 

Speakers:  Mrs.  Barbara  Thibo- 
deaux, President,  Southern  Medical 
Association  Auxiliary;  Joseph  P. 
Bailey,  Jr.,  M.D.,  President,  MAG; 
Mrs.  Frances  P.  Statham,  interna- 
tionally renowned  author  and  a past 
state  Auxiliary  president. 
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National  Meetings 

AMA  Auxiliary  Annual  Convention 
Chicago,  Illinois,  June,  1988 

Nine  (9)  delegates  attended. 

AMA-A  Leadership  Confluence  I 
Chicago,  Illinois,  October,  1988 

The  State  President,  President- 
Elect  and  six  (6)  county  presidents- 
elect  attended. 

MAG  President  and  A-MAG  Pres- 
ident presented  a seminar  — “Team 
Efforts  — Medical  Societies  and 
Auxiliaries” 

Southern  Medical  Association 
Auxiliary  Annual  Convention 
New  Orleans,  Louisiana, 

November,  1988 

Mrs.  Barbara  Thibodeaux  of  Mar- 
ietta, Georgia  installed  as  SMA-A 
President.  The  Georgia  delegation 
hosted  a reception  in  her  honor. 

AMA-A  Leadership  Confluence  II 
Chicago,  Illinois,  February,  1989 

The  State  President,  Nominated 
President-Elect,  and  six  (6)  county 
presidents-elect  attended.  MAG 
President  and  A-MAG  President  pre- 
sented a seminar  “Team  Efforts: 
Medical  Societies  and  Auxiliaries.” 

County  Meetings 

The  A-MAG  President  visited  the 
following  county  auxiliaries:  Bald- 
win, Bibb,  Carroll-Haralson,  Cobb, 
Crawford  W.  Long,  DeKalb,  Dough- 
tery,  Floyd-Polk-Chattooga,  Georgia 
Medical,  Glynn,  Gwinnett-Forsyth, 
Hall,  Laurens,  Medical  Association 
of  Atlanta,  Muscogee,  Newton- 
Rockdale,  Ogeechee  River,  Peach- 
belt,  Richmond,  South  Georgia, 
Sumter,  Thomas  Area,  Tift,  Walker- 
Catoosa-Dade,  Ware  and  Whitfield- 
Murray. 

The  President-elect,  the  First  Vice 
President,  and  the  Area  Vice  Pres- 
idents traveled  with  the  President 
at  their  convenience. 

The  President  addressed  the 
counties  on  the  areas  of  Adolescent 
Health,  Membership,  Political  Ac- 
tion, Legislation,  AMA-ERF,  Healthy 
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Lifestyles,  Campaign  of  MAG,  How 
To  Cope:  The  Surviving  Spouse 
booklet,  GaMPAC,  Leadership 
Training,  teamwork  between  Med- 
ical societies  and  auxiliaries,  Wil- 
liam R.  Dancy,  M.D.  Scholarship 
Fund,  Medical  Heritage,  Motiva- 
tion, and  Public  Relations. 

Publications 

Pulse  Line  — four  (4)  issues 
mailed  to  all  auxiliary  members. 

Auxiliary  Directory  — a copy 
mailed  to  each  member. 

Annual  Report  — Copies  mailed 
to  all  Executive  Board  Members. 

Auxiliary  Issue  of  the  Journal  of 
the  MAG  — The  April,  1989  Journal 
to  MAG  was  devoted  to  auxiliary  ac- 
tivities. Copies  were  mailed  to  each 
member  of  the  Auxiliary  Executive 
Board  in  addition  to  the  members 
of  MAG. 

Projects  & Programs 

Adolescent  Health 

“It’s  Up  To  Youth”  Teen  Health 
Fomm,  University  of  Georgia,  March 
14,  1989.  This  Teen  Health  Forum, 
co-sponsored  by  MAG,  A-MAG,  and 
the  University  of  Georgia  was  at- 
tended by  655  eighth,  ninth  and 
tenth  graders  and  106  high  school 
teachers  and  guidance  councilors. 
Two  hundred  and  sixty-one  (261) 
schools  were  contacted;  fifty-five 
(55)  schools  participated.  Speakers 
were:  Joseph  P.  Bailey,  Jr.,  M.D., 
President,  MAG;  William  C.  Collins, 
M.D.,  Orthopedic  Surgeon;  Rever- 
end Pat  Seymour,  Episcopal  Min- 
ister; Ray  Goff,  Head  Football 
Coach,  U.G.A.;  Martin  Moran,  M.D. 
Pediatrician;  John  E.  Fowler,  M.D., 
Family  Physician;  Margo  McKinley, 
R.N.;  Peter  M.  Payne,  M.D.;  Gyne- 
cologist; Thomas  L.  Lyons,  M.D., 
Obstetrician  & Gynecologist;  Car- 
ole Middlebrooks,  Coordinator  of 
Alcohol  and  Drug  Abuse,  U.G.A.; 
Jack  F.  Menendez,  M.D.,  Surgeon 
and  Oncologist,  Immediate  Past 
President,  MAG;  Heather  Hays,  An- 
chor Hospital;  Joy  Maxey,  M.D.,  Pe- 
diatrician; Vernon  Hall,  Advisor, 
SCOAR  Chapter,  U.G.A.;  Timothy  C. 


Knowles,  Mental  Health  Assistant, 
Fulton  County  Emergency  Mental 
Health  Service;  Barbara  Nama, 
A.S.C.W.;  Scott  Snyder,  M.D.,  Psy- 
chiatrist; W.  Theron  McLarty,  Jr., 
M.D.,  Psychiatrist,  Ridgeview  Insti- 
tute; Robert  E.  Dicks,  M.D.,  Neu- 
rosurgeon; Lynn  W.  Dicks,  Chair- 
man, National  Head  & Spinal  Cord 
Injury  Prevention  Program  for 
Northeast  Georgia;  James  Aberson, 
Spinal  Cord  Injuries  Special 
Speaker;  William  B.  Mulherin,  M.D., 
Orthopedic  Surgeon;  Ron  Elliott, 
U.G.A.  Team  Trainer;  Frank  Kelly, 
M.D.,  Orthopedic  Surgeon;  Chen- 
ault  Hailey,  M.D.,  Dermatologist; 
Mrs.  Marianne  Broadbear,  Presi- 
dent, Success  Image  and  Young  So- 
phisticates; Mrs.  Carol  Grant,  State 
Chairman,  Georgia  Junior  Miss 
Scholarship  Program;  Ms.  Dana 
Brown,  1987  Georgia  Junior  Miss; 
Ms.  Diedre  Ross,  1988  Cobb  County 
Junior  Miss;  Ed  Lewis,  M.D.,  Der- 
matologist; Dick  Ferguson,  Owner 
Dick  Ferguson’s  Men’s  Store;  Rev- 
erend Jon  Appleton,  Minister  of  the 
First  Baptist  Church,  Athens;  Mark 
Hutto,  M.D.,  Psychiatrist;  Steven 
Lee,  M.D.,  Psychiatrist,  Medical  Di- 
rector of  Charter  Peachford  Hospi- 
tal; Mrs.  Alice  Asbell,  Bibb  Medical 
Auxiliary;  Mrs.  Joyce  Johnson,  Bibb 
Medical  Auxiliary,  and  Mrs.  Mau- 
reen Vandiver,  AIDS  Education  fa- 
cilitator, DeKalb  Medical  Society 
Auxiliary. 

The  aerobics  session  was  led  by 
Mrs.  Toni  Malcolm  of  Creative  Con- 
ditioning. Role  model  speakers  in- 
cluded Wayne  Radloff,  Falcon  Foot- 
ball player;  Wycliffe  Loveless, 
U.G.A.  football  player;  Kevin  Brown, 
U.G.A.  football  player;  Theresa  Ed- 
wards, U.G.A.,  women’s  basketball 
player  and  gold  Medalist;  Aaron 
Chubb,  U.G.A.  football  player;  Mark 
Lipson,  U.G.A.  baseball  player; 
Laura  Wood,  Drum  Major,  U.G.A. 
Red  Coat  Band. 

Entertainment  was  provided  by 
Frances  Frazier,  “Miss  Georgia,” 
1988-89;  U.G.A.  “Derbies”  Pep  Band, 
and  Alpha  Delta  Pi  Sorority  “Dia- 
mond Girls”  Chorus. 
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“It’s  Up  to  Youth”  forum  was  co- 
chaired by  Mrs.  Barbara  Tippins  and 
Mrs.  Connie  Menendez. 

AIDS 

An  educational  program  on  AIDS 
was  presented  at  the  Summer  Ex- 
ecutive Board  Workshop,  as  well  as 
at  the  “It’s  Up  To  Youth  Program.” 
Many  auxilians  around  the  state 
have  been  trained  as  AIDS  facilita- 
tors. They  present  programs  in  the 
schools  and  for  community 
churches  and  civic  organizations. 

Child  Abuse  Prevention 

Approximately  five  (5)  county 
auxiliaries  continue  to  show  the  “It’s 
OK  To  Tell”  puppet  show  in  the 
classroom.  Child/Adolescent  Abuse 
workshops  were  given  at  the  Sum- 
mer Executive  Board  Workshop  and 
at  “It’s  Up  To  Youth”  forum  in  Ath- 
ens. 

Drug  and  Alcohol  Abuse 

This  year’s  emphasis  has  been 
on  drug  and  alcohol  abuse  as  it  re- 
lated to  adolescents.  Workshops 
were  given  at  Summer  and  Winter 
Executive  Board  meetings  and  at 
“It’s  Up  To  Youth”  forum. 

Eating  Disorders 

Recognizing  that  eating  disor- 
ders is  a growing  concern  with  ad- 
olescent health,  the  A-MAG  pre- 
sented workshops  in  this  field  at  the 
Summer  and  Winter  Executive 
Board  Meeting  and  at  “It’s  Up  To 
Youth”  forum  in  Athens. 

Healthy  Lifestyles 

The  Auxiliary  to  MAG  continues 
to  encourage  county  axulians  and 
medical  societies  to  order  and  dis- 
tribute MAG’s  Healthy  Lifestyle  bro- 
chures. In  addition,  the  county  aux- 
iliaries are  distributing  the  film 
Scenarios,  developed  by  MAG’s 
Public  Relations  Committee  in  con- 
nection with  Healthy  Lifestyles,  to 
high  schools  throughout  the  state. 
This  film  “premiered”  at  the  “It’s  Up 
To  Youth”  forum  and  a copy  was 
given  to  each  school  participating. 
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International  Health 

County  Auxiliaries  participate  in 
International  Health  in  a variety  of 
ways  — from  collecting  and  send- 
ing medicine  to  countries  where 
disaster  has  struck,  to  sending  funds 
to  aid  relief  programs,  such  as  the 
“adopting  a goat  program”  for  Haiti. 

Older  Americans 

Several  county  auxiliaries  have 
projects  throughout  the  year  to  aid 
older  Americans,  from  mall  walks 
to  blood  pressure  checks,  vision 
screening,  and  distribution  of  medi- 
file  cards. 

Safety 

Seat  Belts  — Many  county  auxi- 
liaries sponsored  seat  belt  projects 
this  year.  Each  auxiliary  examined 
the  needs  in  its  individual  com- 
munity and  directed  its  focus  ac- 
cordingly. 

Whitfield-Murray  concentrated  on 
a campaign  to  get  seat  belts  put  in 
school  buses.  Hall  Auxiliary  edu- 
cated 250  — three,  four  and  five- 
year  olds  on  seat  belt  safety,  dis- 
tributing stickers,  comic  books  and 
clicker  toys.  Their  mascot  “Mrs. 
Bucklebear”  is  in  great  demand,  not 
only  in  Hall  County,  but  throughout 
North  Georgia. 

Safety  City  and  Kids  in  Charge  are 
other  safety  projects  adopted  by 
county  auxiliaries  in  teach  safety  to 
children. 

Teen  Sexuality 

The  “You  Can  Say  NO  — Post- 
poning Teenage  Sexual  Involve- 
ment” program  continues  to  be  used 
by  county  auxiliaries.  Statewide 
workshops  on  postponing  teenage 
sexual  involvement  were  given  at 
the  Summer  Executive  Board  Meet- 
ing and  at  “It’s  Up  To  Youth”  forum 
in  Athens. 

Teen  Suicide  Prevention 

Many  county  auxiliaries  have  had 
speakers  on  Teen  Suicide  Preven- 
tion and  have  initiated  projects  in 
their  own  communities.  Work- 
shops on  Teen  Suicide  Prevention 


were  given  at  the  Summer  Execu- 
tive Board  Meeting  and  at  the  “It’s 
Up  To  Youth”  forum  in  Athens. 

The  Surviving  Spouse  — 

How  to  Cope 

This  is  a continuing  project 
whereby  these  booklets  are  avail- 
able to  aid  the  spouse  of  the  phy- 
sician in  the  settling  of  the  estate 
and  the  selling  of  the  practice  fol- 
lowing the  death  of  the  physician. 

Tobacco  Hazards  Program 

Richmond  County  continues  the 
program  it  initiated  to  teach  chil- 
dren the  dangers  of  tobacco.  Other 
auxilians  around  the  state  are  du- 
plicating this  program.  Walker-Ca- 
toosa-Dade  authored  a project  for 
pregnant  women  on  the  dangers  of 
tobacco. 

Legislative  Programs 

Spouse  Involvement  Program 

This  continues  to  be  and  active 
and  integral  part  of  MAG’s  legisla- 
tive thmst.  County  auxilians  visit  the 
Capitol  to  meet  with  their  legisla- 
tors to  discuss  pending  medical 
legislation. 

Legislative  Phone  Bank 

The  “Hot  Line”  phone  bank  op- 
erates every  week  day  throughout 
the  Session  of  the  General  Assem-  | 
bly.  It  is  “manned”  by  4 to  6 aux- 
ilians daily  from  surrounding  coun- 
ties. The  purpose  of  the  phone  bank 
is  to  contact  physicians  from  around 
the  state  encouraging  them  to  con- 
tact their  legislators  on  pending  bills 
requiring  immediate  action. 

In  addition,  each  county  auxil- 
iary was  requested  to  form  its  own 
“phone  tree”  so  that  medical  leg- 
islation information  could  be  dis- 
tributed statewide  in  a matter  of  i 
hours. 

Key  Contact  Program 

This  ongoing  program  matches 
the  names  of  auxilians  with  those 
of  legislators  that  they  know  and  are 
willing  to  get  to  know  for  the  pur- 
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pose  of  promoting  medicine’s  needs 
in  legislation. 

GaMPAC-AmPAC 

One  auxilian  from  each  congres- 
sional district  serves  on  the  GaM- 
PAC  Board.  The  President  of  A-MAG 
serves  on  the  Board  as  an  ex-officio 
member,  and  also  serves  on  the 
GaMPAC  Bylaws  Committee. 

The  President,  in  her  county 
visits,  urged  auxilians  and  their 
spouses  to  join  GaMPAC. 

Legislative  Day  at  the  Capitol 

This  year’s  theme  was  “Some  Like 
It  Hot.”  A legislative  workshop  by 
the  same  title  was  presented  at  the 
Winter  Executive  Board  Meeting  to 
educate  participants  about  perti- 
nent medical  legislation. 

The  “Day  At  The  Capitol”  was  at- 
tended by  auxilians  throughout  the 
state.  Legislative  briefings  were 
given  on  buses  shuttling  partici- 
pants to  the  Capitol.  During  the 
morning,  auxilians  called  out  their 
legislators  and  discussed  with  them 
MAG’s  positions  on  pending  legis- 
lation. Lunch  at  the  Ritz-Carlton 
honored  women  legislators. 

Other  Projects  & Programs 

AMA-ERF 

Efforts  were  accelerated  this  year 
in  fund  raising  from  AMA-ERF  on 
the  state  and  county  level.  AMA-ERF 
donations  have  hit  a record  high. 
State  projects  have  included  a highly 
successful  silent  auction,  jewelry 
raffle  and  holiday  sharing  card.  On 
the  county  level,  many  creative 
projects  have  been  instigated  to 
raise  money  for  AMA-ERF  from 
holiday  sharing  cards,  to  dinner 
dances,  to  wine  testings,  to  gift  wrap 
sales. 

William  R.  Dancy,  M.D.  Student 
Loan  Fund 

This  loan  fund  has  been  an  on- 
going Auxiliary  project  since  1930 
to  aid  students  in  medical  colleges 
in  Georgia  who  are  deemed  to  need 


financial  assistance  to  complete 
their  medical  training. 

Doctors  ’ Day  — March  30 

All  county  auxiliaries  throughout 
the  state  celebrate  Doctors’  Day.  The 
various  ways  in  which  auxiliaries 
and  the  community  honor  their 
physicians  is  limitless:  luncheons 
and  programs  are  given  for  retired 
physicians  and  widows;  physicians 
are  recognized  in  church  bulletins; 
red  carnations  are  placed  in  church 
sanctuaries;  patient’s  tray  cards  and 
red  carnations  are  presented  on 
March  30,  receptions  are  planned 
for  doctors;  breakfasts  are  given  to 
the  house  staff  by  hospitals;  med- 
ical families  donate  blood  to  the 
Red  Cross  in  honor  of  doctors.  In 
addition,  Mrs.  Barbara  Thibodeaux 
of  Marietta,  Georgia,  President  of 
the  SMA  Auxiliary,  has  urged  that 
all  physicians’  spouses  have  a 
breast  examination  as  a Doctors’ 
Day  project. 

Malpractice  Support 

County  auxiliaries  throughout  the 
state  have  malpractice  support 
groups  and  present  programs  on 
this  subject  to  aid  their  members. 
A malpractice  support  panel  was 
presented  at  the  Summer  Executive 
Board  Meeting. 

Medical  Heritage 

One  of  this  year’s  Auxiliary  goals 
has  been  a special  emphasis  on 
Medical  Heritage.  A liaison  was  es- 
tablished with  the  Crawford  W.  Long 
Museum  to  urge  auxilians  and  phy- 
sicians to  contribute  and  visit  this 
medical  museum.  Each  county  has 
been  encouraged  to  research  its 
own  medical  history.  Hall  Auxiliary 
is  actively  participating  in  the  rede- 
signing and  exhibiting  of  its  medi- 
cal history  at  the  Green  Street  Mu- 
seum in  Gainesville. 

At  each  state  meeting,  in  Jekyll 
Island,  in  Minings,  and  in  Atlanta,  a 
portion  of  the  program  has  been 
devoted  to  medical  history. 


The  Medical  Profession  in 
Georgia  1733-1983  by  Evelyn  Gay 

A-MAG  and  county  auxiliaries 
continue  to  promote  the  sale  of  this 
medical  history  to  benefit  the  Wil- 
liam R.  Dancy,  M.D.,  Student  Loan 
Fund. 

Membership 

The  Membership  Committee  of 
A-MAG  has  worked  throughout  the 
year  to  recruit  and  retain  Auxiliary 
members.  A workshop  on  mem- 
bership was  presented  at  the  Sum- 
mer Executive  Board  Meeting.  The 
Membership  Committee  is  pres- 
ently working  to  reorganize  two 
counties  who  have  had  auxiliaries 
in  years  past. 


Summary 

This  past  summer,  the  AMA  Aux- 
iliary contacted  Mrs.  Jan  Collins,  A- 
MAG  President  and  Dr.  Joseph  P. 
Bailey,  Jr.,  MAG  President,  asking 
that  they  present  a program  at  two 
National  Leadership  Confluences  in 
Chicago.  The  program  entitled 
Team  Efforts:  Medical  Societies  and 
Auxiliaries,  detailed  the  ways  in 
which  MAG  and  A-MAG  work  to- 
gether to  further  their  common  goals 
for  medicine.  Georgia  was  selected 
as  the  state  in  the  entire  nation  that 
works  most  effectively  as  a team. 

The  Auxiliary  to  the  MAG  whole- 
heartedly thanks  the  Medical  As- 
sociation of  Georgia  and  the  entire 
MAG  staff  for  the  confidence  that  it 
has  placed  in  the  Auxiliary  as  a vi- 
able member  of  the  MAG  Team. 

The  Auxiliary  to  the  Medical  As- 
sociation of  Georgia  is  profoundly 
grateful  for  the  tremendous  support 
— moral,  physical  and  financial  — 
that  MAG  has  provided  so  that  its 
Auxiliary  can  work  statewide  for  the 
advancement  of  health  education 
for  all  Georgians  and  the  better- 
ment of  the  family  of  medicine. 


ULY  1989,  Vol.  78 


421 


Unreferred  Reports 


MAG  MUTUAL 
INSURANCE 
COMPANY 

Charles  D.  Hollis,  Jr.,  M.D. 

Our  commitment  to  our  physi- 
cian policyholders  was  dem- 
onstrated in  1988  by  the  many  new 
and  innovative  programs  we  insti- 
tuted in  response  to  physician 
needs.  We  began  the  year  by  offer- 
ing prior  acts  coverage.  This  option 
allows  physicians  to  switch  their 
coverage  to  MAG  Mutual  without 
purchasing  expensive  tail  coverage 
from  the  current  carrier.  This  new 
program,  made  possible  by  the 
company’s  increasing  financial 
strength,  was  implemented  Febru- 
ary 1 in  response  to  the  needs  of 
Georgia  physicians. 

Our  rates  have  no  profit  factor 
built  into  them  and  are  designed 
only  to  cover  losses  and  the  ex- 
penses of  operating  the  company. 
This  was  demonstrated  in  March 
when  the  company  declared  a five 
percent  refund  of  1987  premiums 
for  all  policies  which  renewed  on 
or  after  April  1 . This  refund  resulted 
from  better  than  expected  1987  re- 
sults. The  Board  of  Directors  voted 
to  return  the  difference  to  the  pol- 
icyholders. This  is  just  one  more 
way  in  which  MAG  Mutual  repre- 
sents the  interests  of  Georgia  phy- 
sicians. 

On  May  1,  MAG  Mutual  imple- 
mented its  LEAD  (Loss  Excellence 
Appreciation  Discount)  program. 
This  premium  discount  program 
recognizes  and  rewards  the  vast 
majority  of  our  policyholders  who 
have  excellent  loss  experience.  The 
size  of  the  savings  is  based  on  the 
number  of  years  a physician  has 
been  insured  with  MAG  Mutual  and 
the  number  or  consecutive  years  he 
or  she  has  not  had  a paid  loss  in 
excess  of  $10,000.  The  savings  in- 
crease each  year  upon  renewal  to 
a maximum  of  10  percent  as  long 
as  the  physician  remains  loss  free. 


Also  in  May,  the  company  began 
a program  which  offers  policyhold- 
ers who  have  been  insured  with 
MAG  Mutual  three  or  more  years  the 
opportunity  to  earn  credit  toward 
the  purchase  of  their  tail  coverage 
at  retirement.  For  each  year  after  a 
physician  reaches  age  60,  he/she 
will  earn  an  annual  credit  of  20  per- 
cent toward  the  cost  of  the  Report- 
ing Endorsement  at  retirement.  This 
enables  a physician  to  retire  any 
time  between  age  60  and  65  and 
pay  a reduced  tail  coverage  pre- 
mium. 

September  1 saw  the  implemen- 
tation of  the  Anesthesia  Premium 
Reduction  Program.  This  innova- 
tive, voluntary  loss  prevention  pro- 
gram was  designed  by  a task  force 
of  the  Georgia  Society  of  Anesthe- 
siologists to  improve  patient  safety 
and  decrease  the  chances  of  an- 
esthesia claims.  Participation  in  this 
program  entitles  the  anesthesiolo- 
gist to  a 12  percent  (up  to  $3000) 
premium  discount.  A committee  of 
the  Georgia  Obstetrical  and  Gyne- 
cological Society  is  likewise  devel- 
oping a voluntary  loss  prevention 
program  to  benefit  Georgia  obste- 
tricians. 

September  1 also  saw  a reduc- 
tion in  risk  classification  for  ENTs 
which  resulted  in  substantially 
lower  premiums  and  surplus  cer- 
tificate requirements.  This  new  class 
4A  could  save  our  ENT  policyhold- 
ers as  much  as  23  percent  a year. 
This  reduction  was  made  possible 
by  improved  loss  data  for  ENTs. 

On  September  15,  MAG  Mutual 
began  financing  the  purchase  of 
surplus  certificates.  This  makes  it 
possible  for  new  policyholders  to 
spread  the  cost  of  purchasing  sur- 
plus certificates  over  the  policy  pe- 
riod. 

These  many  changes,  revisions 
and  improvements  are  examples  of 
our  commitment  to  Georgia  physi- 
cians. We  are  dedicated  to  meeting 
your  changing  needs  while  contin- 
uing to  provide  the  best  quality 
service  possible. 


ATTACHMENT 

MAG  Mutual  is  Different 

• No  settlement  of  claim  without 
physician’s  written  consent. 

• Allows  physicians  to  pre-pay  tail 
coverage  while  still  in  practice  in 
anticipation  of  early  retirement. 

• Earn  20  percent  per  year  credit 
toward  tail  coverage  beginning  at 
age  60  when  insured  with  MAG 
Mutual  for  3 or  more  years. 

• Free  tail  coverage  at  age  65  for- 
those  who  have  been  with  com- 
pany more  than  3 years. 

• Option  to  purchase  only  the  dif- 
ference in  tail  coverage  between 
classes. 

• Numerous  premium  discounts 
including  those  for  semi-retired, 
groups,  new  doctors,  and  loss 
prevention  seminar  attendance. 

• Immediate  reduction  in  premium 
for  physicians  age  65  or  older  for 
reduced  classification  (example, 
obstetrics  to  gynecology  only) 
without  having  to  buy  tail  cover- 
age. 

• Refund  of  premium  (5  percent  of 
1987  premiums)  when  losses  are 
found  to  be  less  than  expected. 

• LEAD  — Loss  Excellence  Appre- 
ciation Discount  — recognizing 
excellent  loss  experience  with 
premium  discounts. 

• Geographical  Rating  for  coverage 
in  excess  of  1 million  dollars  — 
5 percent  rate  reduction  for  metro- 
Atlanta  physicians  and  1 5 percent 
rate  reduction  for  non-metro  phy- 
sicians. 

• Physician  peer  review  to  select  as 
policyholders  only  those  physi- 
cians approved  by  their  col- 
leagues. 

• Physician  claims  committee  to 
analyze  medical  information  and 
advise  staff  and  attorneys  regard- 
ing appropriate  direction  of 
claims  management  and  a com- 
mitment to  contest  every  non- 
meritorious  claim.  Among  major 
insurance  carriers  only  MAG  Mu- 
tual has  such  a committee. 
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• Tort  Reform  to  accomplish  leg- 
islative relief  of  the  professional 
liability  problem  relief  is  already 
being  realized  in  reduction  of  fre- 
quency of  claims.  Other  major 
commercial  carriers  did  not  par- 
ticiate  in  the  campaign  to  attain 
these  reforms. 

• Continuing  efforts  to  improve  the 
quality  of  medical  care  in  Georgia 
through  restrictive  underwriting, 
insurance  guidelines  in  high  risk 
specialties,  education,  and  pre- 
mium discounts  for  voluntary 
participation  in  MAG  Mutual’s  an- 
esthesia program  (a  task  force  is 
currently  working  on  a similar 
program  for  OBs). 

• Active  loss  prevention  programs, 
co-sponsored  by  MAG,  for  both 
physicians  and  medical  assist- 
ants with  incentives  and  pre- 
mium discounts  to  participate. 

• Intensive  educational  program, 
co-sponsored  by  MAG  and  MAG 
Mutual,  to  explain  the  new  in- 
formed consent  law  and  how  to 
comply. 

• Low  operating  expenses  and  no 
loading  of  rates  for  profits  and 
dividends.  Our  expenses  ratio  is 
less  than  Vs  that  of  our  chief  com- 
mercial competitor. 


MAG  Mutual  Insurance  Company 
Financial  Results 

Year-to-Date 


12/31/87 

12/31/88 

2/28/89 

Written  Premium 

$55  Mil 

$70  Mil 

$93  Mil 

Policyholders 

3,344 

3,664 

3,676 

G & A Expense  Ratio 

7.7% 

7.8% 

7.7% 

Policyholders’  Surplus 

$10.7  Mil 

$15.3  Mil 

$16.6  Mil 

Total  Admitted  Assets 

$111  Mil 

$148  Mil 

$166  Mil 

Invested  Assets 

$94  Mil 

$126  Mil 

$136  Mil 

Rate  of  Return  on  Investments 

8.2% 

8.4% 

8.4% 

Total  Claims  Reported 

2,395 

2,860 

2,992 

Claims  Closed 

1,470 

1,997 

2,111 

Claims  Opened 

958 

902 

850 

Claims  Closed  With  Indemnity  Payment 

184 

268 

290 

Total  Claim  Payments  Since  Inception 
(Loss  and  LAE) 

$3.59  Mil 

$50.4  Mil 

$54.5  Mil 

Claims 

1988  Year  End  Report 

1.  Files  opened  in  1988:  466  Total  since  inception:  2860 

2.  Files  closed  in  1988:  528  Total  since  inception:  1997 

19  closed  with  indemnity  only  ( 4%) 

61  closed  with  indemnity  and  LAE*  02%) 

287  closed  with  LAE  only  (54%) 

161  closed  with  no  pay  (30%) 

528 

3.  Loss  payments  in  1988  $10,254,435 

LAE  payments  in  1 988  $4,216,268 

$14,470,703 

4.  Number  of  claims  presented  to  the  Claims  Committee:  83 

5.  Lawsuits  received  in  1988:  127 

6.  Number  of  trials  in  1988:  23  Won:  16  Lost:  6 

(One  hung  jury  settled  prior  to  retrial) 

Trial  since  inception:  77  Won:  60  Lost:  15 

(Two  hung  juries  — 1 settled  prior  to  retrial;  1 pending) 

7.  Percentage  of  cases  won:  79%  if  3 appeals  are  unsuccessful 

83%  if  all  3 appeals  are  successful 

•LAE  — Loss  Adjustment  Expenses 
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ACCESS  TO 
MEDICAL  CARE 
COMMITTEE 

Julian  Duttera,  M.D., 
Chairman 

Although  the  Committee  has  not 
officially  met  this  year,  the 
Chairman,  individual  Committee 
members  and  staff  have  been  ac- 
tively involved  in  three  very  impor- 
tant activities  directly  related  to  as- 
sessing access  to  medical  care 
needs  and  developing  ways  to  meet 
those  needs. 

Assessing  Physician  Supply 
and  Distribution 

In  1986,  the  Composite  State 
Board  of  Medical  Examiners,  at  the 
request  of  the  MAG  and  in  con- 
junction to  the  Joint  Board  of  Fam- 
ily Practice,  and  the  Georgia  De- 
partment of  Human  Resources, 
initiated  the  Georgia  Physicians 
Survey.  This  survey  is  computed 
with  each  application  for  licenses 
renewal.  This  has  made  it  possible 
to  have  accurate,  current  demo- 
graphic data  as  to  how  many  phy- 
sicians are  actively  practicing  in 
Georgia,  their  speciality  and  where 
they  are. 

A total  of  8,975  physicians  were 
found  to  be  practicing  in  Georgia. 
The  most  striking  finding  of  the  sur- 
vey was  the  indication  of  a sub- 
stantial deficit  of  physicians  in 
Georgia,  i.e.,  148  physicians  per 
100,000  population  when  com- 
pared to  the  national  average  of  192 
physicians  per  100,000  or  to  the 
GEMANAC  ideal  of  200  physicians 
per  100,000  as  a goal  set  for  1990. 
A recent  study  by  Swartz,  et  al.,  sug- 
gests that  GEMANAC  prediction  of 
a massive  physician  surplus  will  not 
occur  and  that,  in  fact,  there  will 
be  a deficit  of  physicians  by  the  year 
2000. 

Trends  in  physician  supply  are 
not  easy  to  determine.  It  is  very  dif- 
ficult for  individuals,  organizations. 


and  associations  to  agree  on  the 
most  appropriate  method  for  deter- 
mining physician  supply.  However, 
if  the  physician  population  contin- 
ues to  grow,  (as  evidenced  in  the 
1978-1985  period),  we  estimate  that 
more  than  400  physicians  will  be 
added  each  year  to  Georgia’s  phy- 
sician supply.  Thus,  by  1990,  we 
would  add  1,600  new  physicians 
while  losing  1,025  due  to  retire- 
ment. This  computation  results  in 
a net  gain  of  575  physicians.  Due 
to  the  expected  population  growth, 
however,  the  1990  physician  to 
population  ratio  would  remain  un- 
changed from  1986 — 148.1/100,000 
population. 

In  the  year  2000,  the  situation  is 
projected  to  be  quite  similar.  By 
2000,  we  expect  to  add  5,600  new 
physicians  while  losing  2,651  due 
to  retirement  — a net  gain  of  2,949 
physicians.  The  resulting  physician 
to  population  ratio  of  160/100,000 
is  still  well  below  the  1 990  GMENAC 
standard  of  191.4/100,000. 

Maldistribution 

A more  critical  and  certainly  more 
urgent  issue  however,  is  the  prob- 
lem of  maldistribution.  With  regard 
to  the  total  numbers  of  physicians, 
this  fact  is  not  new.  However,  for 
the  first  time,  in  1986,  major  mal- 
distribution trends  are  emerging 
among  primary  care  providers. 

Sixty-eight  percent  of  all  physi- 
cians are  located  in  9 counties 
which  collectively  comprise  44%  of 
the  states’  population.  Of  all  phy- 
sicians located  in  counties  exceed- 
ing 20,000  population,  only  13%  are 
Family  Practitioners.  To  compare, 
this  specialty  represents  57.2%  of 
all  physicians  practicing  in  coun- 
ties with  less  than  20,000  residents. 

Only  a few  counties  were  without 
a family  practitioner.  The  remain- 
ing primary  care  physicians  (ob- 
stetrics/gynecology, pediatrics,  in- 
ternal medicine,  and  general 
surgery)  showed  severe  maldistri- 
bution. Many  counties  had  none  of 
those  specialists,  with  over  half  the 
counties  without  an  obstetrician/ 


gynecologist  or  a pediatrician. 
Based  on  the  1986  survey,  it  is  ev- 
ident that  Georgia  faces  a critical 
problem  with  the  distribution  of 
physicians,  especially  in  rural  areas 
of  the  state.  The  1988  data  is  cur- 
rently being  evaluated  to  determine 
if  these  trends  are  continuing. 

Pbysici2ui  Acceptance  of 
Specific  Patients 

An  issue  that  is  of  continuing 
concern  to  the  medical  and  public 
health  communities  is  physician 
acceptance  of  Medicaid,  Medicare, 
and  obstetric  patients.  Of  respond- 
ing physicians,  71.2%  accept  Med- 
icaid patients  and  83.8%  accept 
Medicare.  Among  the  physicians 
participating  in  Medicaid  and  Med- 
icare, there  is  great  variation  by 
specialty.  Geographically,  accept- 
ance of  these  patients  varies  a great 
deal,  also,  a larger  percentage  of 
doctors  accept  Medicaid  and/or 
Medicare  in  the  more  rural  areas. 

Quality  of  Life 

To  improve  Georgia’s  physician 
supply  and  maldistribution  prob- 
lems, we  must  begin  to  improve  the 
overall  quality  of  life  in  this  state. 
Clearly,  education,  socioeconomic 
status,  health  status,  and  health  ac- 
cess are  all  factors  which  relate  to 
quality  of  life.  In  most  of  Georgia’s 
rural  areas,  many  of  these  factors 
show  a poor  level  of  attainment. 
High  unemployment  rates,  a high 
percentage  of  high  school  drop 
outs,  low  educational  attainment, 
high  numbers  of  families  living  be- 
low the  poverty  level,  high  infant 
mortality,  high  death  rates  from 
strokes,  low  physician-to-popula- 
tion  ratios,  and  poor  accessibility 
to  healthcare  characterize  the  over- 
all poor  quality  of  life  in  rural  Geor- 
gia. 

Notably,  the  southwest  and  the 
central  sections  of  the  state  have 
major  areas  where  poor  quality  of 
life  is  evident.  These  areas  also  cor- 
relate quite  well  to  areas  of  low  phy- 
sician rates.  It  is  the  quality-of-life 
which  must  be  addressed  if  we  ex- 


424 


Journal  of  MAC 


Unreferred 


pect  to  improve  the  supply  and  dis- 
tribution of  physicians  in  Georgia. 
We  must  provide  a quality  of  life 
which  is  attractive  to  physicians  and 
to  all  citizens  of  the  state;  thus,  in 
time,  we  will  begin  to  improve  our 
social,  economic,  education,  and 
health  problems.  The  key  to  the  fu- 
ture of  improved  health  care  in 
Georgia  is  improving  the  quality  of 
life  for  her  citizenry. 

Medical  Fair 

We  are  now  starting  our  thir- 
teenth year  as  a major  sponsor  of 
the  Medical  Fair.  To  date,  165  phy- 
sicians have  been  placed  in  rural 
Georgia  communities  as  a result  of 
this  program.  The  principal  coor- 
dinator is  the  State  Medical  Edu- 
cation Board.  It  now  has  16  addi- 
tional sponsors. 

Space  available  usually  results  in 
limiting  participation  to  40  com- 
munities, with  an  average  of  110 
residents  each  year  for  the  last  5 
years.  Increased  efficiency  in  com- 
munity recruitment  and  resident 
preparation  is  apparent  each  year. 

The  1989  Medical  Fair  will  be  held 
at  the  Atlanta  Airport  Marriott,  Oc- 
tober 13-14,  1989. 

Legislation 

The  1989  Georgia  General  As- 
sembly passed  the  “Physicians  for 
Rural  Areas  Assistance  Act”  de- 
signed to  increase  the  number  of 
physicians  in  physician  under- 
served rural  areas  of  Georgia  by 
making  loans  to  young  physicians 
who  recently  completed  their  med- 
ical education  and  allowing  such 
loans  to  be  repaid  by  such  physi- 
cians agreeing  to  practice  medicine 
in  such  rural  areas.  This  program 
will  be  administered  by  the  State 
Medical  Education  Board.  Note  that 
this  law  allows  loans  to  establish 
practice  in  rural  areas  vis-a-vis 
scholarship  loans  for  medical  ed- 
ucation. The  adopted  state  budget 
included  $50,000  for  this  program. 
The  SMEB  expects  to  apply  for  ad- 
ditional funding  through  available 
federal  grant  funds. 


Two  other  legislative  activities 
have  the  potenhtial  for  impacting 
on  the  accessibility  of  medical  care 
throughout  the  state.  Senate  Reso- 
lution 70  and  House  Resolution  162 
create  a widely-representative  “Ac- 
cess to  Health  Care  Commission” 
to  do  a comprehensive  study  of  the 
problem  of  access  to  health  care 
for  all  Georgians.  (Preliminary  find- 
ings and  recommendations  are  to 
be  presented  December,  1989,  and 
a final  report  submitted  December, 
1990.)  The  MAG  is  named  as  one 
of  the  participating  health  groups. 

In  House  Resolution  31,  a Study 
Committee  was  created,  “The  Joint 
Health  Care  Personnel  Supply  and 
Planning  Study  Committee,”  to  col- 
lect all  the  existing  data  on  the  sup- 
ply and  demand  of  personnel,  avail- 
able educational  opportunities,  and 
the  trend  in  health  care,  analyze  it, 
and  formulate  recommendations  for 
actions.  (Their  report  is  due  De- 
cember, 1989.)  Results  of  these  ac- 
tivities will  be  reported  as  they  be- 
come known. 


COMMITTEE  ON 
THE  AUXILIARY 

William  C.  Collins,  M.D., 
Chairman 

Committee  members  were  as 
follows:  William  C.  Collins, 
M.D.,  Chairman,  Joseph  P.  Bailey, 
M.D.,  James  A.  Kaufmann,  M.D., 
Jack  F.  Menendez,  M.D.,  Joe  L.  Net- 
tles, M.D.,  Jeffrey  Nugent,  M.D.,  and 
Charles  W.  Walden,  M.D. 

The  Committee  on  the  Auxiliary 
held  the  first  meeting  on  April  8, 
1988,  in  Atlanta  for  the  purpose  of 
reviewing  the  Auxiliary’s  proposed 
plans  and  approving  the  proposed 
budget.  The  Auxiliary  calendar  for 
1988-1989  was  announced.  In  ad- 
dition to  Committee  members  who 
attended,  staff  personnel  included 
Mr.  and  Mrs.  Paul  Shanor,  Mr.  Scott 
Mall,  Mr.  and  Mrs.  Gary  Marsh,  Mr. 


Hoyt  Torras,  Dr.  and  Mrs.  Steve 
Davis,  Mr.  Mike  Fowler,  and  Mr.  and 
Mrs.  Richard  Greene. 

The  second  meeting  of  the  Com- 
mittee was  at  the  Post  Convention 
Executive  Board  Meeting  and 
luncheon  of  the  Auxiliary,  April  30, 
1988,  in  Savannah.  The  Committee 
members  were  all  present.  The 
Chairman  introduced  the  members 
of  the  Committee  to  the  Auxiliary 
Executive  Board.  At  this  time,  the 
Committee  heard  reports  from  the 
Auxiliary  Committee  Chairmen 
projecting  their  plans  for  the  com- 
ing year.  Announcements  were 
made  concerning  the  date,  loca- 
tion, and  program  for  the  Summer 
Executive  Board  Meeting. 

The  third  meeting  of  the  Com- 
mittee will  be  held  in  Atlanta  at  the 
Annual  Convention  of  the  House  of 
Delegates  of  MAG,  May  5,  1989. 

Auxiliary  Programs  and  Projects 
— Refer  to  the  report  of  the  Presi- 
dent of  the  Auxiliary  for  a complete 
review  of  Auxiliary  Programs  and 
Projects  for  1988-89. 


CANCER 

COMMITTEE 

LaMar  McGinnis,  M.D., 
Chairman 

There  have  been  no  specific  is- 
sues presented  which  required 
review  of  the  whole  Committee; 
however,  it  has  not  been  an  inactive 
year. 

Georgia  Division,  American 
Cancer  Society 

Your  Chairman,  individual  Com- 
mittee members  and  staff  have  par- 
ticipated in  various  committees  of 
the  Georgia  Division  of  the  Ameri- 
can Cancer  Society  to  assist  in  the 
development  of  its  Long  Range 
Strategies  Plan.  This  plan  is  di- 
rected toward  reducing  the  impact 
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of  cancer  through  volunteer  in- 
volvement in  programs  of  public 
and  professional  education,  deliv- 
ery of  services  to  cancer  patients 
and  their  advocacy  and  supporting 
cancer  research.  The  Committee 
will  recommend  appropriate  MAG 
involvement  as  the  different  issues 
are  addressed  more  specifically. 

Mandatory  Reporting  of 
Cancer  Incidence 

At  its  March  1989  meeting,  the 
Board  of  Directors  of  the  Georgia 
Department  of  Human  Resources 
approved  the  request  of  The  Divi- 
sion of  Public  Health  to  change  the 
list  of  notifiable  diseases  to  require 
that  all  new  cases  of  cancer  be  re- 
ported to  the  state  cancer  registry 
on  a yearly  basis. 

Cancer  is  the  second  leading 
cause  of  death  in  Georgia  and  in 
the  United  States.  At  the  present  time 
cancer  is  reported  voluntarily  to  the 
state  cancer  registry;  it  is  estimated 
that  only  40-45  percent  of  all  new 
cases  are  reported.  Without  com- 
plete statewide  reporting  this  data 
cannot  be  utilized  to  conduct  epi- 
demiological studies  in  areas  where 
there  is  suspected  high  incidence; 
this  data  cannot  be  utilized  for  the 
planning  and  evaluation  of  this 
State’s  Cancer  Control  Program.  Re- 
cently a high  incidence  of  leukemia 
was  reported  in  the  Dalton  area  with 
suggestions  that  it  was  associated 
with  the  carpet  mills.  A more  thor- 
ough study  could  only  be  done  by 
going  to  the  hospitals  and  the  lab- 
oratories to  collect  cancer  inci- 
dence data.  When  planning  for  haz- 
ardous waste  sites  or  nuclear  power 
plants  there  is  a need  to  know  what 
is  happening  in  an  area  before  and 
after  the  hazardous  dump  or  nu- 
clear plant  is  built.  There  is  no  way 
to  do  that  now.  Thirty-seven  other 
states  already  have  mandatory  re- 
porting of  cancer. 

As  you  are  aware,  Georgia  has 
had  voluntary  reporting  of  cancer 
incidence  data  by  hospital  cancer 
registries  since  1965.  Thirty-one 
hospitals  with  cancer  registries  cur- 


rently participate  in  the  program.  It 
is  estimated  that  an  additional  seven 
(7)  hospitals  have  cancer  registries 
and  are  not  presently  participating. 

There  are  108  pathology  labora- 
tories; 38  of  the  laboratories  are  in 
hospitals  with  cancer  registries; 

these  laboratories  would  not  be  re- 
quired to  report.  There  are  70  lab- 
oratories which  would  be  required 
to  report.  Individual  physicians  will 
not  be  required  to  report  separately. 

The  proposed  laboratory  report- 
ing form  was  field  tested  with  seven 
(7)  laboratories,  including  small, 
medium,  and  large  laboratories. 
One  hundred  percent  of  these  lab- 
oratories felt  a reporting  form  was 
necessary.  Sixty-seven  percent  felt 
the  reporting  requirements  could  be 
easily  performed  prospectively. 
Eight-three  percent  felt  the  pathol- 
ogy laboratory  should  be  desig- 
nated reporter. 

The  DHR  will  be  contacting  those 
involved  with  more  detail  in  the  near 
future.  It  is  expected  that  the  pro- 
gram will  be  implemented  by  June 
1,  1989. 

Oncology  Problems 

Recently,  a letter  from  B.  J.  Ken- 
nedy, M.D.,  Chairman,  Cancer  Cau- 
cus, AMA  House  of  Delegates,  re- 
questing Committee  consideration 
of  Oncology  problems  which  should 
be  brought  to  the  attention  of  the 
AMA,  was  circulated  to  Committee 
members. 

The  Georgia  Division  of  the 
American  Cancer  Society  reports  the 
following  are  concerns  voiced  by 
the  membership  of  the  Georgia  So- 
ciety of  Clinical  Oncology  as  well 
as  the  Breast  Cancer  Detection 
Awareness  Committee: 

1.  Third  party  payer  issues  for 
treatment: 

— Payment  for  outpatient  chemo- 
therapy and  approval  for  inpa- 
tient costs  for  supportive  therapy 
for  chemotherapy  administra- 
tion. This  includes  the  hassle  of 
precertification. 


— Coverage  for  interferon  for  use  in 
cancers  for  which  interferon  is 
not  specifically  indicated. 

— Coverage  for  autologous  bone 
marrow  transplantation. 

2.  Insurance  coverage: 

— Coverage  for  screening  proce- 
dures such  as  mammography  and 
pap  smears. 

— Issue  of  insurability  for  cancer 
patients  in  general. 

3.  Certification: 

— Certification  of  mammography 
providers  by  the  American  Col- 
lege of  Radiology  as  in  many 
states  there  is  no  agency  which 
insures  that  providers  meet  ap- 
propriate standards. 

Another  member  expressed  con- 
cern that  there  are  still  many  fe- 
males over  the  age  of  50  who  have 
not  had  a mammogram.  Further- 
more, a mammogram  has  not  been 
requested  by  their  primary  care 
physician  who  sees  them  on  regu- 
lar basis.  This  is  a critical  point  of 
education  of  primary  care  physi- 
cians and  patients,  before  we  can 
hope  to  see  a change  in  cancer 
death  rates  from  carcinoma  of  the 
breast  in  the  next  10-15  years.  Only 
through  early  detection  will  this  be 
possible. 

The  Committee  will  meet  in  the 
near  future  to  discuss  these  issues 
and  make  specific  action  recom- 
mendations to  either  the  MAG  Ex- 
ecutive Committee  or  Board  of  Di- 
rectors. 


CONTINUING 

MEDICAL 

EDUCATION 

COMMITTEE 

George  W.  Shannon,  M.D., 
Chairman 

Through  its  work  this  past  year, 
our  Committee  continues  to 
maintain  what  we  consider  to  be  a 
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record  of  efficient  service  in  pro- 
moting continuing  medical  educa- 
tion across  the  state. 

Accreditation 

Our  principal  ongoing  task  re- 
mains advising  and  accrediting 
Georgia  organizations  and  institu- 
tions which  provide  continuing 
medical  education.  (Accredited 
status  allows  the  CME  provider  to 
authorize  Category  1 AMA  credit  for 
appropriate  educational  activities.) 
In  1988  we  conducted  the  initial  ac- 
creditation survey  of  one  hospital 
and  resurveyed  nine  more  hospitals 
or  specialty  societies,  extending 
their  period  of  accreditation  ac- 
cording to  their  ability  to  meet  the 
ACCME  Essentials  for  Category  1 
continuing  medical  education. 

As  of  this  writing,  sixteen  spe- 
cialty societies  or  voluntary  health 
agencies  and  twenty-three  hospi- 
tals are  accredited  for  CME  by  the 
MAG.  These  39  providers  are: 

American  Academy  of  Pediatrics  — 

; Georgia  Chapter 
i American  Cancer  Society  — Geor- 
gia Division 

American  Heart  Association  — 
Georgia  Affiliate 

Athens  Regional  Medical  Center 
Atlanta  Society  of  Pathologists 
I Augusta  Obstetrical  & Gynecologi- 
i cal  Society 

IDeKalb  General  Hospital 
Georgia  Academy  of  Family  Physi- 
cians 

Georgia  Academy  of  Family  Physi- 
cians Educational  Foundation 
Georgia  Baptist  Medical  Center 
Georgia  Gastroenterologic  Society 
Georgia  Orthopaedic  Society 
Georgia  Psychiatric  Physicians  As- 
sociation 

Georgia  Radiological  Society 
Georgia  Rheumatism  Society 
Georgia  Society  of  Anesthesiolo- 
gists 

Georgia  Society  of  Ophthalmology 
Georgia  Surgical  Society 
Glynn-Brunswick  Memorial  Hospi- 
tal 

Greater  Atlanta  Otolaryngology  — 
Head  & Neck  Surgery  Society 
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John  D.  Archbold  Memorial  Hos- 
pital 

Kennestone  Hospital 

The  Medical  Center 

Medical  Center  of  Central  Georgia 

Memorial  Medical  Center 

Metropolitan  Hospital 

Northeast  Georgia  Medical  Center 

Northside  Hospital 

Phoebe  Putney  Memorial  Hospital 

Piedmont  Hospital 

Ridgeview  Institute 

Scottish  Rite  Hospital 

South  Fulton  Hospital 

South  Georgia  Medical  Center 

St.  Joseph’s  Hospital 

Sumter  Regional  Hospital 

University  Hospital 

VA  Medical  Center  (Dublin) 

West  Paces  Ferry  Hospital 

During  the  past  year.  Committee 
members  and  staff  have  also  held 
consultations  with  several  institu- 
tions expressing  interest  in  becom- 
ing accredited.  We  perceive  that 
some  of  this  interest  reflects  recent 
state  legislative  activity  regarding  an 
annual  minimum  of  CME,  man- 
dated by  the  state  for  relicensure. 

Mandatory  CME  — MAG 
Activity,  1988-89 

Last  year’s  House  of  Delegates 
voted  to  1)  oppose  the  immediate 
drafting  of  a bill  mandating  contin- 
uing medical  education  for  physi- 
cian relicensure,  but  also,  to  2)  em- 
power the  MAG  Committee  on  CME 
to  recommend  appropriate  MAG 
action  in  the  event  of  legislative  ac- 
tivity favoring  mandatory  CME. 

Last  fall  MAG  became  aware  that 
some  form  of  mandatory  CME  bill 
would  probably  pass  the  1989  Gen- 
eral Assembly.  Furthermore,  the 
Georgia  Academy  of  Family  Physi- 
cians voted  to  introduce  a bill  man- 
dating CME.  Given  the  latitude  ex- 
pressed in  the  second  House  action 
(above),  last  September  8 MAG’s 
Council  of  Legislation  voted  unan- 
imously for  the  MAG  CME  Commit- 
tee to  work  with  the  GAFP  on  a bill 
for  the  Academy  to  introduce  to  the 
1989  Georgia  General  Assembly. 
The  MAG  Board  of  Directors  ap- 


proved this  recommendation  last 
September  17. 

As  thus  directed,  our  Committee 
appointed  a Subcommittee  on  Man- 
datory Continuing  Medical  Educa- 
tion to  research  the  levels  of  man- 
datory CME  in  other  states  and  to 
recommend  guidelines  for  the 
drafting  of  a GAFP  bill.  Chaired  by 
William  E.  Silver,  M.D.,  of  Atlanta, 
with  Hillary  R.  Newland,  M.D.  of 
Athens  and  Robert  C.  Fore,  Ed.D. 
of  Macon  as  members,  the  Subcom- 
mittee exhaustively  studied  man- 
datory CME  across  the  nation  and 
presented  these  findings: 

Mandatory  CME  Across  the  U.S. 
— A Status  Report 

Presently  twenty-two  states  plus 
Puerto  Rico  require  some  mini- 
mum level  of  continuing  medical 
education  for  physician  relicen- 
sure. 

a)  The  number  of  hours  man- 
dated by  the  several  states  varies 
from  a low  of  15  hours  per  year 
(Wisconsin)  to  50  hours  per  year 
(nine  states).  The  average  mini- 
mum mandated  by  all  twenty-three 
governments  is  about  31.3  hours  per 
year. 

b)  Most  states  do  not  specify  that 
these  hours  should  be  in  AMA  Cat- 
egory 1 credit,  although  a number 
of  states  require  that  some  hours 
be  in  AMA  Category  1 or  equivalent 
credit.  Equivalency  usually  extends 
to  the  credit  issued  by  a national 
specialty  society  (AAFP,  ACOG, 
AANS,  ACER)  or  American  Osteo- 
pathic Association. 

c)  Most  states  appear  to  link  their 
requirements  to  the  medical  licen- 
sure period,  which  usually  varies 
between  two  and  three  years.  Sev- 
eral states  call  for  a minimum  of 
CME  to  be  earned  each  year. 

d)  In  reporting  their  CME  earned, 
physicians  in  a number  of  states 
must  submit  some  formal  docu- 
mentation: a)  a current  AMA  Phy- 
sician’s Recognition  Award,  b)  an 
equivalent  certificate  issued  by  a 
national  specialty,  or  c)  a current 
recertification  by  a national,  rec- 
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ognized  specialty  board.  Several 
states  allow  physicians  simply  to 
sign  a statement  that  he/she  has  met 
the  CME  requirement. 

e)  It  seems  that  many  states  ver- 
ify their  physicians’  CME  partici- 
pation by  random  sample  audit. 
California  requires  physicians  to  re- 
tain records  of  their  CME  partici- 
pation for  four  years,  i.e.,  the  two 
previous  licensure  periods. 

0 From  our  examination,  only 
one  government,  Puerto  Rico,  spec- 
ifies that  a certain  percentage  of  the 
CME  earned  be  in  the  physician’s 
specialty.  In  two  states  risk  man- 
agement is  required  (5  hours  in 
Florida,  10  in  Massachusetts).  Fur- 
ther, Massachusetts  requires  that 
one  hour  per  year  be  in  the  physi- 
cian’s study  of  the  state  licensing 
board’s  current  rules  and  regula- 
tions. 

g)  We  saw  little  legislative  lan- 
guage specifying  the  physician’s 
penalty  for  failing  to  meet  the  re- 
quired CME  minimum.  California 
states  merely  that  failure  to  comply 
with  audit  requirements  will  result 
in  delay  or  possible  denial  of  the 
physician’s  license  renewal.  Alaska 
adds  that  its  medical  licensing 
board  may  grant  an  extension,  and 
that  it  will  take  each  physician’s 

case  on  an  individual  basis. 

* * * * 

Mandatory  CME:  Our  Guidelines 

Based  on  these  findings,  our  Sub- 
committee proposed  the  following 
seven  guidelines  for  MAG  action  on 
mandatory  CME.  Our  full  CME  com- 
mittee voted  unanimously  to  ap- 
prove them  last  December  14. 

1.  A minimum  of  50  hours  of 
continuing  medical  education  ac- 
tivities to  be  completed  by  the  phy- 
sician during  the  two-year  licensing 
period. 

2.  Forty  of  these  hours  must  be 
in  American  Medical  Association 
Category  1 credit,  or  in  equivalent 
formal  learning  categories  estab- 
lished by  national  specialty  socie- 
ties, or  by  the  American  Osteo- 
pathic Association.  Activities  of  CME 


appropriate  for  compliance  with  this 
requirement  should  be  defined  as 
lectures  or  conferences,  audi- 
otapes or  video/learning  materials, 
home  study  or  correspondence 
courses,  etc.,  which  relate  to  the 
clinical  practice  of  medicine  and 
which  are  approved  for  credit  by  an 
organization  or  institution  ac- 
credited as  a provider  of  CME  by 
the  Accreditation  Council  for  Con- 
tinuing Medical  Education,  Ameri- 
can Osteopathic  Association,  or  a 
state  medical  association. 

3.  The  physician  should  report 
his/her  participation  in  CME  by  sig- 
nature on  the  appropriate  form  is- 
sued by  the  Georgia  Composite  State 
Board  of  Medical  Examiners,  at  the 
time  of  medical  licensure  renewal. 

4.  Verification  of  physicians’  CME 
participation  should  be  by  random 
audit  conducted  by  the  Composite 
State  Board.  Physicians  should  re- 
tain documentation  of  CME  credit 
earned  for  the  licensure  period  in 
question,  plus  the  previous  period 
(i.e.,  for  four  years).  Such  docu- 
mentation may  include  a current 
American  Medical  Association  Phy- 
sician’s Recognition  Award  or  sim- 
ilar certificate  issued  by  a national 
specialty  society,  or  evidence  of 
current  recertification  by  a national 
medical  examining  board. 

5.  Physicians  seeking  initial  li- 
censure should  be  required  to  take 
a course  approved  by  the  Compos- 
ite State  Board  on  Georgia’s  Medi- 
cal Practice  Act,  prescribing  and 
dispensing  regulations,  and  risk 
management  topics.  Otherwise,  the 
requirement  for  CME  will  apply  only 
to  those  physicians  seeking  reli- 
censure. (Resident  physicians  li- 
censed during  their  postgraduate 
training,  for  instance,  are  therefore 
exempt.) 

6.  The  Board  may  issue  exemp- 
tions to  physicians  entering  fellow- 
ships, new  specialty  residencies, 
etc.  In  all  instances  of  physicians’ 
non-compliance  with  the  mandated 
minimum,  the  Board  should  have 
the  authority  to  grant  extensions  or 
exceptions,  as  well  as  to  decide 


upon  appropriate  disciplinary  ac- 
tion in  case  of  non-compliance,  on 
an  individual  case  basis. 

7.  Implementation  of  the  new 
law,  assuming  passage  in  the  1989 
session,  should  begin  January  1, 
1990.  Thus  the  first  series  of  phy- 
sician reporting  would  be  with  the 

licensure  renewals  issued  in  1992. 
* * * * 

Mandatory  CME:  How  It  Went 
Down  During  the  Session 

We  communicated  the  above 
seven  guidelines  to  the  Georgia 
Academy  of  Family  Physicians,  and 
received  its  approval  for  all  of  them. 
Staff  accordingly  began  drafting  a 
GAFP  CME  bill. 

We  also  conveyed  these  guide- 
lines to  the  Composite  State  Board 
of  Medical  Examiners  on  December 
8,  but  were  told  that  the  Board 
would  likely  introduce  its  own  CME 
bill  into  the  Session. 

There  were,  in  the  end,  three 
mandatory  CME  bills  introduced  in 
the  Georgia  General  Assembly: 

HB  702  (The  “GAFP  bill’’)  intro- 
duced by  Rep.  George  Green,  a 
family  physician,  at  the  request  of 
the  Georgia  Academy  of  Family 
Physicians.  The  original  version  in- 
cluded our  Committee’s  major 
points  — not  less  than  30  hours. 
Category  1 credit,  courses  by  ac- 
credited providers,  etc.  This  passed 
the  House  on  February  2 1 . The  Sen- 
ate Human  Resources  Committee, 
which  then  got  the  House  bill,  kept 
the  requirement  of  30  hours  bien- 
nially, but  deleted  the  language 
about  Category  1 or  equivalent 
credit  categories,  and  also  about 
accredited  providers.  The  Senate 
Committee  passed  its  substitute 
Feb.  21. 

Then  Senator  Beverly  Engram  of 
Newnan  amended  the  bill,  increas- 
ing the  minimum  from  30  to  40 
hours  per  two  years.  In  a surprise 
development,  another  Senator 
added  an  amendment  which  would 
require  all  physicians  to  accept 
Medicare  and  Medicaid  patients  as 
a condition  of  licensure.  (What’s 
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this  got  to  do  with  CME?!)  This  bill 
passed  the  Senate  on  March  1 . Rep. 
Green,  the  original  sponsor,  said 
that  this  amended  Senate  bill  wasn’t 
acceptable.  The  entire  bill  was 
therefore  killed  for  this  session. 

HB  798  (the  “Board  bill”  — in- 
troduced by  Rep.  Buddy  Childers  of 
Rome,  and  others,  the  bill  also 
called  for  30  hours’  CME  as  a con- 
dition of  license  renewal,  but  said 
little  else,  as  the  Board  was  given 
authority  to  pass  rules  and  regs 
needed  for  implementation.  HB  798 
was  still  in  the  House  Health  & 
Ecology  Committee  at  the  end  of 
the  Session. 

SB  94  — introduced  by  Senator 
Engram.  MAG  opposed  this  be- 
cause of  its  language  that  would 
revoke  a physician’s  license  if  he 
or  she  failed  to  get  at  least  30  hours’ 
CME  in  two  years.  This  bill  also  died 
in  Committee. 

Outlook  for  next  year  is  that  the 
GAFP  bill  will  be  considered  again. 
Mandatory  CME  may  yet  come  to 
Georgia. 

As  Chairman,  1 am  indebted  to 
the  membership  of  my  Committee 
— an  impressive  group  of  energetic 
physicians  committed  to  ensuring 
the  Medical  Association  of  Georgia 
an  influential  role  in  continuing 
j medical  education.  They  are: 

! William  C.  Allsbrook,  M.D.;  John 
R.  Broshears,  M.D.;  John  L.  Davis, 
111,  M.D.;  Joseph  M.  DeGross,  M.D.; 
David  Epstein,  M.D.;  John  A.  Hud- 
I son,  M.D.;  James  S.  Maughon,  M.D.; 
i Victor  A.  Moore,  M.D.;  Hillary  R. 
I Newland,  M.D.;  Neil  G.  Perkinson, 
■)  M.D.;  Alan  Plummer,  M.D.;  Carl  L. 
? Rosengart,  M.D.;  Robert  C.  Schlant, 
|j  M.D.;  William  E.  Silver,  M.D.;  Barry 
!'  D.  Silverman,  M.D.;  Rodney  L. 
f Smith,  M.D.;  Roland  S.  Summers, 
j M.D.;  Charles  R.  Underwood,  M.D.; 
I William  H.  Whaley,  M.D. 
i 
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EMERGENCY 
MEDICAL  SERVICES 

Rodger  W.  Chapman, 
M.D.,  Chairman 

Although  no  formal  meetings  of 
the  Emergency  Medical  Serv- 
ices Committee  were  held  during 
1988-89,  the  Committee  and  1,  as 
Chairman,  continued  our  consul- 
tation and  liaison  with  state  and 
federal  agencies  to  improve  emer- 
gency health  services  delivery  in 
Georgia. 

During  the  year,  the  Committee, 
through  the  MAG’s  legislative  activ- 
ities, gave  support  to  Senate  Bill  320 
which  passed  both  houses  and  is 
now  on  the  Governor’s  desk  for  his 
signature.  The  law  more  forcefully 
asserts  the  medical  control  of  the 
Emergency  Medical  Service  System 
through  appointment  of  a district 
medical  director  and  ambulance 
service  medical  director. 

Also  during  the  year,  the  Com- 
mittee continued  its  discussions 
with  the  Department  of  Human  Re- 
sources concerning  the  need  for  a 
state-coordinated  medical  disaster 
plan.  The  Committee  has  been 
asked  to  serve  as  a project  advisor 
with  the  Georgia  DHR  to  a Center 
for  Disease  Control  assessment 
team  who  will  look  at  at  least  one 
region’s  present  capability  in  han- 
dling a major  disaster.  The  plan  will 
give  special  consideration  to  how 
the  private  medical  community  can 
coordinate  with  and  augment  the 
state’s  present  emergency  services 
system. 


COMMITTEE  ON 
IMPAIRED 
PHYSICIANS 

Edward  J.  Waits,  M.D., 
Chairman 


The  Committee  met  on  four  oc- 
casions during  the  calendar 
year,  approximately  every  three 
months.  The  Committee  functioned 
primarily  in  the  following  areas: 

1)  Identification  and  verification 
of  impaired  physicians. 

2)  Intervention. 

3)  Evaluation  of  various  forms  of 
treatment  and/or  treatment  centers. 

4)  Re-entry  and  monitoring  of 
physicians  previously  treated. 

5)  Medical  auxiliary  activities 
and  projects. 

6)  Legislative  activities. 

7)  Education. 

8)  Selection  and  implementa- 
tion of  a Medical  Director  for  the 
Impaired  Physicians  Program. 

In  each  of  these  areas,  the  Com- 
mittee has  functioned  productively. 
We  continue  to  evaluate  ways  and 
means  of  identifying  and  verifying 
impairment  among  health  profes- 
sionals within  the  Medical  Associ- 
ation and  the  medical  communities 
throughout  the  state.  Our  commit- 
tee members  assume  the  posture  of 
advocacy  for  these  physicians. 

In  the  field  of  intervention,  we 
supply  members  of  our  Committee 
to  the  local  hospitals  and  com- 
munities to  set  up  intervention 
teams  utilizing  proven,  effective 
methods  for  intervention  of  im- 
paired physicians. 

In  evaluating  various  modalities 
and  forms  of  treatment  at  treatment 
centers,  our  Committee  has  worked 
with  the  Composite  State  Board  of 
Medical  Examiners  and  its  Medical 
Director  in  setting  up  standards  for 
appropriate  treatment. 

In  the  area  of  re-entry  and  mon- 
itoring, we  have  studied  and  ap- 
proved a “relapse  contract”  which 
is  now  being  used  by  several  hos- 
pitals throughout  the  state  and  is 
apparently  effective  in  reducing  the 
incidence  of  relapse  on  returning 
physicians  and  also  reducing  the 
risk  of  litigatiion  for  the  institutions 
involved. 

We  continue  to  work  with  the 
auxiliary  in  setting  up  and  in  insti- 
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tuting  workshops  aimed  at  studying 
the  effects  of  physician  impairment 
on  the  medical  marriage  and  the 
physician’s  family.  There  continues 
to  be  much  interest  in  this  field 
among  auxilians.  The  auxiliaries  of 
several  medical  societies  have 
raised  funds  which  are  donated  to 
assist  impaired  physicians  in  at- 
tending the  annual  Caduceus  Club 
Retreat  as  part  of  their  recovery 
process  before  returning  to  prac- 
tice. 

In  legislative  activities,  we  are  at- 
tempting to  study  ways  and  means 
of  instituting  a surcharge  on  the  li- 
censing fee  to  help  underwrite  the 
expenses  of  our  program,  espe- 
cially that  of  hiring  and  funding  a 
Medical  Director. 

In  the  field  of  education,  we  con- 
tinued to  offer  talks  and  video  tapes 
to  be  used  at  various  county  society 
meetings  and/or  auxiliary  meet- 
ings. 

Lastly,  our  continued  search  for 
an  appropriate  candidate  for  the 
Medical  Directorship  of  our  pro- 
gram and  the  refinement  of  the  job 
description  for  this  post  is  a major 
activity  of  our  Committee. 


MATERNAL  AND 
INFANT  HEALTH 
COMMITTEE 

Luella  Klein,  M.D., 
Chairman 

The  activities  of  the  Maternal  and 
Infant  Health  Committee  this 
year  were  directed  primarily  toward 
identification  and  alleviation  of 
problems  associated  with  the  de- 
livery of  care  through  the  Georgia 
Regional  Perinatal  System. 

Two  meetings  were  held  with 
representatives  of  the  participating 
Regional  Tertiary  Centers,  the  De- 
partment of  Medical  Assistance 


(Medicaid),  the  Public  Health  De- 
partment, the  Maternal  and  Infant 
Health  Council,  and  the  Georgia 
Hospital  Association.  Representa- 
tives of  the  Department  of  Family 
and  Children  Services  were  unable 
to  attend. 

Problems  are  myriad  and  cross 
the  total  spectrum  of  existence.  The 
committee  limited  its  consideration 
to  those  related  to  the  major  prob- 
lems contributing  to  the  increasing 
loss  of  money  incurred  by  the  ter- 
tiary centers  in  their  neonatal  in- 
tensive care  units.  The  problem  is 
so  acute  that  at  least  two  facilities 
are  on  the  verge  of  withdrawing  from 
the  system  which  could,  and  in- 
deed most  likely  would,  destroy  the 
regionalization  of  perinatal  care  in 
Georgia. 

I.  PROBLEMS 

A.  NEONATAL 

— Shortage  of  neonatal  beds  avail- 
able to  Medicaid  and  non-pay  pa- 
tients. 

— Skimming:  Physicians  send  pri- 
vate-pay patients  to  their  hospi- 
tals — no-pay  to  regiional  cen- 
ters. 

— Many  hospitals  which  have  the 
necessary  facilities  and  man- 
power, do  not  take  Medicaid/no- 
pay patients  and  do  not  accept 
return  transports  of  infants  they 
have  transferred  to  the  regional 
system  for  perinatal  care.  (The 
regional  system  requires  refer- 
ring hospitals  to  accept  the  infant 
back  for  growing  nursery  care  if 
it  no  longer  requires  tertiary  nurs- 
ing care.) 

— Hospitals  lose  money  on  Med- 
icaid neonatal  tertiary  nursery 
admissions.  Increased  eligibility 
of  infants  January  1 , 1 989  will  ex- 
pand this  loss. 

— Nursery  costs  are  increasing  due 
to  increased  technology,  smaller 
infants,  and  longer  stay,  e.g.,  the 
average  LOS  has  tripled  in  the  last 
five  years. 

— Medicaid  payment  of  hospitals  by 
a flat  rate  makes  neonatal  nurs- 
ery big  loser  — e.g.,  there  may 


be  usual  charges  of  $30,000  to 
$40,000  with  payments  of  $2,000 
or  $3,000. 

— Hospital  cap  on  Medicaid  pen- 
alizes hospital. 

— State  of  Georgia  prenatal  and 
postnatal  care  system  pays  more 
for  nursery  care  than  Medicaid, 
per  patient. 

— Funds  for  administration  of  re- 
gional centers  have  increased 
very  little  in  the  last  decade. 

— Transportation  is  also  becoming 
a problem  in  some  areas. 

B.  OBSTETRICS 

— Regional  centers  can’t  geograph- 
ically serve  entire  state,  particu- 
larly in  the  southern  part  of  the 
state.  The  obstetric  component  is 
not  as  well  organized  as  the  neo- 
natal. 

— They  share  the  problem  created 
by  physicians  sending  paying  pa- 
tients to  other  facilities  and  no- 
pay patients  to  the  regional  cen- 
ters. 

— Reproductive/Illiteracy;  family  i 
planning  funding  decreased.  | 
There  is  no  consistent  effort  to  I 
assist  the  people  who  are  more 
likely  to  have  high-risk  pregnan- 
cies and  babies  in  better  plan- 
ning their  pregnancies.  Title  X 
funds  are  being  reduced  for  fam- 
ily planning. 

— Women  eligible  for  for  Medicaid 
do  not  apply  or  certification  is 
too  complicated.  Clientele  diffi- 
cult to  reach/certily/register/com- 
ply.  Inability  to  register  early  in 
the  pregnancy  keeps  private  phy- 
sicians from  accepting  them  as 
patients. 

— Many  physicians  discontinue 
seeing  patients  if  their  bill  is  not 
paid  by  the  7th  month.  This  fre- 
quently results  in  patients  deliv- 
ering in  regional  centers  even  if 
their  is  no  problem  with  the  preg- 
nancy. 

— Malpractice  concerns  are  a major 
problem,  particularly  as  they  re- 
late to  the  medically  indigent. 

— Need  for  increased  resources  to 
deal  with  genetic  services. 
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C.  GENERAL 

— Lack  of  a formal  regionalized  sys- 
tem with  specific  areas  of  re- 
sponsibility. 

— Lack  of  communication  sys- 
tem(s)  to  allow  rapid  transfer  of 
data  relating  to  care  of  patients 
— either  specific  patient  infor- 
mation or  medical  information 
relating  to  specific  conditions. 

— Manpower  — Three  types  of 
problems  appear  to  be  relevant: 

1.  Actual  shortage,  e.g., 
nurses; 

2.  Rural  areas  which  will 
never  support  the  availability  of 
local  medical  care; 

3.  Available  facilities  and  phy- 
sicians that  do  not  accept  no-pay 
or  Medicaid-pay  patients. 

— Need  to  distribute  cost  of  care  of 
the  medically  indigent  on  a more 
equitable  basis. 

11.  DMA/MEDICAID  IMPROVEMENT 

(already  being  implemented) 

— Increased  obstetric  payment  rate 
for  physicians. 

— Some  increased  payment  for  pe- 
diatricians/neonatologists . 

— Fifty  disproportionate  share  hos- 
pitals have  increased  Medicaid 
reimbursement  rates. 

— ^January  1,  for  disproportionate 
share  hospitals,  obstetrics,  and 
nursery  care  to  age  1 will  not  par- 
ticipate in  the  Medicaid  cap. 

— More  patients  eligible  for  Med- 
icaid. 

■ — SOBRA  expansion  (Federal  law 
raising  eligibility  to  100%  poverty 
level)  on  January  1,  1989,  applies 
to  Medicaid  not  AFDC  welfare, 
simplifies  applications. 

— Medicaid  considers  pregnant 
women  as  two  (2)  for  calculation 
of  poverty  level. 

— Certification  will  be  for  duration 
of  pregnancy  plus  60  days. 

— DFCS  more  case  workers  1989. 

— Hospital  appeals  process  avail- 
able for  different  case  mix;  in- 
creased severity. 

— Restructured  reinbursement  for 
Medicaid  family  planning  1989. 
Someone  has  said  that  until  there 


is  a crisis  created  by  babies  and 
pregnant  women  not  receiving 
medical  care,  nothing  will  be  done 
about  these  problems.  Babies  are 
being  delivered  and  medical  care 
is  being  arranged  — sometimes  by 
sending  patients  out  of  state  — but 
the  bottom  line  is  here  NOW.  The 
funding  of  the  regional  centers  is 
totally  inadequate.  Egleston  Hos- 
pital which  accepts  95%  of  the  “out 
born”  babies  from  the  northern  part 
of  the  state  and  Crawford  Long  Hos- 
pital which  accept  90%  of  the  ma- 
ternal transfers,  lost  in  excess  of  a 
million  dollars  on  these  programs 
last  year.  This  is  an  intolerable  sit- 
uation. If  these  two  hospitals  drop 
out  of  the  program,  the  rest  of  the 
system  will  collapse.  Then  there  will 


be  mothers  and  babies  who  will  not 
receive  appropriate  medical  care. 
We  cannot  allow  this  to  happen. 

Efforts  were  made  to  advocate  for 
additional  funds  from  Medicaid  and 
the  Governor.  Voluntary  assistance 
in  eligibility  certification  was  of- 
fered to  the  Department  of  Family 
and  Children’s  Services.  In  the  1989- 
90  Georgia  General  Assembly,  the 
MAG’s  total  tort  reform  package  is 
directed  toward  obstetrical  issues. 
The  proposed  bill  will  carry  over  to 
1990.  The  committee  will  continue 
to  work  with  other  agencies  to  re- 
solve these  problems. 

The  following  statistical  data  was 
provided  by  the  Georgia  Depart- 
ment of  Human  Resources,  Vital 
Statistical  Department. 


NUMBER 

RATE 

Total  White  Black 

Total 

White 

Black 

LIVE  BIRTHS 

102486 

66201 

34903 

16.4 

14.5 

20.7 

Age  of  Mother 

10-14 

504 

96 

406 

1.9 

0.5 

4.8 

15-17 

6549 

3066 

3463 

37.8 

26.2 

61.5 

UNWED  MOTHER 
BIRTH  RATE 

28732 

7557 

21072 

19.1 

7.0 

49.3 

Age  of  Mother 

10-14 

469 

65 

403 

1.8 

0.4 

4.7 

15-17 

4657 

1315 

3335 

26.9 

11.3 

59.2 

Birth  Weight* 

<1500  GM 

1647 

737 

903 

1.6 

1.1 

2.6 

1500-2499  GM 

6805 

3356 

3376 

6.6 

5.1 

9.7 

OUT  OF  HOSPITAL 

BIRTHS* 

660 

333 

312 

0.6 

0.5 

0.9 

SPONTANEOUS 

ABORTION  RATE 

6845 

4418 

2351 

4.5 

4.1 

5.5 

Age  of  Mother 

10-14 

34 

9 

25 

0.1 

0.1 

0.3 

15-17 

345 

194 

150 

2.0 

1.7 

2.7 

INDUCED 

TERMINATION 

RATE 

33509 

18488 

14080 

22.2 

17.1 

33.0 

Age  of  Recipient 

10-14 

364 

126 

235 

1.4 

0.7 

2.8 

15-17 

3486 

2028 

1414 

20.1 

17.4 

25.1 

TOTAL  DEATHS 

50167 

36156 

13900 

8.0 

7.9 

8.3 

Lifestages** 

Infancy  (<1) 

1306 

678 

620 

12.7 

10.2 

17.8 

Neonatal 

866 

465 

398 

8.4 

7.0 

11.4 

Post-Neonatal 

440 

213 

222 

4.3 

3.2 

6.4 

* Rate  per  100  live  births 
**  Rate  per  100,000  population 
All  others  — rate  per  1 ,000  female  population 
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MEDICAL  ASPECTS 
OF  SPORTS 
COMMITTEE 

Letha  Hunter-Griffin,  M.D. 

The  1988  Medical  Aspects  of 
Sports  Newsletter  was  distrib- 
uted to  coaches  throughout  the  state 
of  Georgia.  Topics  included:  Ankle 
Sprains:  Prevention;  Internal  Inju- 
ries in  Sports  Medicine;  Injuries  to 
the  Elbow  in  Sports;  Anterior  Cru- 
ciate Injuries  in  Athletes;  Fluid  and 
Electrolyte  Problems  in  High  School 
Athletes;  Strength  Training  in  Chil- 
dren: Questions  Coaches  Ask  Most 
Often;  Tennis  Elbow;  and  The  Use 
of  Knee  Braces.  In  addition,  it  was 
decided  to  create  a bank  of  ques- 
tions that  would  help  coaches  test 
their  own  knowledge  regarding  im- 
portant issues  such  as  heat  ex- 
haustion, weight  loss  in  athletes, 
approach  to  common  treatment 
programs  and  treatment  of  cata- 
strophic injuries  in  sports,  etc. 
These  questions  were  compiled  and 
sent  as  an  insert  in  the  Medical  As- 
pects of  Sports  Newsletter. 

The  U.S.  Sports  Academy  and  the 
National  High  School  Coaches  As- 
sociation are  providing  leadership 
in  the  area  of  coach  certification. 
The  Medical  Aspects  of  Sports 
Committee  supports  their  efforts  and 
is  willing  to  assist  if  called  upon. 

The  Committee  encourages  local 
school  boards  to  hire  certified  ath- 
letic trainers  to  work  under  the  su- 
pervision of  team  physicians,  and 
encourages  physicians  to  partici- 
pate as  team  physicians. 

The  Committee  reiterated  its  will- 
ingness to  serve  as  a speakers’  bu- 
reau on  sports  medicine  issues  for 
any  organization  within  the  state. 

The  Committee  wishes  to  go  on 
record  in  support  of  MAG’s  position 
opposing  legislation  allowing  ther- 
apists to  treat  without  consulting  a 
physician. 


The  Committee  is  making  efforts 
to  obtain  information  regarding  the 
various  sports  programs  within  the 
state  to  better  understand  the  pres- 
ent level  of  sports  education  and  to 
predict  future  needs. 

The  Chairman  expresses  appre- 
ciation to  the  following  members  of 
the  Sports  Medicine  Committee  for 
their  efforts  in  preparing  the  News- 
letter and  attendance  at  meetings: 

Fred  L.  Allman,  M.D.;  John  F. 
Atha,  M.D.;  Robert  L.  Brand,  M.D.; 
Robert  W.  Crow,  M.D.;  Greg  Foster, 
M.D.;  J.  Nicholas  Gordon,  M.D.; 
James  F.  Hammesfahr,  M.D.;  Ste- 
phen C.  Hunter,  M.D.;  William  B. 
Mulherin,  M.D.;  William  B.  Strong, 
M.D.;  David  T.  Watson,  M.D.;  Rich- 
ard S.  Winer,  M.D.;  Mrs.  John  A. 
Fountain  (Carolyn)  and  MAG  Staff: 
Mrs.  Talitha  Russell. 


MEDICAL  SCHOOLS 
COMMITTEE 

William  C.  Waters,  III, 
M.D.,  Chairman 

At  its  meeting  last  spring,  the 
Medical  Association  of  Geor- 
gia House  of  Delegates  voted  that 
our  Committee  should  sponsor  on 
an  annual  basis  the  previously 
biennial  MAG  Conference  on  Med- 
ical Education.  We  have  complied 
with  this  directive,  and  accordingly 
last  October  held  a very  fruitful 
symposium. 

Since  1965  MAG’s  Conference  on 
Medical  Education  has  been  held 
to  bring  academic  and  practicing 
physicians  together  to  discuss  sub- 
jects of  mutual  concern.  We  keep 
our  group  of  invitees  small,  to  en- 
sure a format  for  informal  and  free 
discussion.  Among  our  forty  atten- 
dees last  October  were  deans,  fac- 
ulty and  other  representatives  from 
each  of  Georgia’s  four  medical 
schools  along  with  leaders  and 
members  of  our  own  association. 


chiefly  from  our  MAG  Committee 
on  Medical  Schools. 

The  agenda  for  our  most  recent 
Conference  was  substantial  and 
wide-ranging:  national  trends  in 
medical  education,  financial  pres- 
sures affecting  full-time  faculty,  the 
declining  student  applicant  pool, 
influencing  students  and  residents 
toward  primary  care  specialties  and 
practice  in  underserved  areas,  li- 
censure of  FMG’s,  the  proposed 
training  of  “registered  care  tech- 
nologists,” and  the  use  of  labora- 
tory animals  in  biomedical  re- 
search. 

1 would  like  to  summarize  our 
discussions  on  these  points. 

DECUNING  APPUCANT  POOL  TO 
MEDICAL  SCHOOLS.  Harry  P.  Jonas, 
M.D.,  the  American  Medical  Asso- 
ciation’s Director  of  Undergraduate 
Medical  Education,  addressed  na- 
tional trends  in  medical  education, 
among  the  most  significant  of  which 
is  the  declining  number  of  appli- 
cants to  U.S.  medical  schools.  For 
the  sixth  year  in  a row,  first-year 
enrollment  in  the  nation’s  medical 
schools  has  decreased.  We  dis- 
cussed various  reasons  for  this  dis- 
concerting trend:  increasingly  at- 
tractive or  renumerative  non- 
medical career  options  for  scientif- 
ically inclined  students;  students’ 
concerns  over  malpractice  insur- 
ance problems,  government  regu- 
lation of  medicine  and  the  high  cost 
of  medical  education;  and  finally 
the  advice  being  given  by  some 
physicians  discouraging  students 
from  entering  medicine. 

Dr.  Jonas  also  explained  the 
growing  trend  toward  the  evalua- 
tion of  educational  outcomes,  i.e., 
advice  from  the  federal  Department 
of  Education  to  medical  schools  that 
they  must  track  their  graduates’  ' 
choices  of  specialty,  practice  pat-  | 
terns,  etc.  While  some  schools  are  i 
doing  this,  there  is  legitimate  con- 
cern over  what  criteria  should  be 
used  to  evaluate  a physician’s  ed- 
ucation. How  does  one  measure 
empathy  toward  patients,  a prim.ary 
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trait  of  a competent  physician?  In- 
ability to  measure  this  and  other 
factors  makes  “evaluating  educa- 
tional outcome”  difficult,  if  not  im- 
possible, for  the  medical  profes- 
sion. 

Dr.  Jonas  also  led  us  into  dis- 
cussion of  a significant  subject  we 
talked  about  at  our  1987  Confer- 
ence, the  financial  pressures  in 
medical  education  today.  Increas- 
ingly, as  federal  funding  grants  to 
medical  schools  have  dwindled, 
faculty  practice  plans  are  being  used 
to  produce  income.  This  trend,  of 
course,  has  exacerbated  in  many 
cases  the  traditional  town-gown 
friction.  Dr.  Jonas  reminded  us  of 
the  current  “town-town”  competi- 
tiveness, and  Dr.  Pruitt  of  the  Med- 
ical College  of  Georgia  School  of 
Medicine  spoke  as  well  of  a “gown- 
gown”  friction  among  schools. 

We  also  heard  from  Dr.  Garland 
Perdue  of  Emory  on  the  controversy 
being  caused  today  by  opponents 
of  the  use  of  laboratory  animals  in 
biomedical  research.  He  stressed 
that  such  animal  use  was  vital,  add- 
ing that  anti-vivisection  groups’  ac- 
tivities are  driving  up  the  cost  of 
medical  education.  Our  attendees 
agreed  that  the  MAG’s  statement  in 
favor  of  the  humane,  regulated  use 
of  research  animals  needs  to  be  ad- 
hered to,  and  that  the  controversy 
should  continue  to  be  monitored  by 
MAG. 

On  Saturday  morning  we  consid- 
ered the  declining  numbers  of  med- 
j ical  school  graduates  choosing  pri- 
j mary  care  specialties,  especially 
I internal  medicine,  pediatrics,  and 
I family  practice.  While  recognizing 
I that  adjustments  in  Medicare  pay- 
i ment  levels  being  proposed  by  the 
Harvard  Resource-Based  Relative 
I Value  Scale  study  may  make  these 
j “cognitive”  specialties  more  attrac- 
I tive,  we  discussed  the  dangers  to 
our  profession  being  raised  by  in- 
terspecialty divisiveness. 

We  tried  to  get  at  the  factors 
i which  lead  students  to  choose  cer- 
tain specialties.  Dr.  Skelton  ex- 
1 pressed  his  concern  for  the  mixed 

I 
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messages  we  may  be  giving  to  our 
future  physicians:  “here’s  where  the 
need  is,  but  there’s  where  the  re- 
wards are.”  We  seemed  to  concur 
that  academic  and  practicing  phy- 
sicians should  coordinate  efforts  in 
advocating  the  many  non-pecuni- 
ary  rewards  of  practicing  medicine. 

Another  of  our  topics  was  the 
problem  of  attracting  physicians  to 
underserved  areas  of  Georgia,  par- 
ticularly rural  locales.  Ms.  Denise 
Kornegay  reviewed  findings  of  the 
Governor’s  Task  Force  on  Rural 
Hospitals,  and  enumerated  rec- 
ommendations of  the  report,  in- 
cluding changes  in  the  CON  proc- 
ess, scholarships  for  allied  health 
professionals  choosing  rural  prac- 
tices, and  subsidies  for  rural  mal- 
practice premiums.  We  also  learned 
how  the  Joint  Board  of  Family  Prac- 
tice seeks  to  get  primary  care  res- 
idents into  rural  settings.  Dr.  Skel- 
ton introduced  the  problem  of 
funding  graduate  medical  educa- 
tion, and  recommended  that  our 
group  support  an  increase  in  resi- 
dent capitation  funding  from  the 
state.  We  voted  our  support  for  this 
idea. 

Finally,  Dr.  Bailey  provided  us 
with  details  on  the  AMA  proposal 
for  training  a “Registered  Care 
Technologist”  as  a means  of  ad- 
dressing the  nursing  shortage.  He 
noted  that  the  AMA  plan  calls  for  a 
number  of  “pilot”  programs  in  var- 
ious states,  one  of  which  would  be 
in  Georgia.  After  discussing  the  pro- 
gram, we  took  a “straw  poll”  on  it. 
Results  showed  we  were  divided  on 
its  efficacy:  8 for,  6 against. 

Our  Medical  Education  Confer- 
ence this  fall  will  be  held  in  Athens, 
October  6-7.  We  appreciate  your 
support  of  this  meeting,  and  hope 
you  agree  with  us  that  it  brings  about 
a fruitful  communication  among  the 
academic  and  private  practicing 
medical  communities  in  our  state. 

I’d  furthermore  like  to  express  my 
sincere  appreciation  to  our  hard 
working  Committee  members:  Al 
Carr,  M.D.,  S.  William  Clark,  III, 
M.D.,  Lois  T.  Ellison,  M.D.,  Frank  L. 


Ferrier,  M.D.,  James  S.  Maughon, 
M.D.,  William  M.  McClatchey,  M.D., 
George  W.  Shannon,  M.D.,  and  H. 
Kenneth  Walker,  M.D. 

And  as  final  note,  I would  be 
egregiously  remiss  were  I not  to 
mention  the  outstanding  work  of 
MAG  staff  member  Stephen  Davis, 
Ph.D. 


MEMBERSHIP 
EXPANSION  & 
INVOLVEMENT 
COMMITTEE 

Bob  G.  Lanier,  M.D., 
Chairman 

The  MAG  Membership  Expan- 
sion and  Involvement  Commit- 
tee met  twice  during  the  past  year. 

Primary  Goals  for  1989-1990: 

The  Committee’s  major  thrust  for 
the  upcoming  year  will  be  improve- 
ment and  expansion  of  our  pro- 
spective members  database,  utiliz- 
ing information  available  from  the 
Composite  State  Board  of  Medical 
Examiners,  the  AMA,  Georgia  spe- 
cialty societies  and  possible  other 
sources.  Information  collected  will 
then  be  distributed  to  the  compo- 
nent and  district  medical  societies 
for  refinement  and  solicitation. 

By  accumulating  data  from  these 
available  sources  and  updating 
MAG’s  existing  nonmember  file,  the 
Committee  will  target  specific  clas- 
sifications of  potential  members, 
inviting  membership. 

On-Going  Recruitment  Efforts: 

Physician  Movement  Reports 
We  continue  to  receive  weekly 
Physician  Movement  Reports  from 
the  AMA.  Lists  provided  are  re- 
viewed and  the  membership  infor- 
mation system  is  updated  by  add- 
ing new  physicians  and  updating 
nonmember  records.  New  prospec- 
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tive  member  lists  are  distributed  to 
component  societies  for  recruit- 
ment. 

AMA  Direct  Member  Reports 

Printouts  are  forwarded  to  MAG 
from  AMA,  indicating  those  physi- 
cians in  Georgia  who  have  paid  AMA 
dues  directly  to  the  AMA  rather  than 
through  the  usual  county-MAG 
channels.  The  MAG  database  is  up- 
dated with  listings  of  additional  po- 
tential members  and  printouts  are 
forwarded  to  component  societies 
for  perusal.  Physicians  eligible  for 
membership  are  invited  to  join. 

Newly  Licensed  Physicians 

The  Composite  State  Board  of 
Medical  Examiners  continues  to 
supply  us  with  lists  of  physicians 
who  are  issued  licenses  to  practice 
medicine  in  Georgia.  With  the  ex- 
ception of  the  out  of  state  physi- 
cians listed,  an  individual  letter  in- 
viting membership  is  sent  to  each 
new  licensee.  The  computer  sys- 
tem nonmember  file  is  updated  to 
list  new  licensees  as  prospective 
members. 

Residents 

Semi-annually,  lists  are  obtained 
from  the  AMA  of  residents  in  Geor- 
gia. These  lists  are  compared  to  data 
currently  on  the  MAG  computer  sys- 
tem, and  records  are  added  and  up- 
dated. Residents  not  previously 
listed  on  the  system  are  sent  letters 
of  invitation  to  membership. 

Special  Recruitment  Projects 

Various  other  recruitment  mail- 
ings and  projects  are  continued 
throughout  the  year,  including 
jointly  working  with  the  Division  of 
Education  to  attract  members  to  af- 
filiate with  MAG  and  its  Medical 
Student  Section,  Resident  Physi- 
cian Section  and  Young  Physician 
Section. 

MM  A/M  AG  Joint  Sponsorship 
Membership  Campaign 

Throughout  the  year,  the  Com- 
mittee has  kept  abreast  of  the  mem- 


bership recruitment  and  retention 
program  of  MAA,  jointly  sponsored 
by  MAG. 

The  theme  of  the  project  is  “Join 
the  Team,”  and  was  established  to 
reverse  the  trend  of  decreasing  ac- 
tive membership  by  conducting  a 
highly  visible  peer-to-peer  recruit- 
ment campaign  to  enlist  and  in- 
volve all  eligible  physicians  in  the 
metro  area  into  MMA-MAG  mem- 
bership. 

Several  meetings  were  held  to 
discuss  proposed  activities,  with 
involvement  of  Committee  repre- 
sentatives, MAA,  MAG  and  MAG 
Mutual  staff,  to  investigate  the  plans 
and  benefits  available  through 
group  participation. 

The  Medical  Association  of  At- 
lanta will  have  a report  indicating 
results  of  the  project  available  within 
the  next  two  months. 

The  Committee  wishes  to  imple- 
ment similar  programs  throughout 
the  state,  with  the  MAA  campaign 
as  a model. 


MAG  Delinquent  Members 

In  August,  the  Committee  re- 
quested component  societies  to 
contact  delinquent  members  in  their 
areas,  requesting  continued  partic- 
ipation. The  number  of  members 
who  did  not  pay  was  decreased  by 
108  as  a result. 

Members  whose  dues  were  not 
received  by  April  1,  1989,  were 
dropped  from  the  membership  rolls, 
in  compliance  with  MAG’s  Bylaws. 
As  of  March  27,  832  members  had 
not  renewed.  Third  notices  for 
membership  dues  were  forwarded, 
in  addition  to  a special  letter  from 
MAG’s  President,  and  lists  of  delin- 
quents were  sent  to  component  so- 
cieties. By  April  4,  the  number  of 
members  delinquent  with  1989  dues 
was  decreased  by  412,  with  420  re- 
maining 1989  delinquents. 

Ongoing  follow-ups  will  be  made 
to  urge  continued  participation  in 
the  federation. 


Committee  Membership 
Attendance 

In  order  to  increase  attendance 
and  interest  in  Committee  meetings 
and  allow  a more  equal  geograph- 
ical and  specialty  member  distri- 
bution, as  a directive  of  the  1988 
House  of  Delegates,  the  Committee 
contacted  Georgia  specialty  society 
and  district  representatives,  re- 
questing suggestions  for  members 
of  these  groups  who  would  be  in- 
terested in  participation. 

Three  specialty  groups  which 
were  not  previously  represented 
added  members  to  the  Committee: 
Neurology,  Plastic  Surgery  and 
Urology;  additional  members  were 
added  representing  Anesthesiol- 
ogy, Pediatrics  and  Radiology.  Ad- 
ditionally, District  representation  on 
the  Committee  membership  in- 
creased for  Districts  1,  4,  5 and  6. 

It  is  hoped  that  meeting  attend- 
ance will  soon  increase  by  the  ad- 
dition of  these  new  members. 

Review  of  MAG  Members  vs. 
MAG  Mutual  Policyholders 

At  MAG  Mutual’s  request,  a list- 
ing of  MAG  Mutual’s  policyholders 
was  compared  to  the  MAG  master- 
file  for  verification  of  MAG  mem- 
bership. 

MAG  Mutual’s  records  indicated 
575  of  its  policyholders  as  non- 
members of  MAG,  however,  results 
indicated  116  of  those  as  MAG 
members,  30  as  pending  members 
and  one  deceased. 

MAG  Mutual  will  utilize  this  in- 
formation to  update  its  database  and 
nonmember  surcharge  files. 

Resident  Membership 

Since  MAG  Mutual’s  policy  re- 
garding payment  of  county  and  state 
membership  dues  for  new  resident 
members’  first  year  of  membership 
was  changed  to  an  offer  of  payment 
of  county  and  state  dues  for  phy- 
sicians in  their  last  year  of  resi- 
dency, data  was  collected  from 
county  societies  and  the  AMA  to  de- 
termine PGYs  on  Georgia  physi- 
cians. 
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This  information  has  been  added 
to  the  MAG  database,  and  letters 
from  MAG-MAG  Mutual  have  been 
mailed  to  491  nonmember  resi- 
dents and  116  member  residents 
with  a PGY  of  1989.  During  the  past 
two  months,  35  residents  have  re- 
plied to  MAG  Mutual’s  offer  (10  re- 
newals and  25  new  members). 

Resident  Orientation  Program 

Last  summer’s  recruitment  effort 
by  MAA  and  MAG  at  a two  day  Grady 
Hospital  resident  orientation  pro- 
gram attracted  an  additional  128 
new  resident  members  as  a direct 
result  of  the  distribution  of  appli- 
cations and  accompanying  mate- 
rials. 

MAG-Specialty  Society 
Membership  Comparison 

j A study  is  being  done  to  deter- 
mine how  many  members  of  each 
Georgia  specialty  society  are  MAG 
members.  Although  several  socie- 
ties have  not  yet  forwarded  lists  of 
j their  members  to  MAG,  of  the  sev- 
5 enteen  groups  whose  membership 
1 listings  have  been  researched,  five 
i fall  below  60%  MAG  membership. 

I When  comparisons  have  been 
i completed  for  all  societies,  spe- 
i cialty  society  presidents  will  be 
' contacted,  urging  invitation  of  MAG 
j membership  to  societies’  nonmem- 
^ bers. 

The  feasibility  of  adding  a field 
I on  MAG’s  database  to  indicate  spe- 
I cialty  society  membership  is  cur- 

i lently  being  investigated. 

^ Membership  Brochure 

I The  Committee  is  presently  re- 
! viewing  information  which  has  been 
compiled  for  a “county-generic” 
/i  membership  brochure,  which 
M would  be  appropriate  for  inclusion 
J i,  in  mailings  to  physicians  across  the 
i:j  state. 

i\  Current  Membership 

MAG  membership  has  increased 
tj  to  a total  of  7039  members.  Dues 

ii  collections  are  up,  with  the  Octo- 
l\  ber-March  period  reflecting  1989 


had  paid  during  the  same  time 
frame  of  1988. 

Component  Societies 

The  Committee  has  again  been 
reviewing  societies  in  rural  areas 
which  are  not  meeting  the  stand- 
ards for  societies  as  described  in 
Chapter  Vlll,  Section  7 of  MAG’s  By- 
laws, which  include;  meeting  four 
times  per  year;  maintaining  an  up- 
to-date  Constitution  & Bylaws; 
maintaining  a Board  of  Censors  or 
Mediation  Committee;  maintaining 
minutes  of  the  society;  maintaining 
programs  of  society  meetings; 
maintaining  rosters  of  society 
members  and  notification  of 
changes  to  MAG;  and  notification 
of  MAG  of  society  actions  which 
may  affect  membership. 

At  this  writing,  five  societies  have 
no  society  officers  on  file  at  the  MAG 
headquarters  office;  two  of  these 
and  an  additional  four  societies 
have  less  than  five  active  members. 

District  Directors  were  contacted 
earlier  in  the  year,  in  an  effort  to 
assist  societies  and  members  in 
those  areas  to  reorganize  and  par- 
ticipate more  actively  in  organized 
medicine. 

Since  several  societies  seem  un- 
able to  attract  sufficient  members 
to  comply  with  the  Bylaws,  the 
Committee  wishes  to  support  a By- 
laws amendment  to  include  a cat- 
egory of  “at-large”  membership,  to 
provide  continuity  of  MAG  mem- 
bership for  physicians  in  these  rural 
areas. 


PRISON  HEALTH 
CARE  COMMITTEE 

Robert  H.  DeJamette,  Jr., 
M.D.,  Chairman 

The  Prison  Health  Care  Com- 
mittee met  three  times  in  the 
past  year  under  the  leadership  of 


our  Chairman  Robert  H.  DeJarnette, 
Jr.  The  contract  for  fiscal  year  1988- 
89  with  the  Georgia  Department  of 
Corrections  was  for  a total  of 
$46,896.  For  the  full  year  preceding 
the  date  of  this  report,  March  20, 
1989,  the  total  income  from  ac- 
creditation fees  paid  to  MAG  is 
$10,300.  Most  of  these  accredita- 
tion fees  are  used  as  consultant  fees 

and  reimbursement  or  travel  ex- 
penses paid  to  physicians  who  are 
members  of  this  Committee.  The 
physician  members  of  this  Com- 
mittee continue  to  participate  on  all 
accreditation  and  reaccrediation 
site  visits  conducted.  Funding  for 
the  project  and  fees  are  expected 
to  remain  at  this  level  for  the  next 
year. 

Georgia  State  prisons  that  have 
been  reviewed  for  accreditation 
since  the  last  annual  report  of  this 
Committee  are  Augusta  Correc- 
tional and  Medical  Institution,  Au- 
gusta, Georgia;  Lee  Correctional  In- 
stitute, Leesburg;  three  Institutions 
at  Hardwick,  that  is.  Men’s  Correc- 
tional Institution,  Youthful  Of- 
fenders Correctional  Institution,  and 
Rivers  Correctional  Institution; 
Georgia  Industrial  Institute  at  Alto, 
Georgia  Diagnostic  and  Classifica- 
tion Center  at  Jackson,  and  A1  Bur- 
rus  Correctional  Training  Center  in 
Forsyth.  All  of  these  facilities  were 
reaccredited  by  the  Committee  for 
2 full  years  except  that  we  are  wait- 
ing on  structural  modifications  to 
the  Infirmary  at  Rivers  C.  I.  in  Hard- 
wick. Upon  revisiting  to  review 
changes  requested  by  the  Commit- 
tee this  facility  will  also  be  reac- 
credited for  2 years.  A1  Burrus  Cor- 
rectional Training  Center  will 
receive  2 year  reaccreditation  upon 
implementation  of  mental  health 
evaluation  services. 

Jails  that  were  visited  during  the 
same  period  include  Chatham 
County  Jail  in  Savannah,  Forsyth 
County  Jail  in  Cumming,  Chattooga 
County  Jail  in  Summerville,  Ran- 
dolph County  Jail  in  Cuthbert,  Tay- 
lor County  Jail  in  Butler,  Hall  County 
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Jail  in  Gainesville,  and  Walton 
County  Jail  in  Monroe. 

Most  jail  facilities  were  reaccred- 
ited for  2 years.  However,  there  were 
a few  jails  with  some  difficulties: 
the  Randolph  County  Jail  in  Cuth- 
bert  and  the  Taylor  County  Jail  in 
Butler.  Each  facility  has  various 
problems  which  we  expect  can  be 
corrected  by  the  Committee’s  next 
meeting  in  June.  Both  facilities  will 
be  revisited  to  monitor  implemen- 
tation of  recommended  changes 
before  that  date. 

Perhaps  the  highlight  this  year  for 
the  Committee  was  the  presenta- 
tion of  a recognition  award  made 
to  The  Medical  Association  of  Geor- 
gia “For  its  concern  that  incarcer- 
ated adults  and  juveniles  receive 
adequate  medical  care  and  its  par- 
ticipation in  the  nationwide  accred- 
itation program  for  prisons,  jails, 
and  juvenile  facilities.”  This  award 
was  presented  on  November  2,  1988 
at  Lake  Buena  Vista,  Florida  at  the 
conference  of  the  National  Com- 
mission on  Correctional  Health 
Care.  The  award  was  presented  by 
the  Commission’s  President,  Ber- 
nard Harrison,  to  representatives  of 
MAG  Committee  on  Prison  Health 
Care,  Floyd  E.  Bliven,  Jr.,  M.D.; 
Charles  A.  Meyer,  Jr.,  M.D.;  and 
Dorothy  Parker,  MAG  Staff. 

During  the  year  the  Committee 
set  up  a subcommittee  for  the  pur- 
pose of  developing  a plan  whereby 
this  Committee  would  become  ac- 
tively involved  in  the  accreditation 
of  Georgia’s  juvenile  detention  cen- 
ters. Heading  up  this  effort  is  Beth- 
anne  F.  Jenks,  M.D.,  member  of  this 
Committee.  Other  subcommittee 
members  are  Charles  A.  Meyer,  Jr., 
M.D.;  Louis  Scharff,  III,  M.D.;  Bobby 
C.  Burnley,  R.PH.;  and  Dorothy  Par- 
ker, MAG  staff.  Preceding  the  ap- 
pointment of  the  subcommittee.  Dr. 
Jenks  surveyed  Georgia’s  juvenile 
institutions  and  presented  results 
to  the  Committee  which  indicated 
a very  common  experience  of  lim- 
ited and  inadequate  services  being 
provided.  This  finding  compares  to 
earlier  studies  regarding  county 


jails.  Four  preview  visits  were  con- 
ducted by  Dr.  Jenks  and  Dorothy  in 

1988.  The  subcommittee  met  in  Au- 
gust of  1988  and  established  goals; 
most  important:  a first  accredita- 
tion site  review  would  be  made  at 
a juvenile  facility  before  the  end  of 
1988  and  a second  by  the  spring  of 

1989.  Dr.  Jenks  and  Dorothy  met 
with  the  director  of  the  Georgia  De- 
partment of  Youth  Services,  Mar- 
jorie Young.  After  this  meeting  a 
schedule  for  accreditation  of  juve- 
nile facilities  was  considered.  Sub- 
sequently, a first  site  visit  was  con- 
ducted at  the  Atlanta  Youth 
Detention  Center  in  Adamsville  on 
Feb.  28,  1989.  The  findings  of  that 
site  visit  were  presented  to  our 
Committee  on  March  12,  1989.  It 
was  decided  that  health  care  is  very 
good,  but  several  programs  imple- 
mented prior  to  our  visit  would  need 
more  time  before  being  ready  for 
accreditation.  They  will  be  re- 
viewed again  before  June  4. 

The  Training  program  designed 
by  the  MAG  Committee  on  Prison 
Health  Care,  “Abnormal  Behavior 
in  the  Correctional  Setting,”  was 
presented  at  the  Georgia  Public 
Safety  Training  Center  in  Forsyth, 
GA  on  5 occasions  during  1988.  This 
training  program  was  co-sponsored 
by  MAG  and  the  Georgia  Sheriffs 
Association.  Funding  for  training  of 
jail  officers  came  under  the  budget 
of  the  Georgia  Public  Safety  Train- 
ing Center  and  thus  much  of  these 
costs  were  covered  by  this  agency 
and  Georgia  sheriffs  were  relieved 
of  much  of  this  cost.  With  this  fund- 
ing arrangement,  sheriffs  are  more 
likely  to  send  officers  for  training. 
Consequently,  135  jail  officers  were 
able  to  complete  this  training  dur- 
ing the  year.  Also,  there  was  one 
training  session  held  in  October  for 
nurses  and  other  health  personnel 
who  work  in  local  county  jails.  This 
was  a very  successful  training  pro- 
gram and  several  very  important  and 
interesting  issues  regarding  the 
provision  of  health  services  in  jail 
were  brought  up  in  this  session. 
There  is  a need  for  the  continuation 


of  similar  training  sessions  and  es- 
pecially the  nurses  training  work- 
shop. Unfortunately,  in  December 
1988,  a letter  was  received  from  the 
Georgia  Public  Safety  Training  Cen- 
ter indicating  that  funding  for  the  jail 
programming  such  as  we  have  pre- 
sented, will  no  longer  be  available. 
This  means  that  future  training  will 
very  likely  to  paid  by  the  Sheriffs 
and  this  will  lead  to  reduced  en- 
rollment for  such  classes.  How- 
ever, we  will  continue  to  seek  means 
by  which  these  training  programs 
may  be  continued  and  will  con- 
tinue our  co-ordination  with  Geor- 
gia Sheriff’s  Association  to  provide 
programs  to  benefit  the  delivery  of 
health  services  in  local  jails. 

In  early  April  of  1989,  the  Georgia 
Chapter  of  American  Correctional 
Health  Services  Association  pre- 
sented a conference  entitled  “The 
Invisible  System:  Public  Health  Care 
Behind  Bars.”  The  conference  was 
presented  at  Unicoi  State  Park  Con- 
ference Center  at  Helen,  GA.  Some 
of  the  principal  speakers  at  this 
conference  are  Jaye  Anno,  Vice 
President  of  the  National  Commis- 
sion on  Correctional  Health  Care; 
Doug  Skelton,  M.D.,  Dean  of  the 
Mercer  University  School  of  Medi- 
cine; and  Joseph  Wilbur,  M.D., 
Medical  Consultant  to  the  Infec- 
tious Disease  Program  at  the  De- 
partment of  Human  Resources,  and 
Dr.  John  Gates,  Director  of  the  Di- 
vision of  Mental  Health  and  Mental 
Retardation  of  the  Georgia  Depart- 
ment of  Human  Resources.  Both  Dr. 
Skelton  and  Dr.  Wilbur  are  former 
members  of  the  MAG  Committee  on  , 
Prison  Health  Care.  Dr.  Jaye  Anno  I 
is  a former  Director  of  the  AMA  Cor- 
rectional Health  Care  Program. 

This  Committee  appreciates  the 
support  given  by  MAG  and  respec- 
tively submits  this  report  as  infor- 
mation on  the  progress  experi- 
enced during  the  past  year. 
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SCIENTIFIC 

ASSEMBLY 

COMMITTEE 

Roland  S.  Summers,  M.D. 


Our  recent  Scientific  Assembly, 
held  last  November  11-13, 
was  another  very  good  meeting. 


Nine  Specialty  Societies  chose  to 

offer  CME  programs  with 

us  this 

time.  Our  final  registration 

figures 

break  down  thus: 

Allergy  & Immunology 

31 

Chest  Disease 

49 

Neurology 

52 

Neurosurgery 

42 

Ophthalmology 

103 

Otolaryngology 

48 

Pathology 

129 

Plastic  Surgery 

48 

Psychiatry 

56 

Total 

558 

This  total  is  down  from  our  1987 
I meeting,  but  can  be  explained  in  a 
i couple  of  ways.  At  our  recent  meet- 
I ing,  we  didn’t  offer  programs  in  Sur- 
I gery  and  Ob/Gyn,  which  drew  some 
I 200  attendees  to  our  1987  meeting. 

! Another  factor  may  also  have  been 
I that  we  conflicted  with  a big  foot- 
I ball  game  (Georgia-Auburn)  on  No- 
vember 12.  We  tried  to  avoid  this 
conflict,  but  couldn’t  work  things 
1 out  with  the  hotel.  Hence  this  most 
I recent  meeting  was  held  a week 
i earlier  than  our  usual  time. 

! This  coming  fall,  however,  we’re 
I back  on  track  with  our  schedule, 
I and  will  once  again  hold  our  1989 
meeting  during  the  weekend  before 
Thanksgiving  (free  of  major  ball 
games). 

^ Here’s  a run-down  of  our  upcom- 
I ing  schedule,  in  fact: 

1 

I MAG  SCIENTIFIC  ASSEMBLY 

I 

I November  17-19,  1989 

Ritz-Carlton  Buckhead  Hotel 
i November  16-18,  1990 

Ritz-Carlton  Buckhead  Hotel 


November  16-19,  1991 

(with  Southern  Medical  Associ- 
ation) 

The  Ritz  Buckhead  remains  a 
popular  site  for  our  meeting.  Our 
attendees  say  consistently  good 
things  about  it,  and  don’t  want  us 


to  move.  What’s  more,  the  Ritz  likes 
our  business.  It  gives  us  reasonable 
room  rates  (for  1989,  $96  s/d),  and 
bends  on  its  usual  rule  prohibiting 
table  top  exhibitors  in  the  foyer  of 
our  meeting  room  area. 

* * * * 


FINANCIAL  REPORT  — 1988  SCIENTIFIC  ASSEMBLY 


INCOME 


Registration  fees 

$29,695 

Exhibitors 

2,500 

Pharmaceutical  Grants 

1,000 

$33,195 

EXPENSES 

Specialty  Society  Reimbursements 

$11,600.00 

Hotel 

7,792.67 

AV  — Corporate  AV 

4,413.81 

Publicity 

Postage  — Psych  & Path 

627.90 

Printing  — Psych  & Path 

737.54 

Lables  — APA,  CAP 

270.00 

Signs  — Freeman  Company 

354.37 

Postage  — Society  Mailing 

1,043.49 

Miscellaneous  office 

145.00 

Ovid  Bell  Press,  Inc.  — Registration  insert 

1,198.75 

Kinko’s 

105.96 

Alpha  Printing  — final  program 

345.00 

Alpha  Printing  — CME  certificates 

90.94 

Postage  — CME  certificates 

59.54 

$28,784.97 

SUMMARY  — 1988  SCIENTIFIC  ASSEMBLY 

INCOME 

$33,195.00 

EXPENSES 

28,784.97 

$4,410.03 

The  bottom  line,  as  you  see, 
shows  us  slightly  in  the  black  — 
just  where  we  want  to  be. 

Thank  you  for  your  continued 
support  of  our  meeting. 


COMMITTEE  ON 
SPECIALTY 
SOCIETY 
RELATIONS 

Ellis  B.  Keener,  M.D., 
Chairman 

The  Committee  on  Specialty  So- 
ciety Relations  met  on  Novem- 
ber 11,  1988,  during  the  MAG  Sci- 
entific Assembly.  It  also  carried  on 
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telephone  and  written  communi- 
cations with  all  of  the  specialty  so- 
cieties that  comprise  the  member- 
ship of  the  Committee. 

The  Committee  concentrated  on 
three  matters  during  the  year.  They 
were:  (1)  Informed  Consent;  (2) 
New  specialty  society  member- 
ships on  the  Committee;  and  (3) 
Bylaws  amendment  to  authorize 
election  of  delegates  and  alternate 
delegates  from  each  of  the  spe- 
cialties to  the  MAG  House  of  Del- 
egates. 

The  new  Informed  Consent  law 
enacted  by  the  Georgia  General  As- 
sembly had  an  effective  date  of  Jan- 
uary 1,  1989.  It  was  clear  to  MAG 
and  to  the  MAG  Mutual  Insurance 
Company  that  much  preparation 
needed  to  be  done  on  very  short 
notice.  The  game  plan  called  for 
each  different  specialty  to  design  a 
consent  form  tailored  to  each  pro- 
cedure performed  by  the  practition- 
ers of  that  particular  specialty. 

To  assist  in  this  endeavor,  the 
Specialty  Society  Relations  Com- 
mittee devoted  a portion  of  its 
meeting  to  Mr.  Tom  Gose,  President 
of  MAG  Mutual,  to  discuss  this  is- 
sue with  the  Committee  members. 
The  Committee  members,  in  turn, 
would  pass  this  on  to  the  leader- 
ship of  their  own  specialty. 

In  addition,  all  specialty  society 
presidents  were  written  and  tele- 
phoned in  a concentrated  effort  to 
“get  the  word”  spread  to  all  the 
members  of  their  particular  socie- 
ties. 

Membership  on  the  Committee 
on  Specialty  Society  Relations  sig- 
nifies official  recognition  of  that  so- 
ciety by  the  Medical  Association  of 
Georgia.  The  criteria  used  to  deter- 
mine the  appropriateness  of  mem- 
bership by  a medical  specialty  so- 
ciety is  under  periodic  review  and 
is  always  used  when  any  new  so- 
ciety has  petitioned  for  member- 
ship. 

At  its  meeting  on  November  1 1 , 
1988,  the  Committee  carefully  con- 
sidered the  petitions  of  two  spe- 
cialty societies  seeking  member- 


438 


ship.  They  were:  (1)  the  Georgia 
Society  of  Physical  Medicine  and 
Rehabilitation;  and  (2)  the  Georgia 
Occupational  Medical  Association. 
In  the  opinion  of  the  Committee, 
both  of  these  societies  met  the  cri- 
teria for  membership  (membership 
criteria  was  adopted  by  the  MAG 
Board  of  Directors  in  September 
1983)  and  accordingly  were  rec- 
ommended favorably  to  the  Board 
of  Directors  in  January  1989.  The 
Board  voted  to  add  these  societies 
to  the  Specialty  Society  Relations 
Committee.  As  a result  of  this  Board 
action,  the  Committee  now  has  27 
officially  recognized  members.  They 
are: 

Allergy  & Immunology,  Family 
Physicians,  Pathology,  Gastroenter- 
ology, Orthopaedics,  Psychiatry, 
Radiology,  Rheumatism,  Thoracic, 
Urology,  OB-GYN,  Pediatrics,  Pub- 
lic Health,  Emergency  Physicians, 
College  of  Physicians,  College  of 
Surgeons,  Anesthesiology,  Derma- 
tology, Internal  Medicine,  Nuclear 
Medicine,  Ophthalmology,  Otolar- 
yngology, Plastic  Surgery,  Neurol- 
ogy, Neurosurgery. 

The  House  of  Delegates  at  the 
Annual  Session  in  1988,  accepted 
an  amendment  to  the  Constitution 
that  would  authorize  a voting  Del- 
egate and  an  Alternate  Delegate 
from  each  specialty  society  repre- 
sented on  the  Specialty  Society  Re- 
lations Committee.  If  this  amend- 
ment is  adopted  by  the  1989  House 
of  Delegates,  it  would  then  be  nec- 
essary that  the  House  adopt  a By- 
laws amendment  to  specify  the  de- 
tails to  insure  an  orderly  election 
of  Delegates  and  Alternates. 

Pursuant  to  that,  the  Committee 
drafted  an  amendment  to  the  By- 
laws and  forwarded  it  to  Dr.  J. 
Rhodes  Haverty,  Chairman  of  the 
Constitution  and  Bylaws  Commit- 
tee on  November  30,  1988,  in  time 
to  comply  with  the  45-day  rule  that 
governs  amendments.  It  is  our  hope 
that  this  will  be  included  as  a part 
of  the  report  of  the  Committee  on 
Constitution  and  Bylaws  and  pre- 


sented to  the  House  of  Delegates 
for  a vote  at  the  1989  meeting. 

I want  to  thank  all  the  represent- 
atives of  the  specialty  societies  for 
their  participation  in  the  business 
of  the  Committee. 


AD  HOC 
COMMITTEE  ON 
TORT  REFORM 

John  D.  Watson,  Jr.,  M.D. 

The  Committee  met  several  times 
during  1988  in  its  continuing 
study  of  Tort  Reform  and  various 
solutions  to  the  liability  crisis  in 
Georgia.  MAG  staff  and  MAG  Mutual 
staff  exerted  considerable  time  and 
energy  in  researching  various  alter- 
natives. After  considerable  discus- 
sion, it  was  decided  by  this  Com- 
mittee and  the  MAG  Executive 
Committee  to  support  a multi- 
pronged legislative  tort  reform 
agenda.  The  major  components  of 
this  agenda  were:  (1)  mandatory 
binding  arbitration  in  ob  cases;  (2) 
a change  in  the  standard  of  proof 
to  require  scientific  certainty  as  to 
negligence;  and  (3)  a revision  of  the 
expert  witness  definition. 

During  numerous  discussions 
with  physicians  who  deliver  babies,  i 
it  was  clear  that  a major  crisis  is  i 
building  in  this  state  leading  to  the  ; 
destruction  of  the  current  system  of  1 
obstetric  care  delivery.  In  the  last 
four  years,  there  has  been  a dra- 
matic decrease  in  the  number  of 
Georgia  physicians  who  are  still 
willing  to  deliver  babies.  Addition- 
ally, statistics  show  that  obstetri- 
cians are  retiring  at  an  earlier  age, 
many  residents  are  refusing  to  enter 
this  critical  field  of  medicine  and 
numerous  family  physicians  are  no 
longer  delivering  babies.  In  re- 
sponse to  this  growing  crisis,  your 
Committee  recommended  (at  the 
request  of  the  obstetrical  societies) 
that  MAG  develop  a fault-based 
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mandatory  binding  arbitration  stat- 
ute for  introduction  in  the  Georgia 
General  Assembly.  Tremendous  re- 
sources were  utilized  in  the  devel- 
opment of  the  model  legislation. 
The  General  Counsel  of  the  Amer- 
ican College  of  Obstetricians/Gyne- 
cologists, attorneys  from  AMA,  pri- 
vate counsel  from  a Washington, 
D.C.  law  firm  specializing  in  liabil- 
ity issues,  MAG  Mutual  staff  and  at- 
torneys, and  numerous  physicians, 
including  prominent  obstetricians 
were  consulted  and  directly  partic- 
ipated in  the  drafting  of  the  legis- 
lation that  was  eventually  intro- 
duced as  H.B.  1011  by  Repre- 
sentatives Pete  Robinson,  Wesley 
Dunn,  Larry  Walker,  Denmark 
Groover,  Tommy  Chambless  and 
Terry  Coleman. 

MAG  also  solicited  and  received 
the  support  of  Lt.  Governor  Zell 
Miller.  Speaker  of  the  House  Tom 
Murphy  was  very  receptive  to  find- 
ing solutions  to  this  problem  that 
he  too  recognized  as  a growing 
concern.  Speaker  Murphy  related 
his  personal  awareness  of  the  prob- 
lem because  his  grandchildren  had 
to  be  born  in  Cobb  County  “by  Re- 
publican doctors”  since  none  of  the 
physicians  in  his  home  county  de- 
liver babies  anymore.  Public  hear- 
ing will  be  held  over  the  summer 
in  both  the  House  and  Senate  de- 
bating this  vital  issue.  The  House 
will  be  studying  H.B.  1011;  whereas 
the  Senate  has  established  a spe- 
cial study  committee  for  the  spe- 
cific purpose  of  finding  solutions  to 
this  growing  problem.  Senator  Na- 
than Deal  introduced  this  study 
committee  as  S.R.  267. 

The  Committee  is  attaching  a 
copy  of  H.B.  1011  to  this  report  be- 
cause we  feel  that  it  is  one  of  the 
most  significant  tort  reform  bills  ever 
introduced  in  this  state.  (Ed.  note: 
Contact  Richard  Greene  at  MAG  for 
a copy  of  this  legislation.)  In  fact, 
there  is  not  a state  in  this  nation 
that  has  comparable  statute.  We  are 
aware  that  this  approach  is  exper- 
imental and  perhaps  even  contains 
some  pitfalls;  however,  it  is  felt  that 


a bold  and  dramatic  response  is 
necessary  to  resolve  this  dramatic 
problem.  We  urge  each  of  you  to 
read  H.B.  1011,  become  familiar  with 
its  contents  and  concepts,  and  then 
— most  importantly,  talk  to  your 
legislators.  It  is  up  to  you  to  educate 
them  on  this  vital  piece  of  legisla- 
tion. You  must  get  their  commit- 
ment of  support  for  H.B.  1011. 

The  “standard  of  proof’  issue 
mentioned  in  the  opening  para- 
graph was  incorporated  into  the  ar- 
bitration bill.  It  states  that  before  a 
physician  can  be  found  negligent 
in  a ob  case  (i.e.  “ob”  when  used 
in  this  report  refers  to  any  physician 
who  delivers  an  infant  or  is  directly 
involved  in  the  delivery  such  as  an 
anesthesiologist),  that  there  must 
be  expert  medical  testimony  con- 
firming — based  upon  scientific 
evidence  — that  the  injury  is  related 
to  a negligent  act  of  the  physician. 
It  is  felt  that  this  particular  standard, 
if  passed,  will  be  of  significant  value 
in  defending  ob  cases  where  there 
frequently  is  no  negligence  on  the 
part  of  the  physician  but  the  jury  is 
confronted  with  a sympathetic 
plaintiff  (an  infant  or  young  child 
in  need  of  significant  long-term 
health  care). 

Another  major  bill,  H.B.  1135,  was 
introduced  by  Representative  Wes- 
ley Dunn.  It  is  an  attempt  to  re-de- 
fine  an  “expert  witness”  in  medical 
malpractice  cases.  This  legislation 
would  require  that  a medical  expert 
for  both  the  plaintiff  and  the  de- 
fense would  have  to  have  actively 
practiced  in  the  medical  speciality 
or  area  of  practice  before  the  court 
for  at  least  three  of  the  last  five  years 
preceding  his  service  as  an  expert 
witness.  Experience  has  shown  that 
many  “professional”  experts  are  not 
truly  qualified  to  practice  — much 
less  testify  — about  the  compli- 
cated medical  issue  under  consid- 
eration by  the  Court.  This  legisla- 
tion would  prohibit  that  which 
recently  took  place  in  an  obstetri- 
cian’s case  where  the  only  plain- 
tiffs expert  was  a psychiatrist  who 


allegedly  had  not  delivered  a baby 
since  his  intern  days. 

Your  Ad  Hoc  Committee  on  Tort 
Reform  had  an  active  and  produc- 
tive year  in  researching  and  devel- 
oping legislation.  It  is  now  up  to 
YOU  to  to  contact  your  patients  and 
legislators  to  educate  them  on  the 
importance  — yes  the  necessity  — 
of  passing  these  critical  pieces  of 
legislation. 


AD  HOC 
COMMITTEE  ON 
DIVERSION  OF 
LEGITIMATE 
PRESCRIPTION 
DRUGS 

Milton  I.  Johnson,  Jr., 
M.D.,  Chairman 

This  Committee  has  existed  for 
several  years  and  has  held  nu- 
merous hearings  and  discussions. 

The  Committee  recommended  in 
1988  that  the  triplicate  prescription 
blank  program  as  a method  of  aid- 
ing in  the  control  of  the  problem  of 
diversion  of  legitimate  prescription 
drugs  be  recommended  to  the 
House  of  Delegates  for  considera- 
tion. The  1988  House  then  referred 
this  issue  to  the  Legislative  Council 
for  further  study.  The  Legislative 
Council  then  presented  its  report  to 
the  Board  of  Directors. 

In  September,  1988,  the  Board  of 
Directors  heard  a presentation  by 
Bonnie  B.  Wilford  of  the  American 
Medical  Association  advocating  the 
Prescription  Abuse  Data  Synthesis 
(PADS  11)  program  as  a method  of 
controlling  the  problem.  The  Board 
then  voted  to  oppose  the  triplicate 
prescription  program  and  to  sup- 
port alternative  approaches  such  as 
PADS  11. 

There  have  been  numerous  con- 
versations between  officers,  admin- 
istrative staff,  the  Attorney  General, 
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GBI,  the  Governor’s  office,  Criminal 
Justice  Coordinating  Council,  other 
state  officials,  pharmacists  and 
other  concerned  health  profession- 
als regarding  legislative  action  to 
correct  this  problem. 

Prior  to  those  meetings,  we  had 
expected  the  Attorney  General’s  Of- 
fice to  cause  a triplicate  prescrip- 
tion bill  to  be  introduced  at  the  1989 
session  of  the  legislature  but  this 
did  not  occur.  However,  it  is  prob- 
ably only  a question  of  time  until 
someone  takes  legislative  action. 
The  Attorney  General  appears  to  be 
determined  to  introduce  such  leg- 
islation. 

MAG’s  staff  is  continuing  to  work 
with  the  appropriate  officials  and 
groups  to  develop  an  alternative  ap- 
proach such  as  PADS  11. 

The  Committee  has  not  met  this 
year  but  makes  this  report  to  update 
the  House  of  Delegates  on  devel- 
opments. 


PRO  REVIEW 
COMMITTEE 

Joseph  C.  Stubbs,  M.D., 
Chairman 

The  PRO  Review  Committee  and 
representatives  of  the  Georgia 
PRO/GMCF  spent  numerous  hours 
reviewing  two  major  potential  prob- 
lem areas  for  1989,  and  beyond;  the 
HCFA  required  PRO  Scope  of  Work 
for  the  next  Georgia  PRO  Contract 
(effective  April  1,  1989)  and  HCFA 
Proposed  Regulations  to  set  forth 
the  rules  by  which  Utilization  and 
Quality  Control  Peer  Review  Orga- 
nizations would  deny  payment  for 
substandard  quality  care  (these 
changes  are  required  as  a result  of 
the  passage  of  the  Consolidated 
Omnibus  Budget  Reconciliation  Act 
of  1985,  enacted  on  April  7,  1986, 
and  the  passage  of  the  Omnibus 
Budget  Reconciliation  Act  of  1987, 
enacted  on  December  22,  1987). 
These  proposed  regulations  also  set 


forth  changes  to  govern  Peer  Re- 
view Organization  review  of  bene- 
ficiary complaints  about  quality  of 
care  in  accordance  with  the  Om- 
nibus Budget  Reconciliation  Act  of 
1986,  enacted  on  October  21,  1986. 

Scope  of  Worky^Quality 
Intervention  Plan 

GMCF  Policy  Statement:  Dis- 
charge and  quality  of  care  review 
will  be  performed  on  all  cases  re- 
viewed by  GMCF,  using  GMCF’s  ISD 
discharge  screens  and  HCFA’s  ge- 
neric quality  screens,  as  applicable 
to  the  hospital  setting  being  re- 
viewed, i.e.,  Acute  Care/Specialty. 
Except  as  specified  in  the  generic 
screen  exclusions  (i.e.,  cases  where 
certain  quality  screens  are  not  ap- 
plicable, such  as  deaths,  transfers, 
AMA’s  etc.  . . .),  each  case  failing 
one  or  more  screens,  and  deter- 
mined by  the  nurse  to  represent  po- 
tential quality  problems,  will  be  re- 
ferred to  a GMCF  physician  for 
review.  Although  nurse  reviewers 
can  determine  that  a screen  failure 
does  not  indicate  a quality  prob- 
lem, it  should  be  emphasized  that, 
only  a physician  reviewer  can  con- 
firm a quality  of  care  problem.  A 
brief  outline  of  changes  from  the 
current  system  follows: 

I.  Definition  of  Severity  Levels 

To  facilitate  data  collection  of  the 
results  of  quality  review,  and  en- 
sure national  consistency,  HCFA  re- 
quires the  utilization  of  the  severity 
level  system  outlined  below: 

1.  Medical  mismanagement 
without  the  potential  for  significant 
adverse  effects  on  the  patient  (Level 
I); 

2.  Medical  mismanagement  with 
the  potential  for  significant  adverse 
effects  on  the  patient  (Level  11); 

3.  Medical  mismanagement  with 
significant  adverse  effect  on  the  pa- 
tient (Level  111). 

Note:  Georgia  currently  uses  5 
levels. 

II.  Quality  Review  Process  and 
Problem  Identification 


A.  Nurse  Review  Process 
Greater  emphasis  is  placed  on 

documentation  of  problems.  Screen 
failures  for  Level  1 severity  levels 
will  be  pended  until  a pattern  of 
potential  problems  is  established 
through  profiling  (i.e.,  3 cases  per 
quarter).  At  this  point,  cases  would 
be  referred  to  physicians  review. 

B.  Physicians  Review  Process 
The  new  scope  of  work  will  re- 
quire PROs  to  establish  review  by 
the  appropriate  speciality  and  by 
representatives  of  similar  practice 
settings.  The  GMCF  incorporated 
this  practice  in  its  review  some  time 
ago.  If  potential  severity  Level  II  or 
III  problems  are  identified,  the  re- 
sponsible party  must  be  given  the 
opportunity  to  respond  within  30 
days  (expansion  from  current  20 
days  limit).  The  notice  must  also 
contain  enough  detail  to  clearly 
identify  the  problem. 

III.  Content  to  Notice  of  Confirmed 
Quality  Problems 
The  responsible  party  (i.e.,  phy- 
sician/provider) must  be  notified  of 
the  final  determination  in  each  case, 
regardless  of  severity  level.  This, 
also,  includes  cases  where  the 
quality  of  care  is  determined  to  be 
appropriate  during  physician  re- 
view. Where  the  quality  problem  is 
confirmed,  the  notice  of  final  de- 
termination will  include  the  follow- 
ing: 

1.  A description  of  the  con- 
firmed quality  problem; 

2.  Suggested  alternative  course 
of  action;  (Editorial  Note:  The  ex- 
tent to  which  this  will  be  imple- 
mented is  undetermined  at  the  time 
of  this  report) 

3.  The  severity  level  for  the  qual- 
ity problem;  and 

4.  The  immediate  interventions 
to  be  initiated,  if  applicable,  and/ 
or  potential  interventions  on  the 
identification  of  patterns  through 
on-going  profiling. 

rv.  Quarterly  Profiling 
PRO’S  will  be  required  to  build  a 
data  base  relative  to  quality  review. 
This  will  establish  a profile  of  all  i 
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potential,  as  well  as,  confirmed 
quality  screen,  region,  and  LOS.  In 
addition,  such  flexibility  in  profil- 
ing will  provide  the  capability  to 
identify  specific  practice  patterns, 
associated  with  quality  of  care 
problems,  for  focused  intervention. 
One  good  aspect  of  this  profiling  is 
the  establishment  of  a bi-quarterly 
purging  system  which  will  allow 
termination  of  intensified  reviews  if 
no  additional  problems  are  discov- 
ered within  two  quarters. 

V.  Determining  Weighted  Severity 
Level  Scores 

This  so  called  “point  system”  is 
perhaps  one  of  the  most  confusing 
and  controversial  changes  being 
made.  A numeric  value  will  be  as- 
signed to  each  confirmed  quality 
problem  based  on  its  severity  level 
as  follows: 


Severity  Level  Score 

1 2 

II  5 

III  25 


The  following  formulas  will  then  be 
j used  to  compute  the  quarterly 
1 weighted  severity  level  score  by 
each  problem  source:  Cases  with 
Severity  Level  1 Quality  Problems  x 
I 1 = A.  Cases  with  Severity  Level  II 
1 Quality  Problems  x 5 = B.  Cases 
with  Severity  Level  III  Quality  Prob- 
lems X 25  = C.  A“l-B-I-C  = 
Weighted  Severity  Level  Score. 

For  example:  During  the  January 
■ through  March  quarter.  Dr.  X had 
! three  (3)  level  II  quality  problems 
and  four  (4)  level  I quality  prob- 
I lems. 

Three  level  II  cases  x 5 (Level  II 
' score)  = 15;  4 level  I cases  x 1 
(Level  I score)  = 4;  15  -I-  4 = 19 
= Quarterly  Weighted  Severity  Level 
Score  for  Dr.  X. 

Note:  The  assignment  of  certain 
scores  do  not  necessarily  result  in 
certain  interventions. 

! 

VI.  Selection  of  Appropriate  Inter- 
vention 

! The  appropriate  intervention  will 
be  guided  by  the  severity  and  fre- 


quency of  the  confirmed  quality  of 
care  problems.  The  total  weighted 
severity  level  score  will  serve  as  a 
guide  for  determining  the  appro- 
priate type  of  intervention.  The  fol- 
lowing table  illustrates  the  triggers 
to  be  used  in  deciding  on  the  ap- 
propriate intervention  unless  a de- 
cision to  override  that  process  is 
made  by  the  Medical  Director  and/ 
or  Medical  Review  Committee. 


Weighted  Severity 

Intervention 

Level  Score 

Quarterly 

3 per  quarter 

Notifications 

or  5 per 
bi-quarter 

Educational 

Activities 

10 

Intensification 

Additional 

15 

Restrictions  and 

Disciplinary 

Actions 

20 

Coordination  with 

licensing 

bodies 

25 

Sanction 

Consideration 

25 

VII.  Overriding  Intervention  Trig- 
gers 

These  interventions  may  be  ov- 
erridden by  GMCF’s  Medical  Direc- 
tor and/or  Medical  Review  Com- 
mittee, as  applicable,  in  such  a way 
as  to  apply  a lower  weighted  inter- 
vention when  it  is  determined  that 
the  identified  quality  of  care  prob- 
lems are  not  significant  enough  to 
warrant  the  level  of  intervention, 
specified  for  the  weighted  severity 
level  score. 

VIII.  Quality  Interventions 

A.  Quarterly  Notification 
Patterns  of  confirmed  quality 

problems  will  be  included  in  a 
quarterly  notice  to  specific  physi- 
cian/providers identified  during 
quarterly  profiling.  Where  addi- 
tional interventions  are  being  ini- 
tiated, this  letter  will,  also,  serve  as 
notification  of  these  actions  and  ex- 
pected outcome. 

B.  Educational  Activities 

The  selection  of  appropriate  ed- 
ucational activities  will  be  guided 


by  the  severity  of  the  confirmed 
quality  problem(s).  This  scope  of 
work  requires  much  greater  em- 
phasis on  education.  Specific  med- 
ical literature  or  reference  materials 
will  be  provided  to  physicians/prov- 
idersx,  as  applicable. 

C.  Intensified  Review 

The  type  of  intensified  review  may 
range  from  a one  time  small  ran- 
dom sample  of  specific  cases  to 
100%  of  all  cases  for  a maximum 
of  one  (1)  quarter. 

D.  Additional  Restriction  and  Dis- 
ciplinary Action 

These  interventions  will  be  re- 
stricted to  physicians  and/or  pro- 
viders associated  with  major  qual- 
ity of  care  deficiencies  and/or 
established  patterns  of  deficient 
practice  behavior,  unresponsive  to 
remedial  activities.  These  addi- 
tional restrictions  and/or  discipli- 
nary action  may  include  but  not  be 
limited  to,  pre-discharge  review, 
mandatory  use  of  consultants,  and 
referrals  to  hospital  committees  or 
referral  to  appropriate  state  regu- 
latory authority,  etc.,  in  situations 
where  quality  of  care  problems  rep- 
resent severe  deficiencies  requiring 
immediate  intervention  to  protect 
Medicare  beneficiaries  from  inap- 
propriate medical  care  and/or  po- 
tential adverse  effects. 

E.  Sanction  Consideration 

Physicians/providers  failing  to 

address  and/or  satisfactorily  cor- 
rect identified  problems,  within  two 
(2)  quarters,  will  be  referred  to  the 
Medical  Director  and/or  Medical 
Review  Committee  for  sanction 
consideration.  However,  emphasis 
will  be  placed  on  education  and 
modification  of  unacceptable  prac- 
tice patterns  rather  than  on  sanc- 
tions. A sanction  recommendation 
to  the  Office  of  Inspector  General 
(OIG)  will  be  initiated  only  in  sit- 
uations where  the  Medical  Review 
Committee  determines  that,  a phy- 
sician and/or  provider  demon- 
strates an  unwillingness  or  inability 
to  correct  significant  quality  of  care 
deficiencies,  despite  intense  inter- 
vention. 
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PRO  Denial  of  Substandard  Care 

The  January  18,  1989  Federal 
Register  contained  Health  Care  Fi- 
nancing Administration  (HCFA) 
Proposed  Rules  to  implement  fed- 
eral legislation  (OBRA  1985,  1986 
and  1987)  relating  to  PRO  review 
and  possible  denial  of  Medical  pay- 
ment to  a physician  and/or  hospital 
for  services  that  are  determined  to 
be  of  “substandard  quality.”  This  is 
in  addition  to  the  on-going  Quality 
Assurance/Sanction  process. 

This  proposal  specified  that  pay- 
ment would  be  denied  “when  . . . 
the  care  furnished  results  in  an  ac- 
tual, significant  adverse  effect  or 
presents  an  imminent  danger  to  the 
health,  safety  or  well-being  of  the 
Medicare  beneficiary.”  If  it  is  de- 
termined (after  allowing  for  pro- 
vider response)  that  substandard 
care  was  provided,  the  beneficiary 
would  be  notified  directly  that  their 
claim  was  denied  because  of  “sub- 
standard quality.”  As  presented,  this 
notification  would  occur  prior  to 
exhaustion  of  the  appeals  process. 

The  potential  impact  of  this  is  of 
such  magnitude  that  the  MAG  dis- 
tributed this  document  to  each 
county  medical  society,  hospital 
medical  staff  and  specialty  society 
in  Georgia  for  their  comments  either 
to  the  MAG  or  direct  response  to 
HCFA.  Response  deadline  was 
March  20,  1989. 

The  PRO  Review  Committee  met 
Sunday  February  26  and  made  the 
following  recommendations  to  the 
March  5 meeting  of  the  MAG  Ex- 
ecutive Committee. 

“Proposed  Denial  for  Substand- 
ard Care.”  First  and  foremost  the 
Committee  feels  that  this  law  should 
be  repealed.  We  are  concerned 
about  the  quality  of  care  all  patients 
receive,  but  we  believe  that  existing 
laws  allow  for  patient  redress  and 
the  Medicare  Law  providing  for  PRO 
review  of  quality  of  care  and  ulti- 
mate sanction  addresses  Medicare 
specific  issues.  We  believe  any  reg- 
ulations to  implement  this  law  will 
contain  intrinsic  exposure  to  lia- 


bility and  imposition  of  monetary 
penalties.  This  amounts  to  a sanc- 
tion and  should  only  be  addressed 
through  the  complete  sanction 
process  already  in  existence. 

If  we  are  forced  to  deal  with  im- 
plementation, we  strongly  recom- 
mend that  NO  NOTIFICATION  of  the 
patient  occur  prior  to  the  exhaus- 
tion of  the  complete  appellate  proc- 
ess and  further  that  this  complete 
process  be  available  to  all  parties 
— not  just  the  beneficiary.  Any  no- 
tification to  the  beneficiary  that 
substandard  care  has  been  pro- 
vided invites  liability.  The  wording 
of  this  notification  should  be  mod- 
ified to  simply  state  that  payment  is 
denied  in  accordance  with  Medi- 
care provisions.  It  should  be  suffi- 
cient that  the  patient  won’t  have  to 
pay  without  deliberately  inviting 
malpractice  suits. 

There  should  be  provisions  in- 
cluded to  prevent  discoverability  of 
review  records  for  possible  liability 
situations.  Any  possible  liability 
considerations  should  be  com- 
pletely separate  from  Medicare  pay- 
ment decisions.  We  are  sure  the 
U.  S.  Government  through  HHS/ 
HCFA  doesn’t  need  nor  desire  to  be 
involved  in  these  situations. 

The  Committee  recommends  that 
all  consideration  of  quality  of  care 
(both  denial  and  beneficiary  com- 
plaint) be  conducted  through  the 
existing  quality  of  care  review  proc- 
ess with  emphasis  on  education  and 
elimination  of  the  problems  rather 
than  sanctions.  It  seems  inappro- 
priate to  “back  up”  to  a worse  po- 
sition than  that  which  existed  be- 
fore the  current  review  process 
evolved. 

The  Committee  feels  that  the  def- 
inition of  substandard  care  is  too 
broad.  Specifically,  it  recommends 
that  detail  occur  only  if  patient 
management  results  in  physiologi- 
cal or  anatomical  impairment  which 
results  in  disability  or  death. 

The  Committee  further  recom- 
mends that: 

1 . The  initial  determination  of  a 
quality  of  care  problem  always  be 


made  by  appropriate  specialists, 
preferably  a committee. 

2.  The  proposed  use  of  HCFA 
guidelines  for  review  be  clarified. 
In  accordance  with  the  discussion 
and  Dr.  Murphy’s  understanding 
they  should  only  provide  a general 
framework  yet  the  proposed  regu- 
lations seem  to  require  specific 
written  guidelines  that  physician  re- 
viewers must  use  to  determine 
whether  the  quality  of  care  was  sub- 
standard. 

The  Executive  Committee  ap- 
proved these  recommendations  and 
a letter  from  Joseph  P.  Bailey,  Jr., 
M.D.,  MAG  President,  was  for- 
warded to  HCFA  with  copies  to  the 
AMA  and  Georgia  Congressional 
Delegates. 

Hospital  Medical  Staff  UR 
Committee  Notification 

In  addition  to  Committee  rec- 
ommendations regarding  the  PRO 
Denial  for  Substandard  Care,  the 
Executive  Committee  also  ap- 
proved the  Committee  recommen- 
dation that  the  Hospital  Medical 
Staff  Utilization  Review  Committee 
routinely  receive  a copy  of  the  orig- 
inal notice  of  a possible  quality  of 
care  problem  with  the  stipulation 
that  the  physician  notice  be  anno- 
tated that  a copy  had  been  sent  to 
the  UR  Committee  for  the  sole  pur- 
pose of  seeking  its  assistance  in  re- 
sponse to  the  issue  cited. 

The  Committee  favors  this  action 
because  response  to  the  original 
notice  is  vital,  the  UR  Committee 
can  provide  invaluable  assistance 
to  the  physician  in  dealing  with 
these  problems;  the  physician  may 
for  one  reason  or  another,  miss  the 
original  letter  and  the  UR  Commit- 
tee could  make  sure  the  physician 
is  aware  of  the  problem;  and,  the 
hospital  medical  staff  is  responsi- 
ble for  the  quality  of  care  provided. 
The  proposed  denial  for  substand- 
ard care  regs  specify  that  the  hos- 
pital is  responsible  fox  all  substand- 
ard care  — i.e.,  the  hospital  bill  will 
always  be  denied. 
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Preadmission  Procedure 
Prior  Approval 

OBRA  85  established  the  policy 
of  PRO  prior  approval  for  certain 
elective  procedures.  OBRA  87  man- 
dated PRO  prior  approval  of  at  least 
10  procedures,  to  be  selected  lo- 
cally on  the  basis  of  high  volume, 
substantial  variation  in  charge  rates 
and/or  procedures  which  could  be 
postponed  without  high  risk  to  the 
patient.  This  requirement  is  to  be 
implemented  with  the  third  scope 
of  work  as  PRO  contracts  are  re- 
negotiated. Agreement  on  the  Geor- 
gia contract  was  not  reached  until 
March  29  implementation  due  April 
1,  1989.  Because  of  its  uncertainty, 
the  GMCF  suspended  prior  ap- 
proval activities  the  last  two  weeks 
in  March. 

With  the  new  contract,  the  GMCF 
has  selected  the  following  10  pro- 
cedures from  a list  of  13  furnished 
by  the  Health  Care  Financing 
Administration  (HCFA):  Cataract 
Extraction;  Carotid  Endarterec- 
tomy; Coronary  Artery  Bypass  with 
Graft;  *Pacemaker  Insertion;  Per- 
cutaneous Transluminal  Coronary 
Angioplasty;  Complex  Peripheral 


Revascularization;  Hip  Replace- 
ment; Laminectomy;  *Hysterec- 
tomy  and  * Prostatectomy.  (*  pro- 
cedures previously  required  prior 
approval) . 

The  GMCF  mailed  detailed  infor- 
mation, including  the  process  for 
prior  approval  and  criteria  appli- 
cable to  each  procedure  to  all  hos- 
pitals and  to  physicians  of  each  rel- 
ative speciality  on  March  30  and  31 . 
The  GMCF  assures  us  that  the  cri- 
teria for  these  procedures  are  in- 
tended to  be  an  evolving  process. 
They  are  available  to  physicians 
through  their  respective  facilities  or 
upon  request  to  the  GMCF. 

For  preadmission  approval,  a 
representative  of  the  hospital,  am- 
bulatory surgical  center  (ASC),  or 
physician’s  office  must  call  the  PRO 
(GMCF  — not  Aetna)  at  1-800-822- 
9707  or  404-982-0037.  Persons  call- 
ing should  be  prepared  with  appro- 
priate patient  and  provider  identi- 
fication and  specific  detail  regarding 
indications  for  the  procedure  to  be 
performed.  You  may  experience  a 
temporary  delay  getting  through  be- 
cause of  the  2 week  suspension  and 
short  implementation  time. 

GMCF  will  have  nurse  reviewers 


available  to  receive  calls  from  9:00 
a.m.-5:00  p.m.  Monday-Friday.  If  the 
case  cannot  be  approved  by  the 
nurse  reviewer,  it  will  be  referred 
to  a GMCF  physicians  consultant. 
In  cases  where  prior  approval  can- 
not be  obtained  within  these  hours, 
e.g.  emergencies,  calls  should  be 
made  early  the  first  working  day  after 
the  procedure  is  performed.  Re- 
quests for  preadmission/preproce- 
dure review  can  be  made  up  to  two 
weeks  (14  days)  prior  to  the  pro- 
cedure. Requests  made  less  than  48 
hours  prior  to  the  procedure  may 
require  retrospective  PREPAYMENT 
review. 

If  the  procedure  is  approved,  the 
requester  will  be  given  a Medicare 
authorization  number  by  phone. 
This  number  must  be  shown  in 
block  23B  of  the  HCFA — 1500  claim 
form.  All  claims  for  payment  of  these 
ten  procedures  which  do  not  have 
the  appropriate  Medical  authoriza- 
tion code  will  be  subjected  to  ret- 
rospective PREPAYMENT  review.  If 
a nonapproved  procedure  is  per- 
formed neither  the  physician,  hos- 
pital, nor  ASC  facility  fee  will  be 
allowed,  and  the  beneficiary  can- 
not be  billed. 
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US.  Congressman  Ben  Jones  informed 
and  entertained  delegates  and  guests 
with  his  experiences  both  before  and 
after  his  election  to  Congress. 


The  Second  Session  of  the  MAG 
House  of  Delegates  was  called 
to  order  at  9:00  a.m.,  Saturday,  May 
6,  1989,  in  the  Regency  Ballroom 
of  the  Hyatt  Ravinia  Hotel  in  Atlanta 
by  Speaker  James  A.  Kaufmann, 
M.D. 

Dr.  Kaufmann  asked  for  a report 
from  the  Credentials  Committee 
which  confirmed  that  a quorum  was 
present.  Because  there  were  sev- 
eral contested  races  this  year.  Dr. 
Kaufmann  reviewed  the  balloting 
procedures.  Ballots  were  to  be  dis- 
tributed after  the  Keynote  Address 
of  Congressmen  Ben  Jones. 

Congressman  Jones  spoke  to  the 
House  following  the  report  of  Ref- 
erence Committee  C. 

Presentation  of  Legislators’ 
Awards 

The  following  legislators  re- 
ceived special  awards  for  their  loyal 


support  of  MAG:  Senator  Jim  Tysin- 
ger.  Representatives  Bill  Lee,  Tom 
Wilder,  and  Billy  Randall. 


Reference  Committee  Reports  j 

The  reports  of  Reference  Com-  | 
mittees  A,  B,  D,  F,  C & B were  then  | 
presented  to  the  House.  (Reference  j 
Committee  C’s  report  was  pre-  j 
sented  earlier,  prior  to  the  address  s 
of  the  Keynote  Speaker,  Congress-  li 
man  Ben  Jones.)  These  reports  are  ■ 
printed  in  alphabetical  order  (with  [> 
the  exception  of  C&B  which  follows  | 
Reference  Committee  F)  elsewhere 
in  this  Journal. 

Following  these  reports,  the 
Speaker  recessed  the  House  at  ap- 
proximately 3:30  p.m.  with  the  re-  ; 
minder  to  attend  the  Installation  | 
Ceremony  of  new  officers  and  the  . 
Presidents’  Reception  6 ’oclock  that 
evening.  , 
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Speaker  James  Kaufmann  (R)  presents 
State  Representative  Bill  Lee  with  a Cer- 
tificate of  Appreciation  for  his  support  of 
medicine  in  the  Georgia  General  Assem- 
bly. 


State  Representative  Tom  Wilder  (L)  is  presented 
with  MAG’s  Certificate  of  Appreciation  by  Dr.  Dan 
Stephens,  of  Marietta. 


■ 


I \ State  Representative  Billy  Randall  (L)  is  another 

j ' supporter  of  the  medical  profession  at  the  Capital 

iiii.  and  was  presented  with  MAG’s  Certificate  of  Ap- 

i predation  by  former  MAG  President  Jack  Menen- 

dez,  of  Macon.  In  the  background  are  Paul  Shanor, 
(L)  Executive  Director  of  the  MAG,  and  Vice  Speaker 
Jack  Raines. 
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(Mobile  Army  Siir<|M;al  IlosiNlal) 


The  Georgia  Army  National  Guard  announces  its  newest  attraction  in  Atlanta, 
the  1 17th  Mobile  Army  Surgical  Hospital  (MASH).  We  are  seeking  doctors,  nurses 
and  medical  specialists  to  fill  a cast  of 300  for  the  real  thing!  Serve  your  state  and 
countiy  one  weekend  a month  and  two  to  three  weeks  each  summer.  In  return, 
we  offer  excellent  pay  and  benefits.  Please  call  our  Army  Nationsil  Guard  Medical 
Recruiter,  MAJ  Delloyd  Wilson,  at  the  toll  free  number  listed  below,  or  write  to: 
AMEDD  Recruiting,  Post  Office  Box  17965,  Atlanta,  Georgia  30316-0965. 

Gottrgia  Arn^  IVid:ioiial  Giiai*d 


1-800-2S2-4222 


Dr.  Louis  Sullivan  Addresses 
MAG  House  of  Delegates 


Medicare  Morass  Major  Focus  of  Remarks 


i 

Earlier  this  year,  President 
George  Bush  tapped  Louis  W. 
Sullivan,  M..D,  as  his  Secretary  of 
the  Department  of  Health  and  Hu- 
man Services.  Dr.  Sullivan,  an  in- 
temist/hematologist,  was  at  the  time 
President  of  Morehouse  School  of 
Medicine  in  Atlanta  and  on  the  ed- 
itorial board  of  this  Journal.  (The 
latter  position  he  still  retains,  as 
our  Washington  correspondent.) 

HHS  Secretary,  Dr.  Sullivan 
faces  the  challenge  of  dealing  with 
epidemics  in  illicit  drug  use  and 
AIDS,  preservation  of  Social  Secu- 
rity, guaranteeing  food  and  drug 
safety,  poverty,  and  an  array  of  other 
problems  touching  the  lives  of  every 
: American,  from  the  unborn  to  the 
I dying  — critical  issues  that  are  lit- 
\ erally  shaping  the  future  of  this 
5 country. 

Dr.  Sullivan ’s  speech  to  the  MAG 
f House  of  Delegates  on  May  4 was 
i his  first  major  address  in  this  state 
since  his  appointment.  He  chose  to 
concentrate  on  the  health  care  cri- 
j sis  facing  us  and  our  elderly  pa- 
I tients  that  came  about  this  year  with 
the  change  in  providers  of  Medi- 
I care  Part  B Program. 


The  following  is  from  Dr.  Sulli- 
van ’s  speech  to  the  MAG: 

As  you  can  imagine,  our  work 
at  The  U.S.  Department  of 
Health  and  Human  Services  vir- 
tually touches  the  lives  of  every 
American.  1 have  to  address  a ple- 
thora of  concerns  simultaneously: 

• The  AIDS  crisis,  and  the  need  to 
continue  research  on  education, 
prevention,  and  treatment  for  the 
over  80,000  Americans  diagnosed 
with  AIDS; 

• The  epidemic  of  illicit  drug  use, 
which  is  overwhelming  our  law 
enrforcement  and  treatment  ca- 
pabilities; 

• The  disintegration  of  the  tradi- 
tional American  family,  which 
threatens  to  perpetuate  and  in- 
crease poverty,  dependence, 
dropout  rates,  crime,  and  teenage 
pregnancy; 

• The  need  to  guarantee  food  and 
drug  safety,  which  is  a constant 
battle,  as  proven  by  the  recent  in- 
cidence with  Chilean  grapes  and 
the  British  experience  with  baby 
food  tampering; 

• The  preservation  of  Social  Secu- 
rity, which  is  a social  contract  we 
must  keep  with  our  older  citizens; 
• The  need  to  provide  long-term 
care  without  creating  a bureau- 


Dr.  Louis  A.  Sullivan,  Secretary  of  the 
U.S.  Department  of  Health  and  Human 
Services. 


cratic  nightmare  and  further 
deepening  our  federal  debt; 

• The  ways  and  means  to  enhance 
access  to  care  for  minorities  and 
the  poor,  who  are  dying  at  higher 
rates  than  whites  in  practically 
every  mortality  category;  and 

• Many  other  items  on  President 
Bush’s  domestic  agenda. 

1 would  like  to  focus  on  two  other 
important  priorities  this  eve- 
ning. Tonight  1 would  like  to  dis- 
cuss the  need  to  maintain  and  im- 
prove the  quality  of  care  for  our 
elderly  citizens  and  the  need  to 
control  escalating  health  care  costs. 

Last  December  22,  in  my  first 
statement  to  the  Washington  Press 
Corps  after  President  Bush’s  an- 
nouncement of  my  appointment,  1 
talked  about  the  need  to  preserve 
the  financial  integrity  of  Medicare 
and  the  need  to  maintain  the  quality 
of  care  for  our  citizens.  From  the 
very  beginning,  this  has  been  my 
goal  and,  if  you  will,  my  personal 
mandate  since  1 was  sworn  in  on 
March  10,  some  2 months  ago.  That 
mandate  has  already  been  tested, 
and  by  a situation  which  hits  very 
close  to  home  — the  problems  as- 
sociated with  AEtna  Life  Insurance 
as  a Medicare  carrier  for  the  Med- 
icare Part  B Program. 
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1 recently  picked  up  a copy  of  the 
MAG  newsletter.  1 was  interested  to 
see  that  my  speech  today  was  ad- 
vertised as  “a  great  opportunity”  to 
hear  how  HHS  is  responding  to  the 
problems  confronting  AEtna.  So  1 
know  that  this  topic  is  on  your  mind, 
too.  Let  me  share  my  response  with 
you. 

Last  year,  Prudential  withdrew 
all  of  its  Medicare  contracts 
from  the  state  of  Georgia  and  na- 
tionwide. This  was  an  unexpected 
development.  Obviously,  the  Health 
Care  Financing  Administration  had 
to  find  a new  contractor  on  very 
short  notice.  After  review  of  each 
potential  contractor,  the  AEtna  In- 
surance Company  was  selected  and 
began  processing  Medicare  Part  B 
claims  in  Georgia  on  December  27. 

AEtna  has  experienced  start-up 
problems,  as  evidenced  by  a back- 
log of  claims  and  other  operational 
difficulties.  Of  course,  this  situation 
was  clearly  unacceptable  and  did 
not  meet  federal  standards.  I want 
to  assure  you  that  resolution  of  these 
problems  is  a high  priority  at  Health 
and  Human  Services.  Through  our 
Regional  Office  in  Atlanta,  we  are 
monitoring  AEtna’s  work  on  a daily 
basis,  and  we  have  witnessed  some 
remarkable  improvement.  AEtna  has 
worked  with  our  Department  to  help 
correct  these  problems. 

While  the  situation  remains  se- 
rious, we  believe  that  AEtna  has 
gained  control  of  their  workload 
very  quickly,  and  will  continue  to 
show  improvement.  For  example, 
we  believe  that  the  start-up  claims 
processing  problems  are  well  on  the 
way  to  being  resolved.  As  of  May  1 , 
the  pending  claims  workload  had 
been  reduced  to  under  500,000 
claims.  That  is  still  too  high.  But 
the  pending  caseload  for  the  end 
of  June  will  be  325,000  cases.  Also, 
AEtna  has  increased  its  phone  line 
capacity.  Approximately  5 percent 
of  calls  in  March  have  received  a 
busy  signal,  down  from  a high  of 
60-90  percent  during  peak  hours 
before  the  installation  of  the  new 
lines.  We  have  been  assured  that 
the  phone  problems  will  be  ameli- 
orated by  the  end  of  July.  Accuracy 
is  also  increasing.  Error  rates  are 


coming  down.  Errors  are  a direct 
result  of  new  staff.  In  response, 
AEtna  has  developed  a strong  ac- 
tion plan  to  identify  errors  in  claims 
processing  so  that  they  can  be  cor- 
rected prior  to  payment  of  the  claim. 
I have  asked  the  Health  Care  Fi- 
nancing Administration  to  expedite 
their  efforts  to  help  AEtna  get  on 
track. 

We  have  also  held  discussions 
with  many  interested  par- 
ties, in  addition  to  the  Medical  As- 
sociation of  Georgia  including  the 
Durable  Medical  Equipment  Asso- 
ciation, the  Georgia  Medical  Group 
Administrators,  the  ambulance 
suppliers,  the  Georgia  Medical  So- 
ciety, the  Georgia  Society  of  Inter- 
nal Medicine,  and  the  Georgia 
Congressional  Delegation. 

In  fact,  the  acting  Health  Care  Fi- 
nancing Administrator,  Lou  Hayes, 
has  personally  met  with  Dr.  Joe  Bai- 
ley and  many  other  physicians, 
congressmen,  and  interested  par- 
ties to  listen  and  learn.  Based  on 
their  recommendations,  federal  law, 
the  expertise  of  the  Department,  and 
the  hard  work  of  AEtna  officials, 
AEtna  has  made  measurable  prog- 
ress. 

I fully  expect  Medicare  claims 
processing  in  Georgia  to  return  to 
normal  next  month.  I might  add  that 
throughout  this  period,  AEtna  has 
continued  to  make  Medicare  pay- 
ments into  the  state  at  a rate  of  over 
$40  million  per  month  since  Janu- 
ary — an  average  that  is  equal  to, 
if  not  higher  than,  the  average 
amount  paid  monthly  be  Pruden- 
tial. 

As  physicians,  you  have  re- 
sponded with  patience,  caution, 
and  prudence,  with  claims  assign- 
ment increasing  to  nearly  80  per- 
cent. This  is  above  the  national  av- 
erage and  demonstates  your 
willingness  to  stand  by  the  national 
commitment  made  to  our  elderly. 

All  of  this  takes  place  at  a crit- 
ical time.  For  the  last  several 
years  the  federal  government  and 
many  organizations,  including  the 
Medical  Association  of  Georgia, 
have  been  fighting  to  lower  the  cost 


of  health  care  without  diminishing 
quality.  We  all  know  that  the  high 
cost  of  health  care  is  unacceptable. 
All  of  us  have  to  work  harder  to  cut 
costs  without  compromising  qual- 
ity. In  calendar  year  1987,  health 
care  cost  the  american  people  more 
than  $500  billion  — 1 1 percent  of 
our  gross  national  product.  And 
those  costs  are  still  going  up.  Some 
estimates  are  that  American  health 
care  expenses  will  be  over  $600  bil- 
lion in  1 989.  Rising  health  care  costs 
simply  must  be  brought  under  con- 
trol. 

As  costs  increase,  more  people 
are  squeezed  out  of  the  health  care 
market.  For  example,  more  than  37 
million  Americans  are  not  covered 
by  health  insurance,  mostly  be- 
cause of  the  high  cost  of  premiums. 
In  addition,  the  more  than  160  mil- 
lion Americans  dependent  on  em- 
ployer-sponsored health  insurance 
plans  are  also  threatened  by  rising 
costs. 

The  repercussions  are  obvious. 
These  rising  costs  make  it  difficult 
to  get  health  care  insurance  if  your 
don’t  have  it  and  tough  to  afford 
when  you  do.  In  fact,  may  compa- 
nies have  reacted  to  rising  costs  by 
cutting  benefits  and  raising  the  pro- 
portion of  employee  contributions. 
Some  companies  have  even  insti- 
tuted preemployment  screening 
programs. 

There  is  some  evidence  that  up 
to  25  percent  of  what  we  spend  for 
health  care  does  not  buy  needed 
care  nor  provide  an  increased 
measure  of  quality. 

There  are  no  easy  answers  to  the 
problem  of  escalating  health 
care  costs,  but  the  federal  govern- 
ment has  a responsibility  to  find 
measures  for  cost  containment.  The 
Prospective  Payment  System,  im- 
plemented in  1983  with  Diagnosis 
Related  Groups  (DRGs),  demon- 
strated that  costs  could  be  better 
contained  if  the  proper  incentives 
were  offered. 

The  success  of  Health  Mainte- 
nance Organizations  (HMOs)  has 
also  demonstrated  that  competition 
and  case  management  help  to  re- 
strain the  rate  of  health  care  cost 
inflation.  As  a result  of  reforms  in- 
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troduced  during  the  past  8 years, 
over  one  million  Medicare  benefi- 
ciaries have  chosen  membership  in 
HMOs. 

Competition  can  help  to  pre- 
serve, and  even  enhance,  the  qual- 
ity of  care.  Since  1983,  a number  of 
studies  have  shown  that  the  quality 
of  care  in  hospitals  has  not  de- 
clined. A report  in  March,  1989,  by 
the  Prospective  Payment  Assess- 
ment Commission,  an  independent 
panel  established  by  Congress, 
found  that  there  is  no  evidence  of 
“substantial  or  systematic  changes 
in  the  quality  of  care  received  by 
Medicare  hospitalized  patients 
since  the  implementation  of  (the 
Prospective  Payment  System).”  In 
this  new  world  of  competition,  we 
must  be  very  sensitive  to  any  po- 
tential change  in  the  quality  of  care. 
That  is  why  1 support  further  efforts 
to  evaluate  the  quality  of  health  care. 

In  Georgia,  such  an  effort  is  un- 
derway. At  the  same  time  that 
the  transition  from  Prudential  to 
AEtna  was  taking  place.  Healthcare 


COMPARE  began  a medical  review 
of  AEtna’s  claims.  Under  a pilot  test. 
Healthcare  COMPARE  is  applying 
private  sector  utilization  tech- 
niques to  Medicare  claims.  1 know 
that  there  has  been  some  confu- 
sion. In  an  effort  to  increase  un- 
derstanding and  cooperation,  the 
Health  Care  Financing  Administra- 
tion has  held  several  meetings  with 
AEtna  and  Healthcare  COMPARE 
officials. 

As  a result  of  these  meetings,  an 
AD  HOC  advisory  committee  made 
up  of  physicians  and  suppliers  was 
established  to  bring  concerns  and 
problems  of  health  care  providers 
to  the  Attention  of  AEtna.  AEtna  has 
also  issued  a medical  policy  state- 
ment to  the  medical  community. 
They  have  also  pledged  consulta- 
tion with  the  physician  community 
prior  to  any  changes  in  review  pol- 
icy, and  this  is  one  point  upon 
which  I will  be  very  insistent. 

Also,  AEtna  has  taken  the  extra 
step  to  develop  claims  or  request 
additional  information  from  you  on 
comprehensive  visits,  concurrent 


care,  and  initial  consultations,  prior 
to  determining  whether  the  claim  is 
reasonable  and  necessary  for  Med- 
icare payment.  In  my  opinion,  these 
steps  will  help  all  of  us  understand 
the  system  more  clearly,  and  will 
foster  a new  spirit  of  cooperation. 

The  bottom  line  is  this;  all  of  us 
want  to  preserve  the  quality  of  care 
while  fighting  escalating  health  care 
costs.  1 am  convinced  that  this  will 
be  done  if  we  work  together.  During 
this  period  of  transition,  we  have 
tried  to  listen  to  all  sides,  and  1 be- 
lieve everyone  involved  has  at- 
tempted to  be  open  and  frank.  1 
know  we  can  continue  to  have  an 
open  dialogue  with  each  other.  1 am 
certain  that  together  we  can  pre- 
serve the  quality  of  care  and  re- 
strain the  rate  of  increase  in  health 
care  costs. 

Thank  you  for  the  invitation  to 
share  these  thoughts  with  you  to- 
day. 1 know  you  will  have  fruitful 
discussions  during  the  next  few 
days. 
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The  following  physicians  were 
members  of  Reference  Com- 
mittee A:  Dan  B.  Stephens,  Chair- 
man, Cobb;  Albert  A.  Carr,  Vice 
Chairman,  Cobb;  Roy  W.  Vandiver, 
DeKalb;  Charles  W.  McDowell,  Jr., 
DeKalb;  Dent  W.  Purcell,  Georgia 
Medical;  Gerald  E.  Sanders,  Cobb; 
Asa  G.  Yancey,  Medical  Association 
of  Atlanta;  and  Anthony  F.  Isele, 
Dougherty. 


Report 

Reference 

Cornmittee 


IMMEDIATE 

PAST 

PRESIDENT 

Jack  F.  Menendez,  M.D., 

This  has  been  an  eventful  year 
for  our  Association.  As  we  look 
into  the  future  there  are  several 
concerns  1 wish  to  bring  to  your 
attention. 

Last  year  the  Association  di- 
rected that  the  Immediate  Past  Pres- 
ident direct  legislative  events.  The 
Physician  Involvement  Program  for 
the  first  time  had  a physician,  ex- 
perienced in  the  legislative  proc- 
ess, who  acted  as  a “shepherd”  for 
the  PIP  volunteers  who  came  to  the 
Capitol  for  the  day.  The  feedback  1 
have  received  is  that  the  helpful 
physician  was  appreciated  by  our 
PIP  doctors.  This  year  we  ran  the 
program  Tuesdays,  Wednesdays 
and  Thursdays.  We  had  plenty  of 
volunteers  on  Wednesdays  and 
Thursdays,  almost  none  on  Tues- 
days. We  should  tailor  the  program 
accordingly. 

A second  concern  1 wish  to  ad- 
dress is  an  idea  1 heard  at  the  AMA 
Leadership  Conference.  One  of  the 


“bum  raps”  that  our  health  care  sys- 
tem constantly  faces  is  “access.” 
We  are  constantly  told  that  there  are 
millions  of  Americans  who  lack  ac- 
cess to  health  care.  At  the  confer- 
ence, the  Kentucky  Medical  Asso- 
ciation reported  on  a plan  they  have 
had  in  place  for  several  years  which 
is  their  attempt  to  address  this 
problem  through  a system  of  vol- 
unteers. Though  this  approach  is 
not  perfect,  it  is  viable  and  has 
drawn  favorable  comments  from  the 
Kentucky  State  Legislature.  The  KMA 
presenter  at  the  conference  said  he 
felt  the  KMA  had  received  as  much 
from  the  plan  as  the  recipients.  1 
urge  our  Association  to  study  it  and 
present  an  action  plan  to  the  fall 
Board  meeting. 

There  has  been  an  unprece- 
dented turnover  in  top  MAG  per- 
sonnel this  year.  As  these  firings 
and  resignations  have  occurred,  it 
has  become  abundantly  clear  that 
the  Association  needs  to  develop 
clear  guidelines  for  Physician-Offi- 
cer-Staff relations.  This  is  a must  if 
we  are  to  continue  to  enjoy  the  trust 
placed  in  us  by  our  members. 

We  have  one  of  the  best  medical 
associations  in  the  country.  In  or- 
der to  maintain  ourselves  in  this  po- 
sition, we  have  to  continue  to  work 
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hard,  be  responsive  to  our  chang- 
ing medical  environment,  and  be 
willing  to  address  the  tough  issues. 

Recommendations 

1.  That  the  PIP  program  be  con- 
tinued next  year  on  Wednesdays 
and  Thursdays.  We  should  also 
continue  to  recruit  physicians  who 
are  knowledgeable  about  the  leg- 
islative process  to  direct  the  PIP 
volunteers  on  a day  by  day  basis. 
(Referred  to  Reference  Committee 
C.) 

2.  That  MAG  evaluate  the  plan  in 
; place  in  Kentucky  to  increase  ac- 
cess to  health  care  by  our  citizens. 
(Referred  to  Reference  Committee 
B.) 

3.  That  the  Judicial  Council  de- 
velop clear  policy  guidelines  gov- 

! erning  Physician-Officer-Staff  rela- 
i tions. 

HOUSE  ACTION 

Referred  Recommendation  3 to 
I the  Board  of  Directors. 

i 

I 

i 


I 


FIRST 

VICE  PRESIDENT 

Richard  W.  Cohen,  M.D. 
First  Vice  President 

On  The  Road  Again . . . 

I have  been  your  Vice  President 
for  the  last  two  years,  serving 
initially  as  your  Second  Vice  Pres- 
ident and  for  this  past  year  as  your 
First  Vice  President.  It  has  been  a 
rewarding,  pleasant,  and  educa- 
tional experience  with  no  identi- 
fiable drawbacks.  It  has  been  a priv- 
ilege to  have  served  you  as  an  of- 
ficer in  the  Medical  Association  of 
Georgia. 

1 had  approached  my  position  as 
Vice  President  in  a somewhat  dif- 
ferent manner  than  previous  Vice 
Presidents.  1 had  seen  it  as  an  op- 
portunity to  meet  the  physicians  of 
the  State  of  Georgia  and  to  explore 
the  towns,  cities,  and  back  waters. 
As  Second  Vice  President,  1 visited 
eight  medical  societies  from  one 
corner  of  the  state  to  another.  As 
First  Vice  President,  1 visited  more 
than  twenty  component  societies 
and  district  societies  in  the  State  of 


Georgia.  1 have  been  in  small  ham- 
lets as  Ft.  Oglethorpe  and  Moultrie, 
and  in  metropolitan  areas  like  Sa- 
vannah, Augusta,  and  greater  At- 
lanta. 

Because  of  these  travels,  1 have 
had  the  opportunity  to  meet  the 
physicians  from  across  the  state  and 
to  discuss  with  them  the  issues  of 
the  day.  Ultimately,  1 have  come  to 
appreciate  the  enormous  physical 
size  of  the  State  of  Georgia  as  well 
as  the  diversity  of  the  physicians 
within  the  state  and  to  realize  that 
the  physicians  in  metropolitan  At- 
lanta see  things  very  differently  from 
the  physicians  in  Ft.  Oglethorpe, 
Moultrie,  and  Waycross.  1 now  re- 
alize that  the  further  one  travels  from 
the  city  of  Atlanta,  the  more  ten- 
uous the  relationship  with  MAG.  In 
light  of  the  size  of  the  state  of  Geor- 
gia and  the  number  of  component 
societies  within  the  state,  there  are 
many  societies  that  have  not  seen 
an  officer  of  MAG  in  five  or  more 
years.  This  is  clearly  a major  prob- 
lem for  the  leadership  of  MAG.  It  is 
most  difficult  to  lead  and  to  com- 
municate if  one  is  unable  to  come 
in  direct  physical  contact  with  the 
leadership  of  the  component  soci- 
eties in  their  home  towns  and  coun- 
ties. Without  the  presence  of  MAG 
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leadership  on  the  local  level,  1 do 
not  believe  that  MAG’s  message  can 
be  heard.  In  addition,  MAG  lead- 
ership is  unable  to  understand  the 
local  problems  of  the  component 
societies  without  these  visits. 

Recommendation 

With  the  above  as  a preamble,  1 
would  like  to  suggest,  and  strongly 
recommend,  that  our  leadership 
visit  each  component  medical  so- 
ciety yearly. 

1 believe  that  if  this  recommen- 
dation were  to  be  followed,  we 
would  significantly  increase  our 
communication  and  understanding 
within  the  leadership  and  members 
of  our  component  societies,  thus 
substantially  increasing  and 
strengthening  our  state-wide  orga- 
nization. 

1 would  like  to  thank  you  again 
for  the  opportunity  of  having  been 
your  Vice  President  for  two  years. 
It  has  taught  me  a lot,  introduced 
me  to  many  and  has,  in  the  end, 
brought  great  rewards  and  satisfac- 
tion. 


HOUSE  ACTION 

Adopted  as  amended:  “That  the 
MAG  strongly  recommends  that  our 
leadership  visit  each  component 
medical  society  and  each  specialty 
society  every  year  upon  request.” 


MEDICINE  & 
HUMAN  VALUES 
COMMITTEE 

Richard  B.  Stewart,  M.D., 
Chairnicin 

Recommendation 

It  is  recommended  that  this  Com- 
mittee be  abolished.  If  the  mem- 
bership wishes  specific  ethical  is- 
sues to  be  addressed,  it  would  seem 
appropriate  to  appoint  ad  hoc  com- 
mittees of  physicians  knowledge- 


able about  the  particular  issues  to 
develop  a proposed  position  state- 
ment or  other  recommended  ac- 
tions for  the  Association. 

HOUSE  ACTION 

Adopted. 


NON-PHYSICIAN 
HEALTH  CARE 
PROVIDERS 
COMMITTEE 

Richard  W.  Cohen,  M.D., 
Chairman 

The  major  issue  that  was  closely 
followed  by  the  Non-physician 
Health  Care  Providers  Committee 
this  year  was  that  of  nurse  prescrib- 
ing and  dispensing  drugs.  The  At- 
torney General  issued  a ruling  in 
May  1988,  that  declared  that  nurses 
using  protocols  could  not  legally 
prescribe  or  dispense  medications, 
as  was  being  done  in  health  de- 
partments and  several  other  set- 
tings in  the  state.  The  Committee 
applauded  the  ruling,  noting  that 
the  Medical  Association  of  Geor- 
gia’s position  has  always  been  that 
the  law  did  not  support  some  ex- 
isting nursing  practices. 

The  Committee  recognized  that 
county  health  departments  needed 
some  type  of  legislative  help,  but 
insisted  that  the  Medical  Associa- 
tion of  Georgia  continue  to  empha- 
size quality  care,  and  to  insist  that 
DHR  and  the  General  Assembly  rec- 
ognize that  those  acts  by  nurses  that 
are  done  under  protocol  are  med- 
ical acts  and  must  be  regulated  by 
the  Composite  State  Board  of  Med- 
ical Examiners. 

The  nurses  saw  the  Attorney  Gen- 
eral’s ruling  as  a window  of  oppor- 
tunity — a chance  to  revamp  and 
expand  the  Nurse  Practice  Act  into 
the  medical  arena.  After  numerous 
meetings  between  MAG  and  a rep- 
resentative group  of  nurses,  the 


(L  to  R)  Delegates  Gerald  Sanders  and  Albert  Carr  also  served  on  Reference  Com- 
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nurses  decided  to  break  their  agree- 
ments with  MAG  and  seek  broad 
medical  authority  in  the  legislature. 

In  the  end,  however,  medicine 
prevailed,  and  control  over  nursing 
protocols  was  appropriately  placed 
in  the  Composite  Board  of  Medical 
Examiners.  Not  only  did  the  law 
stipuate  that  there  be  physician 
control  over  the  acts  performed  un- 
der protocol  by  nurses,  but  for  the 
first  time  in  state  law,  physicians 
will  set  drug  dispensing  procedures 
for  nurses  equally  with  pharma- 
cists. This  expansion  of  the  physi- 
cian authority  over  nurses  into  the 
dispensing  arena  should  be  ap- 
plauded by  all  physicians. 

The  physicial  therapists  once 
again  sought  to  practice  independ- 
ently from  physicians.  The  Chair  of 
this  Committee  appeared  before  the 
Home  Health  and  Ecology  Subcom- 
mittee studying  the  issue  and  tes- 
tified in  behalf  of  physician  control 
over  physical  therapy.  The  full  com- 
mittee agree  that  there  was  not 
enough  evidence  to  make  changes 
and  refused  to  vote  on  the  bill. 

The  Non-Physician  Health  Care 
Providers  Committee  continued  to 
monitor  the  activities  of  other  health 
care  providers,  and  was  pleased  that 
the  other  providers  decided  not  to 
attempt  major  practice  expansions 
in  1989. 


Recommendation 

1.  The  Committee  continue  to 
monitor  activities  of  other  health 
provider  groups. 

2.  The  Committee  be  utilized  as 
the  clearinghouse  for  proposed 
rules  and  regulations  of  non-phy- 
sician health  care  provider  boards 
that  are  substantive  in  nature.  All 
negative  proposals  should  be  re- 
ferred to  staff  by  the  Committee  in 
order  to  present  MAG’s  opposition 
in  an  appropriate  manner. 

3.  The  Joint  Practice  Committee, 
which  serves  as  a subcommittee  of 
the  Non-Physicians  Health  Care 
Providers  Committee,  should  be 
abolished.  The  full  committee  has 


sufficient  expertise  to  examine  the 
role  of  the  nurse. 

HOUSE  ACTION 

Adopted. 


RESOLUTION  17 

Unified  Membership 
With  the  AMA 

Larry  Brightwell,  M.D. 

Whereas,  several  state  medical 
associations  have  adopted  unified 
membership  with  the  American 
Medical  Association,  requiring  all 
members  of  the  state  association  to 
become  members  of  the  AMA  as 
well;  and 

Whereas,  unified  membership 
results  in  both  an  increased  com- 
mission for  the  state  society  col- 
lecting dues,  plus  a 10%  AMA  dues 
reduction  for  members;  and 

Whereas,  the  experience  of  the 
Mississippi  State  Medical  Society 
shows  that  unified  membership  may 
result  in  an  increase  of  member- 
ship for  the  state  as  well  as  AMA; 
therefore  be  it, 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  amend  its 
membership  polices  to  provide  for 
unification  of  medical  society 
membership  at  the  AMA,  MAG,  and 
component  county  society  levels. 

HOUSE  ACTION 

Did  not  adopt. 


RESOLUTION  24 

Organizational 

Evaluation 

Medical  Association  of 
Atlanta 

Whereas,  the  Medical  Associa- 
tion of  Georgia  plans  to  employ  a 


new  chief  staff  executive,  i.e.  Ex- 
ecutive Director,  to  manage  the  af- 
fairs of  the  Association;  and 
Whereas,  it  would  be  very  timely 
and  beneficial  to  conduct  an  or- 
ganizational evaluation  of  the  As- 
sociation to  coincide  with  this 
change  in  management;  and 
Whereas,  the  American  Society 
of  Association  Executives  (ASAE) 
and  the  American  Association  of 
Medical  Society  Executives 
(AAMSE)  provide  evaluation  serv- 
ices that  measure  both  the  short- 
term and  long  range  strengths  and 
weaknesses  of  an  organization; 
therefore,  be  it 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  allocate  the 
necessary  funding  (approximately 
$7500)  for  an  organizational  eval- 
uation; and  be  it  further 
RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  conduct  an  or- 
ganizational evaluation  of  the  As- 
sociation and  utilize  the  services  of 
ASAE,  AAMSE  or  other  appropriate 
body  with  association  management 
expertise. 

HOUSE  ACTION 

Referred  to  the  Board  of  Direc- 
tors. 


RESOLUTION  33 
MAG  Roster 

Charles  R.  Underwood, 
M.D. 

Whereas,  the  “directory”  of  the 
MAG  currently  lists  the  name  of 
physician  members  of  the  organi- 
zation, their  office  address,  their 
county  number,  their  membership 
status  (active,  etc.)  and  their  spe- 
cialty, and 

Whereas,  further  information 
pertaining  to  physician  members  of 
the  MAG  would  be  of  increased 
benefit  making  the  “directory”  more 
useful,  and 
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Dan  B.  Stephens,  Chairman  of  Refer- 
ence Committee  A,  gives  his  commit- 
tee's report  to  the  House. 


Whereas,  the  present  “directory” 
has  not  been  utilized  in  the  past  as 
an  advertising  income  vehicle, 
therefore,  be  it 

RESOLVED,  that  the  MAG  direc- 
tory in  the  future  also  list  each  phy- 
sician member  of  the  organization, 
their  office  address  and  telephone 
number,  home  address  and  tele- 
phone number,  and  hospital  affili- 
ation, in  addition  to  the  above  in- 
formation, and  be  it  further 
RESOLVED,  that  increased  effort 
be  expended  to  generate  advertis- 
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ing  for  the  directory  as  a means  of 
making  the  publication  financially 
self  sustaining. 

HOUSE  ACTION 

Adopted  each  of  the  RESOLVED 
portions  of  the  Resolution  and 
added  the  following: 

RESOLVED,  that  this  directory  be 
distributed  only  to  MAG  members 
and  staff. 


RESOLUTION  35 
AEtna  Lawsuit 
E.  M.  Molnar,  M.D. 

Whereas,  AEtna  Casualty  & Sur- 
ety Company  has  failed  and  is  con- 
tinuing to  fail  to  perform  the  service 
of  Medicare  intermediary  in  the  State 
of  Georgia  in  an  appropriate  and 
satisfactory  manner;  and 
Whereas,  these  failures  to  prop- 
erly perform  include,  but  are  not 
limited  to,  inadequate  facilities  for 
managing  claims  volume,  undue 
delay  in  claims  response,  failure  to 
adequately  communicate  with  pro- 
viders, arbitrary  denial  of  claims 
without  sufficient  justification,  ar- 
bitrary down  coding  of  claims  with- 
out adequate  justification,  and  in- 
appropriate use  of  “unnecessary 
service”  denial;  and 
Whereas,  these  failures  have  cre- 
ated undue  demand  on  physician 
officer  personnel,  undue  aggrava- 
tion for  physician  providers,  severe 
delays  in  payment  or  failure  alto- 
gether of  payment  of  Medicare 
claims  and  financial  hardship  on 
some  physician  providers;  and 


Whereas,  these  same  failures 
create  delays,  reduction  and  deni- 
als of  reimbursement  of  Medicare 
recipients  for  non-assigned  health 
care  expenditures,  creating  undue 
hardships  on  these  patients;  now, 
therefore  be  it 

RESOLVED,  that  the  Board  of  Di- 
rectors of  the  Medical  Association 
of  Georgia  immediately  investigate 
the  appropriateness  and  be  author- 
ized to  file  a federal  class  action 
suit  or  other  legal  action  on  behalf 
of  MAG’s  members  and  their  Med- 
icare patients  to  require  HCFA  and/ 
or  AEtna  to: 

1 . Immediately  provide  adequate 
and  appropriate  fiscal  intermediary 
services  for  Medicare  recipients  and 
providers; 

2.  Halt,  cease  and  desist  inap- 
propriate, arbitrary  and/or  capri- 
cious actions; 

3.  Reimburse  physicians  and  re- 
cipients for  additional  costs  and  in- 
terest in  submitting  or  resubmitting 
Medicare  claims  that  were  inappro- 
priately delayed  or  denied;  and 

4.  That  appropriate  relief  be 
sought  including,  where  appropri- 
ate, both  actual  and  punitive  dam- 
ages. 

HOUSE  ACTION 

Adopted  as  amended: 

“RESOLVED,  that  the  Board  of  Di- 
rectors of  the  Medical  Association 
of  Georgia  immediately  investigate 
the  appropriateness  and  be  author- 
ized to  file  a federal  class  action 
suit  or  take  other  appropriate  legal 
action  on  behalf  of  MAG’s  members 
and  their  Medicare  patients  to  re- 
solve the  problems  with  HCFA, 
AETNA,  and/or  Health  Care  COM- 
PARE.” 
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At  the  Ridgeview  Institute,  “progress”  in 
health-care  delivery  has  passed  us  by.  Our 
highly-qualified,  experienced  physicians— 
not  JVfflAs  or  CPAs— still  call  the  shots. 
Because  Ridgeview  is  still  non-profit,  still  not 
owned  by  any  chain. 

At  Ridgeview  we  haven’t  figured  out  yet  how 
“efficient”  it  is  to  treat  all  our  adolescents  and 
children  on  one  unit.  We  still  believe  that  some 
patients  need  a special  program  for  chemical 
dependence  and  dual  diagnoses.  For  those  with 
conduct  disorders,  we  offer  a highly  structured, 
confrontive  milieu.  W)unger  children  benefit 
from  our  cognitive-behavioral  track.  Older  kids 
gain  more  in  the  insight-oriented  program. 

Because  quality  is  still  our  bottom  line, 
Ridgeview  has  enough  qualified  staff  to  make 
truly  individualized  treatment  a reality.  There 
are  seventeen  full-time  licensed  family 


therapists,  who  are  very  creative  and  skilled  at 
working  with  families  outside  Atlanta.  There 
is  an  on-campus  school— the  equal  of  most 
private  academies— offering  class  sizes  of  6-10. 

Of  course  we  have  made  some  changes. 
You  can  call  a toll-free  number  now— until 
midnight  seven  days  a week— and  consult  a 
Masters-degreed  assessment  specialist.  They’ll 
help  select  the  appropriate  program  and 
attending  physician.  They’ll  assist  your  patient’s 
family  with  everything  from  information  to 
travel  plans. 

The  best  of  the  old,  combined  with  the 
best  of  the  new— that’s  why  the  Ridgeview 
Institute  is  Atlanta’s  World-Class  Treatment 
Center  for  children  and  adolescents  as  well  as 
adults.  We’d  love  to  work  with  you  the  next 
time  you  have  a patient  who  needs  something 
a little  bit  old-fashioned. 


Atlanta’s  World-Class  Treatment  Center 
3995  S.  Cobb  Drive  • Smyrna,  GA  30080  • (404)  434-4567  • Toll  Free  1-800-345-9775 


Report 

Reference 

Committee 


Reference  Committee  B was 
comprised  of  the  following 
physicians:  Hugh  S.  Thompson,  Jr., 
Chairman,  Medical  Association  of 
Atlanta;  0.  Wytch  Stubbs,  Jr.,  Vice 
Chairman,  DeKalb;  Dolford  F. 
Payne,  Jr.,  Medical  Association  of 
Atlanta;  Virgle  W.  McEuer,  III,  Peach- 
belt;  Robert  Glenn  Carter,  St.  Johns 
Parish;  William  Wolff,  Muscogee; 
Alfred  L.  Davis,  Jr.,  Ware;  and  John 
Antalis,  Whitfield-Murray. 


IMMEDIATE 
PAST  PRESIDENT 

Jack  F.  Menendez,  M.D. 

Refer  to  the  Report  of  Reference 
Committee  A for  the  full  re- 
port of  the  Immediate  Past  Presi- 
dent. 

Recommendations 

1 .  That  the  PIP  program  be  con- 
tinued next  year  on  Wednesdays 
and  Thursdays.  We  should  also 
continue  to  recruit  physicians  who 
are  knowledgeable  about  the  leg- 
islative process  to  direct  the  PIP 
volunteers  on  a day  by  day  basis. 
(Referred  to  Reference  Committee 
C) 

2.  That  MAG  evaluate  the  plan  in 
place  in  Kentucky  to  increase  ac- 
cess to  health  care  by  our  citizens. 

3.  That  the  Judicial  Council  de- 
velop clear  policy  guidelines  gov- 
erning Physician-Officer-Staff  rela- 
tions. (Referred  to  Reference 
Committee  A.) 

HOUSE  ACTION 

Adopted  Recommendation  2 as 
amended:  “That  the  MAG  President 
appoint  a Committee  to  evaluate 
and  consider  a plan,  comparable  to 


that  of  the  Kentucky  Medical  As- 
sociation, to  increase  access  to 
health  care  by  our  citizens.  This  plan 
should  be  available  for  considera- 
tion by  the  September,  1989  meet- 
ing of  the  MAG  Board  of  Directors.” 


MEDICAL  PRACTICE 
COMMITTEE 

Rodney  L.  Smith,  M.D., 
Chairman 

The  Medical  Practice  Committee 
submits  the  following  report 
to  the  MAG  House  of  Delegates  for 
its  information  and  consideration. 

The  RBRVS 

During  1988-89  emphasis  was 
given  to  the  review  of  national  de- 
velopments concerning  Harvard 
University’s  “National  Study  of  Re- 
source-Based Relative  Value  Scales 
for  Physicians  Services  (RBRVS).” 
Interest  was  both  in  the  content  of 
the  Phase  1 report  findings  as  well 
as  how  those  findings  are  accepted 
by  policy  makers,  the  medical 
profession,  payers  and  the  public. 
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Members  of  Reference  Committee  B (L  to  R):  Alfred  L.  Davis,  Jr.,  William  Wolff,  Dolford  F.  Payne,  Virgle  W.  McEuer, 
III,  Robert  Glenn  Carter,  and  John  Antalis. 


The  Committee  felt  there  was  a 
pressing  need  for  Georgia  physi- 
cians to  become  more  informed 
about  the  methodology  and  objec- 
tives of  the  RBRVS  and  to  voice  their 
opinions  on  those  aspects  which 
are  felt  to  be  in  the  best  interest  of 
all  parties. 

In  the  Committee’s  opinion,  this 
next  year  will  be  a period  of  inten- 
sive evaluation  and  public  discus- 
sion of  the  RBRVS.  The  Physician 
Payment  Review  Commission  will 
be  offering  its  preliminary  findings 
and  recommendations  to  Congress 
on  implementation  of  a fee  sched- 
ule based  on  the  RBRVS  in  addition 
to  the  Department  of  Health  and 
Human  Services’  evaluation  and 
recommendations  in  July  1989  for 
a possible  January  1,  1990  or  1991 
implementation  date. 

It  is  the  Committee’s  studied 
opinion  that  the  Association  should 
lend  cautious  support  only  to  the 
study  at  this  time  and  continue  a 
rigorous  scrutiny  of  its  develop- 
ment in  1989.  Issues  requiring  par- 
ticular attention  are:  a.)  How  the 
relative  value  scales  will  be  con- 
verted to  financial  factors  and  at 
what  levels  they  will  be  applied;  b.) 
Specialty  differentials;  c.)  Geo- 


graphic variations;  d.)  Coding 
changes;  e.)  Physician  assignment; 
and  f.)  Updating  the  “Value  Scale.” 
Physicians  are  asked  to  express 
their  comments  to  colleagues,  As- 
sociation representatives,  and 
Congressional  members. 

The  Health  Policy  Agenda  for  the 
American  People  (HPA) 

In  1988,  the  Committee  also  con- 
tinued its  liaison  role  with  the  AMA’s 
HPA  Implementation  Committee.  In 
February,  1987,  the  HPA  issued  its 
Final  Report  containing  195  policy 
recommendations  encompassing 
all  major  areas  of  health  care.  This 
year  the  HPA  has  been  overseeing 
efforts  to  carry  out  specific  rec- 
ommendations. Following  a Sep- 
tember 1988  progress  update,  the 
HPA  sent  the  Medical  Association 
of  Georgia  in  February,  1989,  a copy 
of  the  Final  report  of  the  Health  Pol- 
icy Agenda  Ad  Hoc  Committee  on 
Medicaid,  “Including  the  Poor,”  and 
a press  kit  to  publicize  their  rec- 
ommendations. The  recommenda- 
tions — advocating  that  Medicaid 
be  governed  by  uniforn  national 
standards  for  eligibility,  benefits, 
and  reimbursements  — are  now 
under  review  by  our  Committee. 


Home  Health  Services 

Another  ongoing  interest  of 
MAG’s  Medical  Practice  Committee 
has  been  the  physician’s  continued 
tenuous  case  management  respon- 
sibilities for  patient  home  health 
services.  Following  the  1988  MAG 
House  of  Delegates  supportive  ac- 
tion, the  Committee  put  forth  a re- 
quest to  the  U.S.  Health  Care  Fi- 
nancing Administration  that 
physician  services  related  to  home 
health  care  be  formally  recognized 
and,  as  such,  included  as  a sepa- 
rate reimbursement  category  under 
Medicare.  In  Georgia,  home  health 
care  services  represented  care  to 
over  55,000  patients  in  1986  alone. 
A train  of  AMA  House  Reports 
through  1988  contain  in  depth  dis- 
cussions on  this  subject  and  con- 
clude that  several  CPT  code  defi- 
nitions are  pertinent  for  addressing 
these  administrative  case  manage- 
ment responsibilities. 

Also  studied  with  interest  were 
the  Georgia  Medical  Care  Founda- 
tion’s progress  in  meeting  new  fed- 
eral guidelines  requiring  quality  re- 
views of  home  health  care  services. 
Members  were  briefed  on  admin- 
istrative review  screens  which 
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would  be  used  beginning  in  April 
1989. 

Alzheimers  Disease  Education  and 
Other  Legislative  Concerns 

Finally,  during  1988-89,  the  Com- 
mittee lended  support  to  the  Alz- 
heimers Disease  Association’s  ed- 
ucational efforts  focused  at 
physicians  in  aging-related  spe- 
cialty areas.  Educational  materials 
about  Alzheimer  related  resources 
and  referrals  were  sponsored  in  a 
physician  mailing  and  through  MAG 
Journal  articles. 

The  Committee  concluded  its 
work  with  review  and  briefings  on 
pertinent  legislation  which  might 
have  special  impact  on  medi  Bill, 
HB.  209,  and  Informed  Consent. 

We  share  the  concern  of  physi- 
cians across  the  state  over  our  leg- 
islature’s power  to  affect  our  prac- 
tices. Rather  than  balk  at  this 
governmental  influence  in  medi- 
cine, we  would  like  to  capitalize 
upon  it  as  a means  of  helping  to 
shape  ideas  and  a general  vision 
about  medical  care  delivery  in 
Georgia.  Specifically,  we  have  in 
mind  calling  upon  the  MAG  to  pro- 
vide more  forums  for  groups  of  leg- 
islators and  groups  of  concerned 
physicians  to  exchange  views  on 
the  health  care  needs  of  our  fellow 
Georgians.  The  present  Legislative 
Seminar,  limited  to  a few  leaders  of 
each  specialty,  we  feel,  may  be  in- 
adequate as  a loosely  structured  fo- 
rum to  discuss  medico-legislative 
health  priorities  for  the  people  of 
Georgia.  Perhaps  MAG  could  help 
or  organize  a series  of  medico-leg- 
islative meetings,  well  advertised 
and  open  to  all  MAG  members  with 
an  invited  list  of  state  representa- 
tives or  senators,  which  could  be 
held  during  quarterly  MAG  Board 
meetings,  especially  as  those  meet- 
ings are  now  being  held  around  the 
State. 

Recommendations 

1.  That  the  Medical  Association 
of  Georgia  give  cautious  support 


only  to  the  “National  Study  of  Re- 
source-Based Relative  Value  Scales 
for  Physician  Services”  and  that  the 
Association  conduct,  through  this 
Committee  or  any  other  appropriate 
Committee  they  may  determine,  a 
full  evaluation  of  the  study  by  all 
affected  parties.  Further,  the  Com- 
mittee recommends  that  the  Asso- 
ciation not  give  full  support  to  the 
AMA/Harvard  relative  value  study 
until  the  concerns  of  all  physicians 
are  appropriately  addressed. 

2.  That  the  Medical  Association 
of  Georgia  consider  developing  a 
series  of  medico-legislative  “town 
meetings,”  open  to  MAG  members, 
stmctured  to  provide  physicians  and 
invited  legislators  with  loosely 
structured  forums  to  discuss  com- 
mon approaches  to  meeting  the 
health  care  needs  of  our  fellow 
Georgians.  (Referred  to  Reference 
Committee  C.) 

HOUSE  ACTION 

Adopted  Recommendation  1 as 
amended:  “That  the  Medical  As- 
sociation of  Georgia  continue  to 
evaluate  the  “National  Study  of  Re- 
source-Based Relative  Value  Scales 
for  Physician  Services.” 


PUBLIC  HEALTH 
COMMITTEE 

Grey  Rawls,  M.D., 
Chairman 

During  1988-89,  the  MAG  Public 
Health  Committees’  activities 
largely  focused  on  the  preparation 
and  publication  of  “A  Clinician’s 
Guide  to  AIDS  and  HIV  Infection  in 
Georgia.”  The  document  was  pre- 
pared as  a reference  guide  on  AIDS 
for  physicians,  nurses  and  other 
medical  personnel.  The  Commit- 
tee, in  consultation  with  a special 
AIDS  review  panel  and  the  MAG  Ad 
Hoc  Committee  on  AIDS,  spent  sev- 
eral months  preparing  and  review- 


ing various  drafts.  Information  was 
included  on  diagnosis  and  coun- 
seling, the  natural  history  of  infec- 
tion, testing,  legal  and  reporting  re- 
quirements, etc.  In  November,  over 
12,000  copies  of  the  final  publica- 
tion were  sent  to  actively  practicing 
physicians  in  Georgia.  Due  to  the 
strong  response,  an  additional 
printing  of  the  booklet  was  made 
in  November,  which  was  also  dis- 
tributed. The  Centers  for  Disease 
Control,  the  Center  for  Prevention 
Services,  the  AMA  Office  of  AIDS/ 
HIV  and  many  other  national  and 
state  societies  were  highly  compli- 
mentary of  the  work  and  are  sharing 
it  with  other  states,  “as  an  example 
to  emulate,”  in  the  words  of  the  CDC 
Director. 

A second  focus  of  Committee  in- 
terest-adolescent health-combined 
well  with  the  AMA’s  national  initi- 
ative on  adolescent  health  and  the 
Association’s  healthy  lifestyle  cam- 
paign. The  MAG  Teen  Health  Risk 
Appraisal  Program  — a quick  turn- 
around, computerized  program  for 
assessing  teenage  health  risks  — 
was  greatly  improved  and  updated 
this  year  with  relevant  questions 
added  on  drugs  and  driving.  The 
Association  purchased  computer 
discs  and  program  packages  which 
were  distributed  to  all  186  school 
systems  in  Georgia.  Further,  through 
the  cooperation  of  the  DHR  Office 
of  Human  Resource  Development 
and  the  Department  of  Education, 
training  sessions  were  provided  on 
the  “risk”  program  to  16  Regional 
Educational  Service  Agencies 
throughout  the  state  during  January 
and  Febmary,  1 989.  The  efforts  were 
an  attempt  to  again  encourage 
greater  interest  in  healthy  lifestyles 
among  schools  and  adolescents. 
The  Committee  was  also  very 
pleased  to  offer  the  Teen  Health  test 
as  a part  of  the  MAG  Auxiliary  “It’s 
Up  to  Youth  — Teen  Health  Forum” 
in  Athens  in  March  of  this  year. 

The  Committee  also  continued 
their  efforts  to  further  promote  and 
endorse  the  Adolescent  Urine  Drug 
Screening  program  as  mandated  by 
the  1988  MAG  House  of  Delegates. 
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A MAG  news  release  was  issued  in 
September,  1988,  communicating 
the  program’s  endorsement  by  the 
Georgia  Congress  of  Parents  and 
Teachers  and  the  Council  for  Chil- 
dren. During  1988,  the  Georgia  Leg- 
islature passed  a bill  encouraging 
local  public  health  departments  to 
make  the  drug  testing  available  to 
families  on  the  sliding  fee  scale. 
Immunity  from  liability  was  also 
legislated  for  physicians  participat- 
ing in  such  programs  in  the  ab- 
sence of  gross  negligence. 

Finally,  the  Committee  continued 
their  review  and  comments  on  a va- 
riety of  public  health  policies  and 
regulations  proposed  for  the  state 
including  (a)  regulations  on  Solid 
Waste  Management,  Anatomical 
Gifts,  and  Immunization  of  Chil- 
dren as  a Prerequisite  to  Admission 
to  Schools;  (b)  AIDS  education  and 
testing;  and  (C)  Federal  OBRA  laws 
related  to  nursing  home  admis- 
sions. 

As  Chairman,  1 would  like  to 
commend  the  members  of  our 
Committee  for  their  help  and  en- 
thusiasm in  the  past  year’s  activi- 
ties. They  are:  Sam  0.  Atkins,  Phil- 
lip N.  Bannister,  William  R.  Elsea, 
Harold  P.  Katner,  A.  A.  McNeill,  Jr., 
S.  Charlotte  Neuberg,  Elton  S.  Os- 
borne, Jr.,  Wells  Riley,  Mrs.  Roy  W. 

I (Maureen)  Vandiver. 

1 wish  to  give  particular  notice  to 
the  loss  of  Dr.  Gunar  N.  Bohan, 
M.D.,  who  was  a very  enthusiastic 
and  interested  member  of  the  Com- 
mittee during  the  past  few  years. 
Also,  1 would  like  to  again  acknowl- 
edge the  special  work  of  the  AIDS 
Advisory  Panel  who  contributed 
much  of  their  personal  time  in  very 
carefully  preparing,  reviewing,  and 
editing  various  sections  of  the  “Cli- 
nicians Guide  on  AIDS  and  HIV  In- 
fection in  Georgia.” 

Recommendation 

1.  That  the  Public  Health  Com- 
mittee continue  their  review  of  pro- 
! posed  state  regulations  for  solid 
waste  management  issued  by  the 
Georgia  Department  of  Natural  Re- 


sources — considering  what  effect 
they  represent  for  physician  medi- 
cal practice  settings  — and  make 
appropriate  comments  for  re- 
sponse. 

HOUSE  ACTION 

Adopted. 


SENIOR  CITIZENS 
ADVOCACY 
COMMITTEE 

Joe  L.  Nettles,  M.D., 
Chairman 

The  Medical  Association  of 
Georgia  House  of  Delegates  in 
its  April  1988  meeting  voted  to  “most 
expeditiously”  develop  a “Senior 
Citizen  Advocacy  Program.”  The 
House  did  not  specify  what  type  of 
advocacy  program  should  be  de- 
veloped or  whether  it  should  be  im- 
plemented statewide  or  operated 
initially  as  a pilot  program. 

A committee  was  appointed  and 
charged  to  examine  various  pro- 
grams that  have  been  established 
by  state  medical  associations  that 
serve  the  elderly,  especially  low-in- 
come  elderly  citizens,  and  to  plan, 
develop,  and  implement  a senior 
citizen  advocacy  program  in  Geor- 
gia. 

There  appear  to  be  three  main 
types  of  senior  citizen  programs  that 
have  been  implemented  by  medical 
societies  across  the  United  States. 
The  first  type  is  an  informational 
program,  such  as  a toll-free  hotline, 
which  provides  information  to  sen- 
ior citizens  and  those  who  work  with 
them  about  medical  and  non-med- 
ical  services  available  in  the  area. 
The  second  type  is  a program  of 
free  care  for  senior  citizens  under 
a certain  income  limit,  established 
and  coordinated  by  a local  medical 
society.  The  third,  and  most  pop- 
ular, type  is  a program  where  the 


medical  society  takes  the  lead  in 
encouraging  physicians  to  accept 
Medicare  assignment  for  elderly  cit- 
izens whose  income  is  under  a cer- 
tain amount. 

The  committee  considered  the 
feasibility  of  establishing  voluntary 
Medicare  assignment  through  pilot 
programs  in  county  medical  soci- 
eties. Efforts  to  start  a program  to 
encourage  physicians  to  accept 
Medicare  assignment  for  the  elderly 
poor  in  Hall  County  were  not  suc- 
cessful. Most  physicians  were  re- 
luctant to  accept  assignment.  Some 
because  of  increasing  resentment 
against  the  system  and  the  discrim- 
inatory limitations  it  has  placed  on 
physicians;  others  because  of  the 
concern  that  accepting  assignment 
would  decrease  their  time  to  treat 
enough  other  patients  to  make  a 
living.  Too  many  barely  break  even 
with  Medicare  patients,  i.e.,  pay- 
ments don’t  meet  the  cost  of  pro- 
viding the  care. 

The  local  Department  of  Family 
and  Children  Services  was  willing 
to  cooperate  with  the  program  and 
could  administer  the  same  means 
test  and  issue  the  same  ID  cards 
that  are  used  in  the  DHR  clinics, 
but  they  had  no  money  to  hire  the 
extra  personnel  to  provide  this  serv- 
ice. 

Considering  the  current  prob- 
lems with  the  Medicare  program  in 
Georgia,  it  was  decided  that  further 
efforts  along  this  line  would  be 
postponed  at  this  time. 

Access  to  medical  care  is  a major 
concern  of  both  the  MAG  and  Med- 
icare beneficiaries.  The  MAG  has  a 
long-standing  policy  that  no  patient 
in  Georgia  should  be  denied  med- 
ical care  because  of  inability  to  pay. 

Regardless  of  the  extent  of  their 
frustration  with  whatever  unreason- 
able payment  mechanism  we  may 
be  dealing  with  at  the  time,  we  know 
that  physicians  will  continue  to  see 
their  regular  patients  and  accept 
new  patients  as  they  present,  in  ac- 
cordance with  the  physician’s  rou- 
tine mode  of  practice.  Elderly  pa- 
tients may  not  understand  this  and 
may  be  frightened  if  physicians  ex- 
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press  their  frustrations  in  a manner 
that  indicates  the  physician  may  be 
reluctant  to  continue  to  see  them. 

The  current  fiasco  with  the 
change  of  the  Medicare  carrier  in 
Georgia  coupled  with  the  addition 
of  a pilot  utilization  review  project 
presents  a unique  opportunity  for 
physicians  and  patients  to  unite  in 
their  efforts  to  deal  with  the  whole 
gamut  of  Medicare  problems.  Since 
physicians’  offices  are  usually  more 
capable  of  dealing  with  denials,  re- 
ductions, erroneous  payments,  etc., 
than  patients,  physicians  may  wish 
to  consider  accepting  assignment, 
particularly  in  complicated  cases, 
or  assisting  patients  in  completing 
forms  for  reimbursement.  Physi- 
cians should  at  least  let  the  patient 
know  that  they  may  encounter 
problems  and  that  they  are  willing 
to  help  them  deal  with  the  system. 

The  committee  heard  presenta- 
tions from  William  C.  Waters,  M.D., 
Chairman,  MAG  Committee  on 
Medical  Schools,  and  Jeffrey  T.  Nu- 
gent, M.D.,  Chairman,  MAG  Public 
Relations  Committee  about  the  need 
for  education  of  Georgia  physicians 
and  senior  citizens  about  problems 
associated  with  Medicare.  Dr. 
Waters  discussed  the  Medicare  pro- 
gram from  the  perspective  of  its  ev- 
olution from  a government’s  prom- 
ise to  provide  medical  care  for  the 
elderly  to  its  current  restrictive  na- 
ture which  actually  limits  the  pa- 
tient’s right  to  purchase  what  the 
government  now  refuses  to  pro- 
vide. 

Cost  containment  measures  have 
limited  amounts  that  can  be  charged 
for  service,  limited  amounts  pa- 
tients can  pay,  declares  a large  va- 
riety of  medical  services  including 
nearly  all  preventive  services  “Med- 
ically unnecessary”  and  therefore 
not  purchasable  unless  patients  sign 
an  affidavit  to  pay  before  the  service 
is  provided,  established  DRG’s  and 
other  utilization  controls  which  ef- 
fectively ration  care,  etc.  Very  few 
physicians  and/or  patients  realize 
the  effect  of  these  efforts  has  been 
to  disenfranchise  the  Medicare 


beneficiary’s  right  to  purchase 
medical  care.  No  payment  is  au- 
thorized for  anything  other  than 
what  the  government  says  is  OK  and 
that  changes  with  every  budget. 

If  this  limitation  were  placed  on 
any  other  service,  class  action  suits 
would  be  filed  from  every  quarter. 
Instead,  we  have  advocacy  groups 
supporting  government  action. 

Most  persons  over  65  are  able  to 
pay  for  a portion  of  their  medical 
care.  A December  1988  publication 
of  issues  facing  Georgia  published 
by  the  University  of  Georgia,  Geor- 
gia’s Changing  Social,  Economic 
and  Demographic  Environment:  A 
Historical  Perspective  by  Douglas 
C.  Bachtel,  Marylou  Mandell  and 
Everett  S.  Lee  indicates  that  14.2% 
of  person  65  and  over  are  living  be- 
low the  poverty  level  1979  — com- 
pared to  16.6%  of  the  general  pop- 
ulation and  35.5%  of  female-headed 
households.  The  majority  of  per- 
sons over  65  living  below  the  pov- 
erty level  reside  in  north  Georgia 
while  the  majority  of  others  living 
below  the  poverty  level  are  in  south 
Georgia. 

A Georgia  Department  of  Human 
Resources  Task  Force  Report  (De- 
cember 1987)  indicates  that,  com- 
mensurate with  the  national  pic- 
ture, Georgia’s  population  is  rapidly 
aging.  While  the  average  popula- 
tion is  expected  to  increase  by  more 
than  40%  by  2000,  the  age  65  group 
will  increase  at  twice  that  rate  and 
the  over  80  group  will  increase  at 
140%  (most  will  be  female).  This 
same  report  stated  Georgia’s  65 
population  as  572,177. 

Currently,  less  than  one-third  of 
Georgia’s  physicians  are  “Partici- 
pating Providers”;  however,  70-80% 
of  the  claims  for  services  are  filed 
on  assignment  basis.  In  response 
to  the  1986  physician  survey  con- 
ducted by  the  Composite  State 
Board  of  Medical  Examiners,  83% 
of  Georgia  physicians  indicated  they 
accepted  Medicare  patients.  Con- 
sidering the  number  of  physicians 
who  would  not  usually  see  Medi- 
care patients  in  their  usual  practice, 


i.e.,  pediatricians  and  academic 
physicians,  this  high  percentage  re- 
flects Georgia  physicians’  concern 
about  their  elderly  patients. 

The  committee  will  pursue  the 
feasibility  of  establishing  a program 
of  free  care  for  the  elderly  who  “fall 
through  the  cracks”  of  Medicare/ 
Medicaid.  There  may  also  be  some 
merit  in  implementation  of  volun- 
tary assignment  programs  in  the  fu- 
ture. However,  the  committee  feels 
that  the  greatest  need  at  this  time 
is  for  an  education  program  to  help 
patients  understand  what  is  hap- 
pening to  them  under  the  Medicare 
program  and  how  to  deal  with  their 
day-to-day  problems  with  doctors 
and  insurance  carriers,  including 
Medicare. 

Toward  this  end,  the  committee 
reviewed  PROJECT  TIP  (To  Inform 
the  Public)  as  presented  by  Dr.  Nu- 
gent. This  is  a series  of  activities 
designed  to  inform  physicians  and 
the  public  about  these  issues.  The 
committee  also  reviewed  a number 
of  publications  and  brochures  de- 
veloped by  other  agencies. 

Recommendations 

After  further  discussion,  the 
Committee  agreed  to  recommend 
that: 

1.  MAG  urge  physicians  to  con- 
tinue to  see  Medicare  patients  and 
help  them  deal  with  current  or  on- 
going problems  with  Medicare. 

2.  MAG  educate  physicians  and 
senior  citizens  about  changes  in  the 
Medicare  program  and  the  poten- 
tial impact  of  these  changes  on  the 
physician  and  the  beneficiary.  (Re- 
ferred to  Reference  Committee  D.) 

*3.  A patient  information  bro- 
chure developed  by  the  Indiana 
Medical  Association,  entitled 
“Medicare:  What  You  Should 
Know,”  be  revised  for  distribution 
in  Georgia.  (Referred  to  Reference 
Committee  F.) 

*4.  An  easily  revised  fact  sheet 
regarding  Medicare  be  prepared. 
(Referred  to  Reference  Committee 
F.) 
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*5.  A hotline  for  Medicare  pa- 
I tients  be  established  in  MAG  head- 
I quarters  on  a one-year  trial  basis. 

I (Referred  to  Reference  Committee 
\ F.) 

I 6.  MAG  pursue  the  feasibility  of 
j developing  voluntary  medical  care 

I and/or  Medicare  participation  pro- 

; grams  for  those  senior  citizens  liv- 
I ing  at  or  below  1 50%  of  the  Georgia 
poverty  level.  (Referred  to  Refer- 
ence Committee  F.) 

7.  Representatives  of  the  AARP  and 
other  appropriate  agencies  be  in- 
vited to  participate  in  the  develop- 
ment of  the  education  process.  (Re- 
ferred to  Reference  Committee  D.) 

*Fiscal  Note:  Funds  included  in  Public  Relations 
Committee  Budget. 

HOUSE  ACTION 

Adopted  Recommendation  1. 


THIRD  PARTY 
PAYORS 
COMMITTEE 

C.  Peter  Lampros,  M.D., 
Chairman 

Efforts  to  control  health  care 
costs,  especially  costs  related 
to  Medicare,  and  concerns  regard- 
ing quality  review,  utilization  and 
professional  liability  have  all  con- 
tributed to  continuing  rapid  change 
I in  the  medical  practice  environ- 
ment, especially  reimbursement 
systems.  The  Third  Party  Payors 
Committee,  in  response  to  these 
I changes,  carefully  considered  many 
[ of  these  subjects  of  importance  to 
! medicine  during  1988-1989  and 
I presents  the  following  summary; 

Physicians  Involvement  with 
I Medicare 

' With  the  continuing  high  rates  of 
growth  in  medicare  expenditures, 
increased  restrictions  are  being  im- 
posed on  payments  for  physicians. 


The  Omnibus  Budget  Reconcilia- 
tion Act  of  1987  was  enacted  on 
December  22,  1987  and  produced 
a number  of  physician  payment 
changes  for  both  fiscal  year  1988 
and  fiscal  year  1989,  including: 

— increasing  the  Medicare  Eco- 
nomic Index; 

— reduction  of  the  prevailing 
charge  levels  for  12  so-called 
“over-priced”  procedures; 

— development  of  a relative  value 
guide  for  anesthesia  services  and 
an  RVS  fee  schedule  for  radiol- 
ogist services. 

Implementation  of  the  Medically 
unnecessary  provision  of  the  1986 
OBRA  Act  also  continues  to  pose 
difficult  problems  for  many  Georgia 
physicians. 

In  addition,  on  January  1,  1989, 
Georgia  was  assigned  a new  Med- 
icare Intermediary,  The  Aetna  Life 
Insurance  Company  of  Savannah, 
Georgia.  The  conversion  activities 
associated  with  this  change  in  car- 
riers resulted  in  a very  disruptive 
payment  process  in  1989  in  which 
errors  were  flagrant  and  payments 
became  tremendously  backlogged 
and  delayed.  To  address  many  of 
these  concerns  and  in  keeping  with 
the  MAG  House  mandate  of  1988, 
the  Third  Party  Payors  Committee 
took  several  steps  to  keep  Georgia 
physicians  better  informed  and  as- 
sist them  in  their  negotiations  with 
the  Medicare  carrier. 

Medicare  news  updates  were 
provided  throughout  the  year 
through  a series  of  direct  mailings, 
Association  newsletter  reports,  and 
through  the  continued  scheduling 
of  Medicare  Law  Update  Seminars. 
The  MAG  Medicare  Seminars,  held 
in  November  and  December,  1988 
were  attended  by  over  1600  physi- 
cians and  their  office  staffs  in  eight 
locations  throughout  the  state. 

To  address  some  of  the  serious 
problems  of  the  Aetna  conversion, 
MAG  leadership  had  a series  of  on- 
going meetings  with  representa- 
tives of  Aetna,  Healthcare  Com- 
pare, the  Region  IV  Healthcare 


Financing  Administration  and 
Georgia  Congressional  Staff. 

The  Committee  met  with  the 
Chairman  of  the  Healthcare  Com- 
pare Corporation  to  discuss  the  new 
utilization  review  controls  put  into 
effect  and  other  general  matters  of 
concern  to  physicians.  The  Asso- 
ciation also  maintained  a “Medi- 
care Hotline”  to  assist  physicians 
with  their  more  pressing  problems 
during  conversion. 

Prior  Authorization  and 
Utilization  Review  Guidelines 

In  carrying  through  with  the  pre- 
vious year’s  activities  and  in  re- 
sponse to  several  MAG  House  man- 
dates, i.e.  Resolutions  19  and  21, 
the  Committee  continued  their  study 
of  prior  authorization  and  other  uti- 
lization review  programs  and  their 
effect  on  physician  practices.  In 
September,  1988  a utilization  re- 
view (UR)  survey,  was  conducted 
of  some  20  UR  and  insurance  com- 
panys  most  prominent  in  the  state. 
The  survey  collected  information  on 
reviewer  credentials,  utilization  cri- 
teria, patient  identification  and 
medical  information  required,  phy- 
sicians consultation,  penalties,  etc. 
The  data  was  to  be  used  to  assess 
consistency  in  UR  systems,  possi- 
ble problem  areas,  and  to  form  the 
basis  for  developing  appropriate 
guidelines  for  their  use.  Coinciden- 
tally, the  Association  was  con- 
tacted by  Georgia’s  Insurance  Com- 
missioner, Warren  Evans,  concern- 
ing physicians’  complaints  he  had 
received  on  the  matter  and  with  the 
request  that  an  Association  study 
be  conducted  and  recommenda- 
tions offered  to  him. 

In  November,  the  Committee  pre- 
pared a set  of  draft  guidelines  for 
conduct  of  prior  authorization  pro- 
grams and  claims  submission  re- 
view, and  appeals  procedures.  The 
guidelines  offer  an  initial  frame- 
work to  encourage  greater  consist- 
ency in  the  structure  and  operation 
of  prior  authorization  programs,  and 
to  assure  the  programs  are  imple- 
mented efficiently  in  conjunction 
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with  medical  care  services.  They 
were  later  approved  by  the  MAG  Ex- 
ecutive Committee  as  the  basis  of 
discussion  with  Commissioner  Ev- 
ans. 

Subsequently,  meetings  were 
held  with  Commissioner  Evans  who 
has  agreed  to  convene  with  MAG  a 
committee  of  industry  representa- 
tives to  iron  out  many  of  the  UR 
problems. 

Recommendations 

1.  That  the  Association  continue 
to  rigorously  oppose  Medicare  laws 
and  regulations  which  work  to  the 
detriment  of  good  patient-physician 
relations  and  services.  (Referred  to 
Reference  Committee  C.) 

2.  That  the  MAG  work  aggres- 
sively with  the  Georgia  insurance 
commissioner,  the  insurance  in- 
dustry, and  other  payors  to  improve 
the  administration  of  prior  author- 
ization and  other  utilization  review 
programs. 

HOUSE  ACTION 

Adopted  Recommendation  2. 


RESOLUTION  12 

Third  Party  Payor 
Claims  Processing 

James  Q.  Whitaker,  M.D. 

Whereas,  health  insurance  com- 
panies frequently  do  not  notify  the 
physician  if  a claim  is  to  be  denied 
or  if  the  patient  is  not  covered;  and 

Whereas,  this  failure  to  notify 
physicians  of  denied  claims  may 
lead  to  months  of  delay,  during 
which  time  the  physician  may  lose 
the  opportunity  to  bill  the  patient 
for  his  or  her  charges;  therefore  be 
it 

RESOLVED,  that  the  MAG  coop- 
erate with  third  party  payors  to  im- 
prove their  reporting  to  physicians 
and  patients  on  claims  processed 


or  denied,  assuring  physicians  of 
timely  notification  regarding  any 
and  all  claims  not  to  be  paid. 


HOUSE  ACTION 

Adopted  as  amended:  “RE- 
SOLVED, that  the  MAG  cooperate 
with  third  party  payors  to  improve 
their  reporting  to  physicians  and 
patients  on  claims  processed  or  de- 
nied, assuring  physicians  of  timely 
notification  regarding  any  and  all 
denied  claims.” 


RESOLUTION  18 

Fiscal  Solvency  of 
Insurance  Companies 

Larry  Brightwell,  M.D. 

Whereas,  insurance  companies 
possess  millions  of  dollars  of  re- 
serve funds  which  they  invest  for 
income;  and 

Whereas,  bad  investments  can 
lead  to  loss  of  revenue  for  such 
companies,  which  they  then  must 
pass  on  to  their  policyholders  as 
premium  increases;  and 
Whereas,  there  may  be  insuffi- 
cient governmental  regulations  in 
place  to  monitor  insurance  com- 
panies’ investment  or  fiscal  prac- 
tices and  to  prevent  substantial  in- 
vestment losses;  therefore  be  it 
RESOLVED,  that  the  MAG  inves- 
tigate the  need  for  stronger  regu- 
lations by  the  State  Commissioner 
of  Insurance  and  if  necessary  make 
recommendations  to  insure  the  fis- 
cal solvency  of  insurance  compa- 
nies in  Georgia. 


HOUSE  ACTION 

Did  not  adopt. 


RESOLUTION  20 

Voluntary  Acceptance 
of  Medicare  Assignment 

Dolford  F.  Payne,  Jr.,  M.D. 

Whereas,  in  December  1987,  the 
AMA  adopted  a resolution  to  “aid 
and  encourage  individual  medical 
societies  to  develop  voluntary  Med- 
icare assignment  programs  which 
will  assist  in  the  protection  of  the 
financial  resources  of  the  elderly  of 
limited  means  and  ensure  access 
to  health  care  for  all  the  elderly”; 
and 

Whereas,  since  that  action  twenty- 
two  (22)  medical  societies  across 
the  country  have  implemented  vol- 
untary acceptance  of  Medicare  as- 
signment programs  and  nineteen 

(19)  other  medical  societies  are 
considering  such  programs;  and 

Whereas,  successful  voluntary 
programs  could  very  well  offset  the 
need  for  mandatory  Medicare  as- 
signment legislation  which  has 
been  introduced  in  some  twenty 

(20)  states  and  enacted  in  four  (4); 
and 

Whereas,  this  House  of  Dele-  ' 
gates  adopted  a resolution  in  April 
1988  “that  a Senior  Citizen  Advo- 
cacy Program  be  most  expedi- 
tiously developed”;  therefore,  be  it 

RESOLVED,  that  the  members  of 
the  Medical  Association  of  Georgia 
(MAG)  participate  in  a voluntary  ac- 
ceptance of  Medicare  assignment 
program  for  all  patients,  65  years  or 
older,  with  annual  incomes  at  or 
less  than  150  percent  of  the  feder- 
ally-determined poverty  level;  and 
be  it  further 

RESOLVED,  that  the  program  be 
conducted  at  the  local  level  by 
component  societies  with  the  sup- 
port and  administrative  assistance 
of  MAG. 

HOUSE  ACTION 

Adopted  the  first  RESOLVED  as  i 

amended:  “RESOLVED,  that  while  j 
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most  members  already  comply,  that 
all  members  of  The  Medical  Asso- 
ciation of  Georgia  (MAG)  partici- 
pate in  voluntary  acceptance  of  The 
Medicare  Assignment  Program  for 
all  patients  who  are  deemed  med- 
ically indigent  and  who  may  oth- 
erwise be  deemed  eligible  by  the 
physician  and  that  the  matter  be  re- 
ferred to  the  MAG  Board  of  Direc- 
tors.” 

Did  not  adopt  second  RESOLVE. 


RESOLUTION  26 

National  Health 
Insurance 

William  E.  May,  M.D. 

Whereas,  a significant  number  of 
American  Citizens  are  not  covered 
by  Medicaid,  Medicare,  or  private 
health  insurance;  and 
Whereas,  the  health  care  needs 
of  this  population  are  not  being  met 
by  present  delivery  systems  or  pro- 
viders’ charity  service;  and 

Whereas,  most  American  voters 
now  favor  a public  health  care  sys- 
tem based  on  British  or  Canadian 
models,  despite  the  inefficiency  and 
uncertain  quality  of  care  offered  by 
such  systems;  and 
Whereas,  the  individual’s  free- 
dom of  choice  inherent  in  our  na- 
tion’s health  care  systems  must  be 
preserved,  in  order  to  foster  initia- 
tive and  progress,  and  to  be  con- 
sistent with  our  nation’s  fundamen- 
tal social  and  political  beliefs; 
therefore,  be  it 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  House  of  Del- 
egates adopt  a formal  position  of 
support  for  a National  Health  In- 
surance system,  with  the  following 
provisions: 

— that  all  American  citizens  be  re- 
quired to  maintain  health  insur- 
ance; 


— that  the  Medicare,  Medicaid  and 
Veterans  Administration  pro- 
grams be  merged  into  a unified 
National  Health  Service,  extend- 
ing coverage  to  all  citizens  not 
covered  by  other  insurance 
plans; 

— that  standards  of  minimum  and 
maximum  services,  and  of  com- 
pensation to  providers,  be  es- 
tablished and  maintained  within 
the  National  Health  Service 
based  on  balanced  input  of  the 
government,  providers,  and  ben- 
eficiaries; 

— that  our  present,  privately-funded 
system  of  care  be  also  continued 
for  patients  economically  able 
and  desiring  to  participate; 

— that  in  such  private  system,  min- 
imum and  maximum  service 
standards,  fees  and  compensa- 
tions, be  regulated  by  free  mar- 
ket forces  and  traditional  profes- 
sional or  ethical  standards;  and 

— that  professional  providers,  in- 
stitutions, and  facilities  be  al- 
lowed to  function  wholly  within 
one  or  the  other  system,  or  to 
participate  in  both;  and  be  it  fur- 
ther 

RESOLVED,  that  the  Georgia  Del- 
egation to  the  AMA  submit  this  res- 
olution to  the  American  Medical  As- 
sociation House  of  Delegates. 

HOUSE  ACTION 

Adopted  substitute  resolution  in 
lieu  of  this  resolution:  “RESOLVED, 
that  the  MAG  House  of  Delegates 
appoint  a strategic  planning  Com- 
mittee to  work  with  the  Georgia  State 
Legislature  to  study  the  funding  of 
care  for  medically  indigent  pa- 
tients; and 

BE  IT  FURTHER  RESOLVED,  that 
the  AMA  be  urged  to  work  with  Con- 
gress to  develop  a similar  strategic 
planning  Committee  nationally.” 


RESOLUTION  45 

Investigation  of 
Hospital  Practices 

Cobb  County 
Medical  Society 

Whereas,  hospitals  are  now  un- 
der added  financial  pressures  due 
to  increasingly  more  restrictive 
reimbursement  procedures;  and 

Whereas,  some  hospitals  are  ap- 
parently attempting  to  compensate 
for  hospital  revenue  shortfalls  by 
entering  areas  that  are  traditionally 
under  the  auspices  of  private  med- 
ical care;  and 

Whereas,  physicians’  legal,  ethi- 
cal and  social  constraints  have  been 
professionally  defined  and  different 
than  those  of  hospitals;  and 

Whereas,  the  services  above  are 
advertised  and  rendered  by  hospi- 
tals and  include  hospital  owned  ur- 
gent care  and  primary  care  delivery 
clinics,  sports  medicine  clinics,  and 
women’s  services  clinics;  there- 
fore, be  it 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  investigate  the 
legal,  ethical,  and  social  structure 
of  such  hospital  practices;  and  be 
it  further 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  urge  the  Com- 
posite State  Board  of  Medical  Ex- 
aminers to  investigate  the  manage- 
ment aspects  of  such  practices  and 
how  they  impact  on  the  legal  and 
ethical  delivery  of  physician  serv- 
ices in  those  units. 

HOUSE  ACTION 

Referred  to  the  Board  of  Directors 
for  further  study  and  implementa- 
tion as  it  deems  appropriate. 
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RESOLUTION  46 
Medicare  Regulations 
DeKalb  Medical  Society 

Whereas,  the  regulations  for 
Medicare  as  promulgated  by  the 
Health  Care  Financing  Administra- 
tion, and  implemented  by  the  PRO 
of  Georgia  prohibit  a patient  from 
obtaining  a pre-certification  au- 
thorization number  and  mandate 
that  the  physician,  whether  partic- 
ipating or  non-participating,  must 
obtain  this  authorization;  and 
Whereas,  many  non-participating 
physicians  feel  that  obtaining  au- 
thorization is  the  patient’s  respon- 
sibility since  Medicare’s  relation- 
ship is  with  the  patient  and  not  the 
non-participating  physician;  there- 
fore be  it 

RESOLVED,  that  MAG  petition  the 
Health  Care  Financing  Administra- 
tion to  change  the  regulations  to 
allow  patients  the  option  to  obtain 
their  own  pre-certification  authori- 
zation number  and  be  it  further 
RESOLVED,  that  this  issue  be  car- 
ried to  the  AMA  House  of  Delegates 
and  the  Georgia  Congressional  del- 
egation for  assistance. 

HOUSE  ACTION 

Adopted. 


RESOLUTION  48 

Medicare  Program 

Georgia  Medical  Society 

Whereas,  AEtna  Casualty  & Sur- 
ety Company  is  now  the  Medicare 
carrier  for  Georgia;  and 
Whereas,  HCFA  has  contracted 
with  Healthcare  COMPARE  to  pro- 
vide peer  review  for  AEtna;  and 
Whereas,  the  policies  of  Health- 
Care  Compare  and  AEtna  have  been 
presented  to  practitioners  of  med- 
icine in  Georgia;  and 
Whereas,  these  policies  both  ex- 
plicitly and  implicitly  alter  time 
tested  Doctor-Patient  and  Doctor- 
Doctor  relationships  and  impair  the 
mission  of  the  physician  to  his  pa- 
tient; and 

Whereas,  current  AEtna  and 
Healthcare  COMPARE  policies  ac- 
tively imply  that  physicians  are  dis- 
honest and  medical  care  over- 
priced; and 

Whereas,  AEtna  and  HCFA  have 
altered  established  agreements  and 
operating  practices  since  January 
1,  1989,  and  inordinately  delayed 
and  reduced  legitimate  payments 
to  physicians;  and 
Whereas,  these  policies  are  cre- 
ating an  intolerable  paper  trail  for 
the  medical  profession  and  de- 
stroying confidence  and  trust  in  the 
Doctor-Patient  relationship;  and 
Whereas,  physicians  remain  ded- 
icated to  their  patients  and  are  their 
patients’  only  knowledgeable  ad- 


vocates in  medical  matters;  there- 
fore; be  it 

RESOLVED,  that  the  MAG  de- 
mand that  HCFA  and  Congress  re- 
quire AEtna  and  Healthcare  COM- 
PARE to  act  in  a responsible  manner 
to  maintain  access  of  the  Medicare 
patient  to  the  health  care  system, 
and  to  the  physician  of  his/her 
choice,  and  desist  from  arbitrary 
policies  which  result  in  disruption 
of  the  manner  in  which  Doctor-Pa- 
tient and  Doctor-Doctor  relation- 
ships have  evolved  and  now  exist 
to  maintain  excellent  health  care  in 
Georgia  and  the  United  States. 


HOUSE  ACTION 

Adopted  as  amended:  “RE- 
SOLVED, that  the  MAG  continue  to 
encourage  HCFA  and  Congress  to 
require  AEtna  and  Healthcare 
COMPARE  to  act  in  a responsible 
manner  to  maintain  access  of  the 
Medicare  patient  to  the  health  care 
system,  and  to  the  physician  of  his/ 
her  choice.  Further,  that  AEtna  also 
be  required  to  cease  and  desist  from 
artibrary  policies,  (i.e.,  the  down- 
coding of  medical  services  and  the 
requirement  for  automatic  docu- 
mentation of  comprehensive  serv- 
ices, initial  consultation,  and  con- 
current care)  which  result  in 
disruption  of  the  manner  in  which 
Doctor-Patient  and  Doctor-Doctor 
relationships  have  evolved  and  now 
exist  to  maintain  excellent  health 
care  in  Georgia  and  the  United 
States. 
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nizatidine  capsules 

Brief  Summary 

Consult  the  package  literature  for  complete  information. 

Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment  of 
active  duodenal  ulcer.  In  most  patients,  the  ulcer  will  heal  wi^in  four  weeks. 

Axid  is  Indicated  for  maintenance  therapy  for  duodenal  ulcer  patents  at  a reduced 
dosage  of  1 50  mg  h.s.  after  healing  of  an  active  duodenal  ulcer.  The  consequences 
of  continuous  therapy  with  Axid  for  longer  than  one  year  are  not  known. 
Contraindication;  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to  o^er 
Hrreceptor  antagonists. 

Procautions:  General  - 1 . Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2.  Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3.  Pharmacokinetic  shjdies  In  patients  with  hepatorenal  syndrome  have  not  been 
done.  Part  of  the  dose  of  nizatidine  is  metabolizedin  ^e  liver.  In  patients  with  normal 
renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of  nizatidine 
is  similar  to  that  in  normal  subjects. 

Laboratory  Teste -False-positive  tests  for  urobilinogen  with  Muttistix®  may 
occur  during  therapy  with  nizatidine. 

Drug  Interactions  - No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordlazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfann.  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme  system; 
therefore,  drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not 
expected  to  occur.  In  patients  given  veiV  high  doses  (3.900  mg)  of  aspirin  daily, 
increases  In  serum  salicylate  levels  were  seen  when  nizatidine.  1 50  mg  b.i.d..  was 
administered  concurrently. 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility- A two-year  oral  car- 
cinogenic!^ study  In  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the 
recommended  daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic 
effect.  There  was  a dose-related  increase  in  the  density  of  enterochromaffin-like 
(ECL)  cells  in  the  gastric  oxyntic  mucosa.  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  In  male  mice;  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  witii  placebo,  ^male 
mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330  times  the  human 
dose)  showed  marginally  statistically  significant  increases  in  hepatic  carcinoma 
and  hepatic  nodular  hyperplasia  with  no  numerical  increase  seen  in  any  of  the  other 
dose  groups.  The  rate  of  hepatic  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
Injury  (transaminase  elevations) . The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  s)rnthesis, 
sister  chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration 
tests,  and  a micronucleus  test. 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny. 

Pregnancy- Teratogenic  Effects -Pregnancy  Category  C-  Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect;  but.  at  a dose  equivalent  to  300  times  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights.  On  intravenous  administration  to  pregnant  New  Zealand  White  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced  ventricular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
fetus,  there  are,  however,  no  adequate  and  well-controlled  studies  In  pregnant 
women.  It  is  also  not  known  whether  nizatidine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproduction  capacity.  Nizatidine  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nursing  Mothers  - S\\iC\es  conducted  In  lactating  women  have  shown  that 
<0.1%  of  the  administered  oral  dose  of  nizatidine  is  secreted  in  human  milk  in 
proportion  to  plasma  concentrations.  Caution  should  be  exercised  when  adminis- 
tering nizatidine  to  a nursing  mother. 

Pediatnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormaitties  are  aiso  similar  to  those  seen  in  other  age  groups.  Age  alone  may 
not  be  an  important  factor  in  the  disposition  of  nizatidine.  Elderly  patients  may  have 
reduced  renal  function. 

Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5,000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-con^olled  trials 
included  over  1 ,900  patients  given  nizatidine  and  over  1 ,300  given  placebo.  Among 
reported  adverse  events  in  the  domestic  placebo-controlled  trials,  sweating  (1  % vs 
0.2%).  urticaria  (0.5%  vs  < 0.01  %).  and  somnolence  (2.4%  vs  1 .3%)  were  signifi- 
cantly more  common  in  the  nizatidine  group.  A variety  of  less  common  events  was 
also  reported:  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine. 

H^atic  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
[AST],  SGPT  (ALT],  or  alkaline  phosphatase),  occurred  in  some  patients  and  was 
possibly  or  probably  related  to  nizatidine.  In  some  cases,  there  was  marked 
elevation  of  SGOT  s6pt  enzymes  (greater  than  500  lU/L)  and.  in  a single  instance. 
SGPT  was  greater  than  2,000  lU/L.  TTie  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevations  to  three  times  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in  placebo-treated 
patients.  All  abnormalities  were  reversible  after  discontinuation  of  Axid. 

Cardiovascular  -\n  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomatic ventricular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects. 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported.  > 

Endocnne  - Clinical  pharmacology  studies  and  conti'olled  clinical  trials  showed  ^ 
no  evidence  of  antiandrogenic  activity  due  to  Axid.  Impotence  and  decreased  libido  i 
were  reported  with  equal  freguency  by  patients  who  received  Axid  and  by  those  i 
given  placebo.  Rare  reports  of  gynecomastia  occurred.  , 

Hematologic  - Fatal  thrombocytopenia  was  reported  in  a patient  who  was  , 
treated  with  hid  and  another  H2-receptor  antagonist.  On  previous  occasions,  this  , 
patient  had  experienced  thrombocytopenia  while  taking  other  drugs.  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported. 

Integumental  - Sweating  and  urticaria  were  reported  significantly  more  fre- 
quently in  nizatidine-  than  in  placebo-treated  patients.  Rash  and  exfoliative  d 
tiswere  also  reported. 

Hypersensitivity  - As  with  other  H;-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administration  of  nizatidine  have  been  reported.  Because  cross-sen- 
sitivity in  this  class  of  compounds  has  been  observed.  Hj-receptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensitivity 
to  these  agents.  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchospasm. 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

Other  - Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported. 
Eosinophilia,  fever,  and  nausea  related  to  nizatidine  administration  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered. 

Signs  and  Symptoms  -There  is  little  clinical  experience  with  overdosage  of  Axid 
in  humans.  Test  animals  that  received  large  doses  of  nizatidine  have  exhibited 


e dermati- 


cholinergic-type  effects,  including  lacrimation.  salivation,  emesis,  miosis,  and 
diarrhea.  Single  oral  doses  of  600  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys 
were  not  lethal.  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 


mgAg  and  232  mg/kg  respectively. 

Treatment  -To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physicians'  Desk  Reference 
(PDR).  In  managing  overdosage,  consider  the  possibility  of  multiple  drug  over- 
doses. interaction  among  drugs,  and  unusual  drug  kinetics  in  your  patient. 

It  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for 
fourto  six  hours  increased  plasma  clearance. 
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Patients  appreciate  Axid^  300  mg, 
in  the  Convenience  Pak 

in  a Convenience  Pak  survey  (N  = 100) 

■ 1 00%  said  the  directions  on  the  Convenience  Pak  were 


93%  reported  not  mi 
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Reference  Committee  C gave 
careful  consideration  of  its  re- 
ferred reports  and  resolutions.  It 
was  comprised  of  the  following 
physicians:  James  L.  O’Quinn, 
Chairman,  Richmond;  Ellis  B. 
Keener,  Vice  Chairman,  Hall;  Wil- 
liam G.  Whitaker,  III,  DeKalb;  Wil- 
liam B.  Jones,  Hall;  William  L. 
Dobes,  Jr.,  Medical  Association  of 
Atlanta;  Ronald  P.  Roper,  Cobb;  Jo- 
seph V.  Morrison,  Jr.,  Georgia  Med- 
ical; and  Catherine  S.  Andrews, 
Cobb. 


Report  /I 


Reference 

Committee 


IMMEDIATE  PAST 
PRESIDENT 

Jack  F.  Menendez,  M.D. 

Refer  to  the  Report  of  Reference 
Committee  A for  the  full  re- 
port of  the  Immediate  Past  Presi- 
dent. 

Recommendations 

1 .  That  the  PIP  program  be  con- 
tinued next  year  on  Wednesdays 
and  Thursdays.  We  should  also 
continue  to  recruit  physicians  who 
are  knowledgeable  about  the  leg- 
islative process  to  direct  the  PIP 
volunteers  on  a day  by  day  basis. 

2.  That  MAG  evaluate  the  plan  in 
place  in  Kentucky  to  increase  ac- 
cess to  health  care  by  our  citizens. 
(Referred  to  Reference  Committee 
B.) 

3.  That  the  Judicial  Council  de- 
velop clear  policy  guidelines  gov- 
erning Physician-Officer-Staff  rela- 
tions. (Referred  to  Reference 
Committee  A.) 

HOUSE  ACTION 

Adopted  Recommendation. 


REPORT  OF  THE 
PRESIDENT-ELECT 

Joe  L.  Nettles,  M.D 

This  past  year  has  been  packed 
with  one  crisis  after  another. 
I would  like  to  thank  Dr.  Joe  Bailey 
for  his  able  leadership  and  his  tire- 
less devotion  to  duty.  I would  also 
like  to  thank  the  MAG  staff,  espe- 
cially Interim  Executive  Director 
Paul  Shanor,  and  General  Counsel 
Richard  Greene,  for  their  able  ef- 
forts in  dealing  with  all  problems 
as  they  arose. 

Although  many  areas  of  concern 
are  still  with  us,  I would  like  to  sin- 
gle out  3 areas  that  need  special 
attention  by  the  House  of  Dele- 
gates. 

1 . Continued  Rise  in  Malpractice 
Insurance  Premiums 

This  topic  was  discussed  at  last 
year’s  House  of  Delegates  and 
should  not  be  allowed  to  lie  fallow 
this  year.  We  continue  to  witness 
an  upward  spiral  that  appears  to 
have  no  end.  The  MAG  tort  reform 
wheel  has  not  been  greased  by  the 
last  2 legislative  sessions,  and  it  is 
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Members  of  the  House  attend  to  the  report  of  Reference  Committee  C. 


time  we  start  squeaking.  There  is 
I no  justification  for  Georgia  premi- 
I urns  to  remain  number  3 or  4 in  the 
I country.  We  say  that  there  is  no  way 
I we  can  pass  a cap  on  non-eco- 
nomic  loss;  however,  we  have  not 
really  tried,  and  that  is  evidently  the 
one  thing  that  affects  the  premium 
more  than  anything  else.  Please  re- 
fer to  my  recommendation  on  page 
3. 

2.  The  Spectre  of  Mandated  ^s- 
signment 

Three  separate  attempts  at  some 
form  of  Mandated  Assignment  were 
successfully  fought  off  during  the 
recent  Georgia  legislative  session. 
The  most  drastic  attempt  was  an 
amendment  to  the  C.M.E.  Bill  by 
Senator  A1  Scott  of  Savannah  that 
would  tie  mandatory  acceptance  of 
Medicare  and  Medicaid  to  licen- 
I sure.  Thanks  to  vigilance  and  skill- 
■ ful  work  by  Dr.  Jim  Kaufmann  and 
his  able  lieutenants,  Richard 
Greene,  Paul  Shanor  and  Joe  Wood, 
all  three  measures  were  avoided.  1 
asked  Senator  Scott  why  he  pro- 
posed such  a measure,  and  he  re- 
ferred me  to  Vita  Ostrander,  a for- 
mer National  President  of  AARP.  Ms. 
Ostrander  felt  that  such  mandates 
were  necessary  because  the  Aetna 
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Medicare  Part  B SNAFU  was  becom- 
ing so  critical  that  doctors  were 
threatening  to  discontinue  seeing 
Medicare  patients.  Some  form  of 
Mandated  Assignment  has  been  put 
into  law  by  4 states,  and  a majority 
of  the  rest  of  the  states  are  being 
threatened  by  such  action.  Presi- 
dent Bush  has  already  advanced  a 
budget  that  cuts  $5  billion  from  last 
year’s  Medicare  funds  despite  an  in- 
creasing aging  population  and  wid- 
ening technology  that  should  call 
for  an  increase. 

How  will  we  successfully  con- 
tinue to  avoid  mandates  of  Medi- 
care and  Medicaid  assignment? 
Only  by  pointing  out  to  the  public 
that  we  are  taking  care  of  our  el- 
derly and  needy  and  therefore  there 
is  no  need  for  such  action.  The  State 
of  Washington  recently  used  such 
public  relation  tactics  to  over- 
whelmingly defeat  a state  referen- 
dum that  would  have  put  them  in 
the  same  position  as  the  doctors  of 
Massachusetts.  Through  such  pa- 
tient advocacy  programs  as  “Doc- 
tor-Care,” the  component  medical 
societies  of  Washington  see  to  it 
that  no  one  lacks  medical  attention. 

The  Medical  Association  of  Geor- 
gia’s newly  formed  Ad  Hoc  Com- 


mittee on  Senior  Citizen  Advocacy 
is  already  exploring  ways  to  see  to 
it  that  the  physicians  of  Georgia  take 
the  initiative  before  the  control  is 
taken  out  of  our  hands.  This  Com- 
mittee and  the  Public  Relations 
Committee  will  have  suggestions  for 
ways  to  advance  this  initiative. 

3.  The  Justice  Department  Threat 

For  the  past  3 months  a Federal 
Grand  Jury  has  convened  in  Savan- 
nah gathering  information  and 
hearing  testimony  as  to  whether  to 
criminally  indict  all  30  practicing 
obstetricians.  (The  original  papers 
listed  31,  but  Dr.  Richard  Lanier,  a 
former  MAG  Director,  recently  died 
of  a coronary.)  There  are  allega- 
tions that  5 years  ago  these  obste- 
tricians conspired  to  fix  prices.  1 am 
confident  that  no  action  taken  by 
those  physicians  constitutes  an  in- 
tentional F.T.C.  or  anti-trust  viola- 
tion. To  place  such  high-quality 
professionals  and  their  families  un- 
der such  stress  in  unconscionable. 

Our  President,  Dr.  Joe  Bailey,  our 
Georgia  Health  Network  Director, 
David  Poythress,  Richard  Greene, 
Paul  Shanor  and  others  have  worked 
hard  to  come  to  the  relief  of  our 
beleaguered  fellow  physicians,  but 
so  far  our  efforts  have  not  prevailed. 
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We  plan  to  continue  our  efforts 
working  through  the  AMA  as  this 
circumstance  could  have  caught 
any  of  us  at  a time  when  the  rules 
of  the  game  were  vague  and  un- 
tested and  knowledge  of  such  rules 
was  non-existent.  We  are  hopeful 
that  no  criminal  indictments  will  be 
issued. 

By  the  time  the  House  of  Dele- 
gates meets,  the  decision  of  the 
Grand  Jury  possibly  will  be  evident. 
If  a criminal  indictment  is  made, 
then  Georgia  physicians  should  co- 
ordinate state  and  national  efforts 
toward  financial  and  legal  relief  as 
the  cost  — both  monetarily  and 
emotionally  — has  already  strained 
the  limits  of  our  colleagues. 

Finally,  I would  like  to  thank  you, 
the  physicians  of  Georgia,  for  the 
privilege  of  serving  with  you  in  this 
period  of  crisis.  1 often  hear  the  trite 
remark  “1  wouldn’t  want  my  son  to 
be  a doctor.”  Back  in  college  when 
1 first  made  up  my  mind  to  go  to 
medical  school,  my  friends  said, 
“Joe,  you  shouldn’t  do  that.  So- 
cialized medicine  is  right  around 
the  corner.”  That  may  be  the  case, 
but  it’s  still  the  greatest  profession 
and  the  opportunities  are  enor- 
mous. If  we  work  together,  we  can 
keep  it  that  way. 

Recommendation 

That  MAG  mount  a new  all-out 
effort  to  gain  control  on  the  spiral- 
ing costs  of  medical  liability  insur- 
ance through  (1)  pushing  through 
the  legislature  the  obstetrical  relief 
package  developed  this  year,  and 
(2)  seeking  to  place  a cap  on  awards 
for  non-economic  loss. 

HOUSE  ACTION 

Adopted  with  commendation. 


MAG  COUNCIL  ON 
LEGISLATION 

James  A.  Kaufmann,  M.D. 

Patients  . . . and  Their  Physicians 
Win  on  Major  Issues! 

The  1989  Session  of  the  Georgia 
General  Assembly  began  on  Janu- 
ary 9 and  came  to  a long  awaited 
end  on  Wednesday,  March  15  at  6:33 
p.m.  as  Lt.  Governor  Zell  Miller  and 
Speaker  Tom  Murphy  simultane- 
ously gaveled  the  session  to  close. 
This  session  saw  the  introduction 
of  1,136  House  Bills,  559  House 
Resolutions,  406  Senate  Bills,  and 
275  Senate  Resolutions  making  a 
total  of  2,376  pieces  of  legislation. 
As  is  usual,  MAG  had  to  follow  the 
largest  number  of  bills  of  any  or- 
ganization or  lobbying  group. 

Even  though  the  new  sales  tax 
dominated  the  media,  health-re- 
lated legislation  commanded  a ma- 
jor portion  of  the  legislature’s  time 
and  energy.  Your  MAG  Legislative 
team  followed  health-related  leg- 
islation ranging  from  access  to 
health  care  all  the  way  to  a statute 
dealing  with  embalming  a body 
prior  to  an  autopsy. 

Some  of  the  major  pieces  of  leg- 
islation are  as  follows: 

H.B.  209  — Nurse  Protocol.  The 
original  version  of  this  bill  would 
have  greatly  expanded  the  powers 
of  nurses  and  physician  assistants 
to  treat  patients  without  directly 
consulting  with  a physician.  As 
passed,  H.B.  209  is  a reasonable 
solution  to  the  problem  of  permit- 
ting nurses  and  P.A.s  to  practice 
under  “protocols.”  The  Georgia 
Nurses  Association  stated  prior  to 
the  Session  that  they  intended  to 
introduce  a brand  new,  expanded 
scope  of  nursing  legislation  com- 
prehensively re-writing  the  Nurse 
Practice  Act.  The  passage  of  H.B. 
209  became  so  difficult  and  bur- 
densome that  they  abandoned  for 
1989  this  new  Nurse  Practice  Act. 
Expect  to  see  it,  however,  in  1990. 


H.B.  702  — Continuing  Medical 
Education.  Of  the  three  mandatory 
CME  bills  introduced  in  1989,  the 
only  one  that  remains  active  for 
consideration  in  1990  is  H.B.  702, 
the  one  that  is  most  favorable  to  our 
position.  However,  this  was  one  of 
two  bills  amended  (and  a third  in- 
dependent bill  that  was  intro- 
duced) unfavorably  which  would 
make  it  mandatory  for  physicians 
to  accept  both  Medicare  and  Med- 
icaid patients  as  a condition  for  li- 
censure or  scholarship.  Rep.  George 
Green,  M.D.,  Georgia’s  only  M.D. 
State  Legislator  was  able  to  stop  this 
onerous  amendment  and  H.B.  702 
from  passing  in  1989. 

H.B.  1020  — Mandatory  Accept- 
ance of  Medicare  and  Medicaid  Pa- 
tients. This  bill  would  require  that 
an  applicant  for  a medical  license 
must  accept  and  treat  Medicare  and 
Medicaid  patients.  This  issue  will 
be  one  of  the  major  fights  in  the 
1990  Session.  There  appears  to  be 
considerable  support  for  the  con- 
cept. It  will  take  a dedicated  effort 
on  your  part  to  educate  your  leg- 
islators now  about  the  problems 
with  this  type  of  licensure  require- 
ment. 

S.B.  289  — Collateral  Source.  We 
are  pleased  to  report  that  S.B.  289, 
the  major  attack  on  the  collateral 
source  disclosures  is  still  stalled  in 
the  Senate  Rules  Committee.  Thank 
you  for  all  of  your  efforts  and  help. 
We  hope  you  will  thank  our  friends 
on  the  Senate  Rules  Committee,  es- 
pecially its  Chairman,  Senator  Na- 
than Dean  of  Rockmart  and  thank 
Lt.  Governor  Zell  Miller  for  his  strong 
help  in  stopping  S.B.  289. 

H.B.  379  — Physicial  Therapists. 
Another  attempt  by  physical  thera- 
pists to  expand  their  scope  of  prac- 
tice was  stopped  again  this  year  in 
the  House  Health  & Ecology  Com- 
mittee. It  was  an  attempt  for  them 
to  be  able  to  practice  independ- 
ently without  even  having  to  con- 
sult with  a physician  before  com- 
mencing treatments  on  patients. 

H.B.  1011  — OB  Tort  Reform.  MAG 
took  the  initiative  to  introduce  a 
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major  tort  reform  bill  in  1989.  It  will 
be  a major  part  of  MAG  1990  leg- 
islative effort.  H.B.  1011  is  an  at- 
tempt to  establish  a mandatory, 
binding,  fault-based  arbitration  sys- 
tem for  cases  involving  the  delivery 
of  an  infant. 

Teamwork  Pays!  Thanks  to  the 
Many  Physicians  and  Auxilians 
Who  Worked  Hard  to  Ensure  a 
Successful  Session. 

A cooperative  effort  by  physi- 
cians and  auxilians  led  the  way  to 
a very  successful  1989  Session.  MAG 
is  grateful  for  the  many  personal 
and  written  contacts  made  by  phy- 
sicians and  auxilians  on  behalf  of 
our  legislative  goals.  The  Physician 
Involvement  Program  (PIP)  was 
once  again  instrumental  in  influ- 
encing the  outcome  of  legislation. 
Although  PIP  participation  was 
down  this  year,  we  hope  the  new 
format  of  having  an  experienced 
physician  group  leader  each  day 
helped  make  the  experience  more 
meaningful  and  more  productive 
than  in  past  years.  It  is  critical  that 
PIP  be  revitalized  and  become  even 
more  effective. 

Enough  great  things  cannot  be 
bestowed  upon  the  Auxiliary  and  its 
Phone  Bank.  Our  legislative  staff  has 
commented  that  they  could  really 
“feel”  the  positive  impact  and  ef- 
fectiveness of  the  phone  bank  when 
talking  to  legislators.  The  prior 
planning  of  those  in  charge  of  the 
1 Phone  Bank  really  paid  dividends. 

I Special  thanks  to  Mrs.  Jan  Collins, 

I Mrs.  Cherie  Dennis,  Mrs.  Mary 
, Agraz,  Mrs.  Maureen  Vandiver,  Mrs. 
i Barbara  Tippins,  Mrs.  Grace  Wal- 
1 den,  Mrs.  Anne  Galloway,  Mrs.  San- 
i dra  Burk,  Mrs.  Ann  Purcell,  Mrs. 

I Margaret  Watson,  and  Mrs.  Anne 
Staley  for  planning  such  an  im- 
pressive and  proficient  Phone  Bank. 

The  patients  and  physicians  also 
owe  special  thanks  to  Georgia’s  only 
physician  legislator.  Representative 
George  Green,  M.D.  of  White  Plains, 
Georgia.  Rep.  Green  clearly 
emerged  this  Session  as  a leading 
I spokesman  on  health  care  issues. 


On  behalf  of  the  citizens  of  Georgia, 
MAG  extends  its  congratulations 
and  thanks  to  Rep.  George  Green, 
M.D.,  for  his  untiring  efforts  to  im- 
prove the  quality  of  health  care  in 
Georgia. 

1989  saw  another  successful 
Doctor-of-the-Day  Program.  MAG 
members  provided  needed  medical 
care  to  all  persons  at  the  Capitol 
through  this  very  popular  program. 
1989  also  saw  Mrs.  Alice  Kaufmann 
as  the  new  Medical  Aid  Station 
Nurse.  She  served  full-time  during 
the  session  and  received  well-de- 
served praises  from  legislators, 
Capitol  staff  and  from  the  public  at- 
large.  On  several  days  Nurse  Kauf- 
mann and  the  Doctor  of  the  Day 
treated  in  excess  of  50  patients.  They 
ably  treated  everything  imaginable 
from  headaches,  to  broken  bones, 
to  heart  disease.  They  even  de- 
tected a patient  who  had  cancer. 

We  would  be  remiss  if  we  didn’t 
thank  another  important  group.  A 
grateful  THANK  YOU  is  extended  to 
the  MAG  Mutual  Insurance  Com- 
pany for  their  tireless  support  and 
assistance  again  this  year.  Special 
thanks  to  Dr.  Charles  Hollis,  Chief 
Executive  Officer;  Mr.  Tom  Gose, 
President;  Marilyn  Allen,  Staff  At- 
torney; and  Mr.  Robert  Constantine, 
Corporate  Attorney  for  their  unsel- 
fish and  dedicated  service. 

Groups  Working  Together 

Some  specialty  groups  have  con- 
sidered, or  even  had  introduced, 
legislation  to  meet  certain  needs  or 
goals  of  that  particular  group.  Even 
some  individual  physicians  acting 
virtually  alone  have  had  bills  intro- 
duced. While  continuing  to  recog- 
nize the  rights  of  any  group  or  in- 
dividual to  act  independently,  it  is 
generally  recognized  that  a unified 
and  united  medical  lobby  will  be- 
come more  effective  than  if  divided; 
therefore,  persons  or  groups  con- 
sidering the  introduction  of  legis- 
lation are  strongly  urged  and  en- 
couraged to  submit  such  proposals 
to  the  Legislative  Council  for  con- 
sideration, comparison  to  MAG  pol- 
icy, and  discussion  prior  to  its  being 


introduced.  Likewise,  whenever 
such  persons  or  groups  are  con- 
templating or  have  already  hired  in- 
dependent lobbyists  or  “consul- 
tants” they  are  also  strongly  urged 
and  encouraged  to  discuss  such 
with  the  Legislative  Council  prior  to 
making  such  a decision.  It  needs 
to  be  clearly  understood  that  nei- 
ther request  for  “consultation”  is 
designed  to  prevent  any  group  or 
person  from  taking  whatever  action 
they  feel  is  appropriate.  The  Geor- 
gia Society  of  Anesthesiologists,  Inc. 
is  especially  to  be  commended  for 
instructing  its  independent  lobbyist 
to  work  closely  and  directly  with 
and  under  the  guidance  of  MAG’s 
lobbying  effort.  Remember,  “united 
we  stand,  divided  we  fall!” 

The  newly  restructured  Legisla- 
tive Council  performed  beyond  ex- 
pectation. 1988  House  recom- 
mended a re-structuring  of  the 
Legislative  Council  in  an  attempt  to 
revitalize  and  increase  its  impact. 
The  re-structuring  was  successful. 
The  new,  expanded  Legislative 
Council  met  several  times  prior  to 
the  Session  as  we  prepared  and  for- 
mulated our  policies  and  positions. 
Individual  participation  was  excel- 
lent and  those  members  who  at- 
tended the  meetings  are  to  be  com- 
mended for  their  efforts.  Several  new 
pieces  of  legislation  were  intro- 
duced as  a direct  result  of  Legis- 
lative Council  suggestions.  This  ef- 
fort to  raise  participation  will 
continue  into  next  year.  It  is  im- 
perative if  we  are  to  maintain  our 
strong  voice  at  the  Capitol. 

It  took  a cooperative  effort  by 
physicians  and  auxilians  who  par- 
ticipated in  the  political  process  to 
bring  about  the  many  successes 
MAG  enjoyed  this  past  year.  1989  is 
perhaps  one  of  the  most  successful 
Sessions  ever  for  MAG.  It  was  the 
Personal  Physician  Involvement 
that  is  now,  and  always  will  be  the 
Key  to  MAG’s  Success  at  the  Capitol. 

Thanks  is  also  extended  to  our 
staff  for  their  tireless,  seven  days-a- 
week  effort.  Thanks  to  your  help  and 
their  help,  MAG  did  not  lose  a sin- 
gle major  issue  last  year.  The  op- 
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to  submit  any  proposed  legislation 
to  the  Legislative  Council  prior  to 
its  introduction. 

4.  That  specialty  groups  be  en- 
couraged to  consult  with  the  Leg- 
islative Council  prior  to  hiring  in- 
dependent lobbyists  or  consultants. 

5.  That  individual  MAG  members 
and  their  spouses  be  encouraged 
to  not  only  contribute  to  GaMPAC, 
but  more  importantly  to  personally 
participate  in  legislative  activities 
and  campaigns. 

6.  That  MAG  members  make 
themselves,  their  staff  and  their  of- 
fices and  equipment  (i.e.,  tele- 
phone, copiers,  printers,  and  com- 
puters, etc.)  available  to  help  the 
candidates  of  their  choice. 

7.  That  Mrs.  Jan  Collins,  Mrs. 
Cheri  Dennis,  Mrs.  Grace  Walden, 
Mrs.  Anne  Staley  and  the  many  Aux- 
iliary volunteers  be  commended  for 
the  successful  1989  Telephone 
Bank. 

8.  The  MAG  staff,  the  Legislative 

Council,  and  the  Auxiliary  work  to- 
gether prior  to  the  1990  Session  to  l| 
improve  and  enhance  the  effective-  j 
ness  of  the  phone  bank.  i 

9.  That  all  members  of  the  Aux-  | 
iliary  who  participated  as  a tele-  j 
phone  bank  volunteer  be  written  a | 
thank  you  letter  by  the  Legislative  | 
Council  Chairman. 

10.  That  Dr.  Charles  Hollis  and  | 

MAG  Mutual  Insurance  Company  be  i 
commended  for  going  above  and  ^ 
beyond  the  call  of  duty  by  its  effec-  ! 
tive  assistance  during  the  General 
Assembly.  || 

11.  That  the  1989  Legislative  il 
Seminar,  which  is  being  held  on 
August  4 through  August  6,  1989  at 
the  King  & Prince  Hotel  have  its 
theme  dedicated  to  educating  phy-  • 
sicians  on  how  to  combat  the  at-  ■ 
tempts  to  legislate  mandatory  Med-  ' 
icare/Medicaid  assignment. 

HOUSE  ACTION 

Adopted  with  commendation. 
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(L  to  R)  Paul  Shanor,  MAG  Executive  Director;  Ralph  Tillman,  M.D.,  MAG  Secretary; 
James  Kaufmann,  M.D.,  Speaker  of  the  House;  Mary  Lou  Stephens,  Parliamentarian; 
and  Joseph  Bailey,  Jr.,  M.D.,  MAG  President,  listen  to  the  report  of  Reference  Com- 
mittee C. 


posite  is  reality  as  MAG  success- 
fully stopped  issues  such  as  an 
attack  on  the  Collateral  Source  rule 
by  plaintiff’s  attorney’s,  nurse’s 
mandatory  third  party  reimburse- 
ment, expanded  scope  of  practice 
for  physical  therapists.  1 wish  to  ex- 
press special  thanks  to  Mrs.  Donna 
Glass,  secretary  to  our  Legislative 
Team.  She  worked  long  hours  and 
weekends  manning  the  office  at 
MAG  headquarters  while  the  legis- 
lative staff  was  more  than  busy  at 
the  Capitol. 

It  must  be  emphasized  that  the 
many  successes  of  this  past  session 
are  the  direct  result  of  the  individ- 
ual participation  in  the  political 
process  by  YOU,  other  physicians 
and  auxilians.  Each  of  you  who 
contributed  to  GaMPAC,  wrote  or 
called  a legislator,  met  personally 
with  your  Senator  or  Representa- 


tive, participated  in  the  Physician 
Involvement  Program,  or  worked  at 
the  phone  bank  are  to  be  com- 
mended and  congratulated  for  a 
“job  well  done!’’ 

Recommendations 

1.  That  the  re-vitalized  activities 
of  the  Legislative  Council  be  con- 
tinued and  that  strong  efforts  be 
made  to  ensure  that  every  specialty 
society  is  actually  represented  at 
each  and  every  meeting. 

2.  That  the  Legislative  Council  be 
composed  of  members  who  will 
commit  to  serve  MAG  and  the 
Council  by  attending  Council  meet- 
ings and  by  committing  to  dedicate 
at  least  three  full  days  at  the  Capitol 
during  the  1990  Session. 

3.  That  specialty  groups  and  in- 
dividual physicians  be  encouraged 
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MAG  MUTUAL 
SUPPLEMENTAL 
REPORT 

Charles  D.  Hollis,  Jr.,  M.D. 

Good  news  is  here.  Loss  data 
submitted  to  the  Georgia  In- 
surance Commissioner  justifies  a 
reduction  in  professional  liability 
premium  rates.  That  is  very  good 
news  for  physicians  and  for  the 
people  of  Georgia. 

More  than  anything  else,  it  means 
that  tort  reform  works.  The  reforms 
which  physicians,  MAG  and  MAG 
Mutural  Insurance  Company  fought 
for  and  passed  in  the  1987  Legis- 
lature are  taking  effect  — actually 
sooner  than  we  thought.  For  ex- 
ample, tort  reform  included  a re- 
quirement that  a medical  expert 
witness  had  to  attest  that  negli- 
gence had  occurred  before  a suit 
could  be  filed.  Since  that  time  there 
has  been  a big  decrease  in  the  num- 
ber of  suits.  At  MAG  Mutual,  we  are 
seeing  almost  a 50%  decrease  in 
the  number  of  claims  compared  to 
pre-tort  reform  days. 

Actuaries,  those  professionals 
who  advise  insurance  companies 
and  the  Insurance  Commissioner 
about  premium  rates,  look  at  the 
trend  of  losses  and  determine  the 
amount  of  premiums  that  will  be 
necessary  to  pay  those  losses.  In 
medical  liability  insurance,  there  is 
a long  lag  period  between  the  time 
a premium  is  paid  and  the  time  all 
costs  are  settled  which  are  attrib- 
uted to  the  premium  in  a certain 
year.  For  instance,  it  will  be  1999 
before  all  the  money  is  paid  out  for 
claims  arising  out  of  patient  treat- 
ments occuring  in  1989. 

For  that  reason,  actuaries  and  the 
Insurance  Commissioner  have  not 
allowed  MAG  Mutual  to  set  premi- 
ums on  the  basis  of  its  data  alone. 
At  seven  (7)  years  of  age,  we  are 
too  young  for  all  of  our  losses  to 
be  known.  Rates  have  been  based 
on  loss  data  from  all  sources  in 
Georgia  over  a longer  period  of  time. 


For  the  commercial  insurer  which 
has  been  in  operation  in  Georgia 
for  more  than  twenty  (20)  years  also 
to  report  lower  losses  and  justify  a 
rate  reduction  is  very  encouraging 
for  MAG  Mutual.  It  means  that  MAG 
Mutual  will  also  be  able  to  reduce 
its  rates.  It  has  not  been  determined 
how  much  of  a reduction  is  to  be 
made  yet,  because  there-  has  not 
been  time  to  analyze  all  of  the  loss 
data  submitted  to  the  Insurance 
Commissioner’s  Office  justifying  the 
rate  reduction.  In  addition  our  rein- 
surers at  Lloyd’s  of  London  are  rec- 
ognizing improved  loss  data  and 
have  lowered  the  rates  for  excess 
limits  effective  July  1.  Of  course 
these  now  lower  rates  will  be  an- 
nounced soon  too. 


As  a domestic  mutual  company, 
the  expenses  at  MAG  Mutual  have 
been  about  10%  less  than  the  pri- 
mary commercial  competitor,  so  the 
Insurance  Commissioner  allows  us 
to  charge  about  10%  less  on  aver- 
age through  our  various  discount 
programs.  The  commercial  com- 
pany does  not  offer  these  discount 
programs.  This  makes  MAG  Mutual 
different,  among  other  things.  With 
the  change  in  rates  it  will  be  pos- 
sible to  offer  and  expand  various 
discount  programs,  especially  the 
LEAD  Program  which  has  been 
widely  accepted.  There  should  be 
enough  money  also  to  make  a sub- 
stantial reduction  in  the  direct  pre- 
mium charges. 


The  hard  work  by  Georgia  phy- 
sicians to  effectuate  tort  reform  and 
in  supporting  the  development  of  a 
physician-owned  insurance  com- 
pany is  paying  off.  The  commercial 
companies  did  not  participate  in  the 
effort  to  accomplish  the  significant 
reforms  which  are  now  improving 
the  legal  climate  in  Georgia.  As  soon 
as  the  data  can  be  analyzed,  MAG 
Mutual  will  make  a report  to  its  in- 
surers and  to  the  Medical  Associ- 
ation of  Georgia  as  to  the  benefits 
that  can  be  offered. 


MAG  Mutual  Insurance  Agency, 
Ltd. 

The  MAG  Mutual  Insurance 
Agency,  Ltd.  has  expanded  its  prod- 
uct lines  and  during  the  next  year 
will  be  able  to  offer  complete  in- 
surance coverage  in  many  areas  in- 
cluding life,  accident  and  health  and 
disability.  It  is  seeking  the  support 
and  endorsement  of  MAG  in  mar- 
keting its  products.  This  will  be  an- 
other service  the  MAG  Mutual  can 
offer  Georgia  physicians.  These  will 
be  good  insurance  products  offered 
at  competitive  prices.  It  will  be  pos- 
sible for  the  physician  to  handle  all 
insurance  needs  in  one  agency.  The 
insurance  products  are  also  avail- 
able to  the  physician’s  office  staff. 
The  Agency  was  first  developed  as 
a convenience  to  MAG  Mutual  in- 
surers, but  during  the  past  year  it 
began  to  be  profitable  also.  Any 
profits  realized  from  commissions 
on  insurance  sold  through  the 
Agency,  accrues  to  the  parent  com- 
pany, MAG  Mutual,  and  serves  to 
offset  some  of  the  burden  of  the 
liability  premiums. 

MAG  Mutual  has  recruited  a very 
professional  staff  for  its  Agency  and 
will  be  publicizing  the  benefits  of 
its  insurance  programs  to  physi- 
cians more  aggressively  during  the 
coming  year. 


Federal  Income  Tax 

The  only  bad  news  to  be  brought 
to  physicians  this  year  is  that  under 
the  Federal  Tax  Reform  Act  of  1986, 
damaging  income  tax  regulations 
were  promulgated  which  adds  7.5% 
to  every  liability  premium.  These 
regulations  probably  were  not  in- 
tended to  so  harshly  hit  mutual  phy- 
sician-owned insurance  compa- 
nies which  exist  solely  to  provide 
the  insurance  necessary  for  a doc- 
tor to  practice  medicine.  However, 
the  unfair  and  burdensome  aspects 
of  the  regulations  under  this  law 
were  not  recognized  by  our  con- 
gressmen. 
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James  L.  O’Quinn,  Chairman  of  Reference  Committee  C,  at  the  podium,  answers 
a question  regarding  his  committee’s  report  to  the  House. 


Certain  aspects  of  the  law  are  dif- 
ficult to  believe.  For  instance,  15% 
of  the  income  from  “tax-free”  mu- 
nicipal bonds  are  taxed.  A substan- 
tial portion  of  unearned  premium, 
premium  which  can  be  earned  to- 
tally over  the  twelve  month  term  of 
the  policy,  are  taxed.  This  is  taxa- 


tion on  money  which  has  not  been 
earned.  Finally,  a portion  of  the  loss 
on  reserves,  those  bills  payable  on 
claims  which  are  already  in  house, 
is  also  taxed.  These  elements  of  the 
tax  law  hit  physician-owned  com- 
panies unfairly  and  should  be 
changed.  When  the  7.5%  federal  tax 


is  added  to  the  3%  state  tax  on  pre- 
miums, 10.5%  of  the  premium  dol- 
lar goes  to  direct  taxes  before  any 
other  expenses  are  incurred. 

Key  members  of  the  U.S.  Con- 
gress have  professed  an  interest  in 
instituting  some  way  to  relieve  the 
burdensome  premiums  which  phy- 
sicians have  to  pay  for  professional 
liability  insurance.  So  far,  nothing 
has  been  done.  It  would  be  very 
easy  and  relatively  non-controver- 
sial  to  exclude  mutual  physician- 
owned  companies  from  the  unfair 
tax.  We  will  be  seeking  the  help  of 
MAG  in  informing  our  congres- 
sional delegation  about  this  prob- 
lem and  asking  for  their  help  in  ob- 
taining relief. 

Recommendation 

MAG  Mutual  requests  that  MAG 
inform  its  senators  and  congress- 
men about  the  facts  of  this  erro- 
neous tax  and  work  through  its  staff 
and  legislative  committee  to  obtain 
relief.  MAG  Mutual  would  like  to 
have  the  Supplemental  Report  re- 
ferred for  the  purpose  of  obtaining 
official  support  of  this  recommen- 
dation. 

HOUSE  ACTION 

Referred  to  the  MAG  Board  of  Di- 
rectors. 


MEDICAL  PRACTICE 
COMMITTEE 

Rodney  L.  Smith,  M.D., 
Chairman 

Refer  to  the  Report  of  Reference 
Committee  B for  the  full  re- 
port of  the  Medical  Practice  Com- 
mittee. 

Recommendations 

1.  That  the  Medical  Association 
of  Georgia  give  cautious  support 
only  to  the  “National  Study  of  Re- 
source-Based Relative  Value  Scales 
for  Physician  Services”  and  that  the 
Association  conduct,  through  this 
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Committee  or  any  other  appropriate 
Committeee  they  may  determine,  a 
full  evaluation  of  the  study  by  all 
affected  parties.  Further,  the  Com- 
mittee recommends  that  the  Asso- 
ciation not  give  full  support  to  the 
AMA/Harvard  relative  value  study 
until  the  concerns  of  all  physicians 
are  appropriately  addressed. 
(Referred  to  Reference  Committee 
B.) 

2.  That  the  Medical  Association 
of  Georgia  consider  developing  a 
series  of  medico-legislative  “town 
meetings,”  open  to  MAG  members, 
stmctured  to  provide  physicians  and 
invited  legislators  with  loosely 
structured  forums  to  discuss  com- 
mon approaches  to  meeting  the 
health  care  needs  of  our  fellow 
Georgians. 

HOUSE  ACTION 

Adopted  Recommendation  2 as 
amended:  “That  the  Medical  As- 
sociation of  Georgia  encourage 
component  medical  societies  to 
have  at  least  one  meeting  with  their 
local  legislative  delegation  prior  to 
the  convening  of  the  next  legislative 
session  to  discuss  common  ap- 
proaches to  meeting  the  health  care 
needs  of  our  fellow  Georgians.” 


THIRD  PARTY 
PAYORS 
COMMITTEE 

C.  Peter  Lampros,  M.D. 
Chairman 

Refer  to  the  Report  of  Reference 
Committee  B for  the  full  re- 
port of  the  Third  Party  Payors  Com- 
mittee. 

Subsequently,  meetings  were 
held  with  Commissioner  Evans  who 
has  agreed  to  convene  with  MAG  a 
committee  of  industry  representa- 
tives to  iron  out  many  of  the  UR 
problems. 


Recommendations 

1 . That  the  Association  continue 
to  rigorously  oppose  Medicare  laws 
and  regulations  which  work  to  the 
detriment  of  good  patient-physician 
relations  and  services.  (Referred  to 
Reference  Committee  B.) 

2.  That  the  MAG  work  aggres- 
sively with  the  Georgia  insurance 
commissioner,  the  insurance  in- 
dustry and  other  payors  to  improve 
the  administration  of  prior  author- 
ization and  other  utilization  review 
programs. 

HOUSE  ACTION 

Adopted  Recommendation  1 with 
commendation. 


RESOLUTION  1 

Banning  of  Tobacco 
Product  Advertisement 

Cobb  County  Medical 
Society 

Whereas,  the  smoking  of  tobacco 
products  has  been  conclusively  and 
scientifically  proven  to  represent  a 
major  etiological  agent  in  devel- 
opment of  malignant  disease  of  the 
upper  and  lower  respiratory  pas- 
sages; and 

Whereas,  the  Canadian  govern- 
ment has  now  banned  all  advertis- 
ing of  tobacco  products  in  the  print 
and  television  media  with  the  ex- 
ception of  those  publications  being 
distributed  in  the  United  States  of 
America;  and 

Whereas,  The  Canadian  govern- 
ment has  requested  that  all  Amer- 
ican publications  entering  their 
country  adhere  to  this  ban  on  the 
carrying  of  tobacco  adverisements; 
and 

Whereas,  the  State  of  California 
has  recently  passed  a law  known 
as  Proposition  No.  99  increasing  the 
tobacco  tax  on  each  package  of  cig- 
arettes from  fifteen  to  thirty-five 
cents  per  package;  and 


Whereas,  organized  medicine  is 
expected  to  and  must  stand  as  a 
beacon  safely  guarding  the  Ameri- 
can public  away  from  those  known 
hazards  to  their  health;  now,  there- 
fore, be  it 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  go  on  record 
as  opposing  the  placement  of  to- 
bacco product  advertising  in  the 
print  media  in  the  United  States  as 
well  as  on  radio  and  television 
channels;  and  be  it  further  (Re- 
ferred to  Reference  Committee  D.) 

RESOLVED,  that  the  representa- 
tives of  the  MAG  to  the  AMA  House 
of  Delegates  propose  that  legisla- 
tive efforts  directed  toward  the  ban- 
ning of  tobacco  product  advertising 
be  instituted  in  the  Senate  and 
House  of  Representatives  of  the 
United  States. 

HOUSE  ACTION 

Adopted  second  RESOLVE  as 
amended:  “That  the  MAG  delega- 
tion to  the  AMA  House  of  Delegates 
support  efforts  directed  toward 
banning  the  advertising  of  tobacco 
products  in  the  United  States.” 


RESOLUTION  4 

Medical  Examiners 
System 

Muscogee  County  Medical 
Society 

Whereas,  the  Legislature  of  the 
State  of  Georgia  passed  the  Georgia 
Post  Mortem  Act  in  1953  which  de- 
fines the  duties  of  Coroners,  the  Di- 
rector of  the  State  Crime  Laboratory 
and  various  other  legal  and  police 
authorities  in  regard  to  certain  post 
mortem  examinations;  and 
Whereas,  this  current  system  is 
antiquated,  outdated  and  not  re- 
sponsive to  the  prompt  needs  of  the 
people  of  Georgia  by  utilizing  ap- 
propriate scientific  methods  and 
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trained  and  qualified  physicians 
(forensic  pathologists)  to  provide 
an  adequate  service  for  the  protec- 
tion of  the  citizens  of  Georgia,  not 
only  on  the  State  level  but  also 
within  each  county  and  municipal- 
ity; now,  therefore,  be  it 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  petition  the 
Legislature  and  the  Governor  of  the 
State  of  Georgia  to  replace  the  ex- 
isting Coroner  system  with  a state- 
wide Medical  Examiner  system,  and 
be  it  further 

RESOLVED,  that  the  Governor  of 
the  State  of  Georgia  establish  an  in- 
dependent and  permanent  Board  to 
direct  and  oversee  the  development 
and  operation  of  such  Medical  Ex- 
aminer System  and  that  such  Board 
be  composed  of  members  of  the 
legal  and  medical  professions,  of 
law  enforcement  representatives 
and  of  citizens-at-large  all  of  whom, 
because  of  their  special  knowledge 
or  interest,  can  provide  meaningful 
contributions  to  such  Board,  and 
be  it  further 

RESOLVED,  that  the  responsibil- 
ities for  the  operation  of  the  cur- 
rently existing  State  Crime  labora- 
tory be  transferred  to  such  Board  as 
mentioned  above. 

HOUSE  ACTION 

Adopted  with  commendation. 


RESOLUTION  5 
Stratified  Licensure 
Medicai  Student  Section 

Whereas,  the  history  of  medicine 
is  a history  of  broad  based  holistic 
healing  dedicated  to  the  well-being 
of  the  whole  patient;  and 
Whereas,  history,  ethics,  and  a 
sense  of  right  demand  that  present 
and  future  physicians  uphold  this 
tradition;  and 

Whereas,  there  is  a clear  and  ev- 
ident practice,  desire,  and  willing- 


ness of  physicians  to  utilize,  con- 
sult with,  and  refer  to  colleagues 
with  more  specialization  and  ex- 
pertise in  a given  area  as  the  pa- 
tients’ condition  dictates;  and 

Whereas,  there  are  currently  suf- 
ficient safeguards  in  place,  includ- 
ing hospital  privilege  guidelines, 
and  a physician’s  awareness  of  his 
or  her  own  limitations  and  abilities, 
that  prevent  abuses  of  the  physi- 
cians’ privileges  to  treat;  and 

Whereas,  further  government 
sponsored  intervention  in  the  prac- 
tice of  medicine  is  both  inadvisa- 
ble, counterproductive,  and  not  in 
the  best  interests  of  our  patients; 
therefore,  be  it 

RESOLVED,  that  the  Medical  Stu- 
dent Section  of  the  Medical  Asso- 
ciation of  Georgia  request  the  MAG 
House  of  Delegates  to  adopt  an  of- 
ficial position  opposing  any  effort 
on  the  part  of  government  to  im- 
plement or  impose  any  stratified, 
tiered,  or  restrictive  licensure  struc- 
ture which  limits  the  practice  of  a 
duly  licensed  physician. 

HOUSE  ACTION 

Adopted  with  commendation. 


RESOLUTION  13 

Identification  of 
Tobacco  as  a 
Cause  of  Death 

Charles  A.  Lanford,  M.D. 

Whereas,  Oregon  and  Utah  have 
become  the  first  states  to  change 
their  death  certificates  to  allow  to- 
bacco use  to  be  identified  as  a con- 
tributing factor  to  the  cause  of  death; 
and 

Whereas,  the  American  Medical 
Association  House  of  Delegates  has 
called  on  the  AMA  to  draft  model 


legislation  which  will  allow  to- 
bacco to  be  identified  on  death  cer- 
tificates as  a contributing  factor  to 
the  cause  of  death;  and 
Whereas,  the  AMA  has  also  urged 
state  medical  associations  to  de- 
velop mechanisms  allowing  such 
identification  of  tobacco  on  death 
certificates,  therefore  be  it 
RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  introduce  leg- 
islation to  allow  tobacco  to  be  iden- 
tified on  Georgia  death  certificates 
as  a contributing  factor  to  the  cause 
of  death. 


HOUSE  ACTION 

Adopted  as  amended:  “That  the 
Medical  Association  of  Georgia  en- 
courage physicians  to  list  tobacco 
on  Georgia  death  certificates  as  a 
contributing  factor  to  the  cause  of 
death  when  appropriate.” 


RESOLUTION  14 

Prompt  Payments  in 
Insurance  Claims 

Hall  County  Medical  Society 

Whereas,  physician’s  payment  for 
valid  procedures  are  often  being 
unnecessarily  withheld  or  delayed 
throughout  the  insurance  industry; 
and 

Whereas,  laws  are  on  the  books 
requiring  prompt  payment  for  valid 
procedures,  i.e.,  Georgia  Insurance 
Code  Section  33-29-3  allowing  15 
working  days  to  process  and  pay 
claims;  therefore,  be  it 

RESOLVED,  the  MAG  work  with 
the  Georgia  Insurance  Commission 
and/or  the  Legislature  to  enforce 
Georgia  Insurance  Code  Section  33- 
29-3  or  pass  new  laws  to  aid/en- 
force prompt  payment. 
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HOUSE  ACTION 

Adopted  as  amended:  “RE- 
SOLVED, that  MAG  work  with  the 
Georgia  Commissioner  of  Insur- 
ance and/or  the  Legislature  to  en- 
force Georgia  Insurance  Code  Sec- 
tion 33-29-3  or  pass  new  laws  to 
aid/enforce  prompt  payment.” 

ATTACHMENT 

§33-29-3  Georgia 

Insurance  Code 

(8)  Time  of  payment  of  claims. 

(A)  All  benefits  payable  under  the 
policy  other  than  benefits  for  loss 
of  time  will  be  payable  immediately 
upon  receipt  of  due  written  proof 
of  such  loss.  Should  the  insurer  fail 
to  pay  the  benefits  payable  under 
its  policy,  other  than  benefits  pay- 
able for  loss  of  time,  upon  receipt 
of  due  written  proof  of  loss,  the  in- 
surer shall  have  15  working  days 
thereafter  within  which  to  mail  the 
insured  or  subscriber  a letter  or  no- 
tice which  states  the  reasons  the 
insurer  may  have  for  failing  to  pay 
the  claim,  either  in  whole  or  in  part, 
and  which  also  gives  the  insured  or 
subscriber  a written  itemization  of 
any  documents  or  other  informa- 
tion needed  to  process  the  claim  or 
any  portions  thereof  which  are  not 
being  paid.  When  all  of  the  listed 
documents  or  other  information 
needed  to  process  the  claim  have 
been  received,  the  insurer  shall  then 
have  15  working  days  within  which 
to  process  and  either  pay  the  claim 
or  deny  it,  in  whole  or  in  part,  giving 
the  insured  the  reasons  the  insurer 
may  have  for  denying  such  claim 
or  any  portion  thereof. 

(B)  Subject  to  proof  of  loss,  all 
accrued  benefits  payable  under  the 
policy  for  loss  of  time  will  be  paid 
not  later  than  at  the  expiration  of 
each  period  of  30  days  during  the 
continuance  of  the  period  for  which 
the  insurer  is  liable  and  any  bal- 
ance remaining  unpaid  at  the  ter- 


Reference  Committee  C 


mination  of  such  period  will  be  paid 
immediately  upon  receipt  of  such 
proof. 

(C)  Each  insurer  admitted  to 
transact  accident  and  sickness  in- 
surance in  this  state  shall  pay  in- 
terest to  the  insured  equal  to  18  per- 
cent per  annum  on  the  proceeds  or 
benefits  due  under  the  terms  of  the 
policy  for  failure  to  comply  with  the 
requirements  of  subparagraph  (A) 
or  (B)  of  this  paragraph. 

(9)  Payment  of  claims. 

(A)  Indemnity  for  loss  of  life  will 
be  payable  in  accordance  with  the 
beneficiary  designation  and  the 
provisions  respecting  such  pay- 
ment which  may  be  prescribed 
herein  and  effective  at  the  time  of 
payment.  If  no  such  designation  or 
provision  is  then  effective,  such  in- 
demnity shall  be  payable  to  the  es- 
tate of  the  insured.  Any  other 
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RESOLUTION  16 

Proposal  to  Amend  the 
Acquired  Immune 

Deficiency  Syndrome 
Legislature  Act 

Georgia  Medical  Society 

Whereas,  AIDS  is  a potentially  fa- 
tal disease  caused  by  the  HIV  virus 
and  communicable  through  con- 
tact with  bodily  fluids  of  infected 
persons,  including  those  who  are 
asymptomatic;  and 

Whereas,  health  care  providers 
are  at  significant  risk  of  coming  in 
contact  with  bodily  secretions  of 
patients  who  secrete  the  HIV  virus; 
and 

Whereas,  testing  for  this  virus  is 
often  a part  of  the  evaluation  of  pa- 


tients who  are  considered  at  high 
risk  or  even  possible  risk  for  having 
the  virus;  and 

Whereas,  patients  may  decide  to 
not  allow  the  test  to  be  done;  and 

Whereas,  this  may  place  health 
care  workers  at  higher  risk;  and 

Whereas,  many  portions  of  the 
explanation  regarding  this  disease 
process  need  not  or  may  not  be  dis- 
cussed with  certain  patients,  there- 
fore be  it 

RESOLVED,  that  the  O.C.G.A.  31- 
22-9.2  be  amended  to  provide  that; 

1 . physicians  be  permitted  to  test 
individuals  considered  to  be  at  high 
risk  and  individuals  for  whom  the 
risk  factor  is  unknown  for  the  HIV 
virus  as  a means  of  evaluating  their 
patients  in  an  appropriate  fashion 
as  well  as  providing  protection  to 
health  care  providers; 

2.  that  physicians  be  permitted  to 
test  for  the  virus  in  an  appropriate 
fashion  utilizing  their  professional 
judgment  without  the  necessity  of 
obtaining  informed  consent  of  the 
patient  prior  to  testing; 

3.  that  physicians  and  other 
health  care  professionals  utilize 
reasonable  historical  medical 
standards  to  counsel  patients  re- 
garding the  implications  of  HIV 
testing  prior  to  the  test; 

4.  physicians  and  health  care 
providers  utilize  strictest  criteria  to 
maintain  patient  confidentiality  re- 
garding HIV  testing. 

HOUSE  ACTION 

Adopted  as  amended:  “RE- 
SOLVED, that  the  O.C.G.A.  be 
amended  to  provide  that  physicians 
be  permitted  to  test  for  the  HIV  virus 
in  an  appropriate  fashion  utilizing 
reasonable  historical  medical 
standards  and  their  professional 
judgment.” 
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RESOLUTION  21 

State  Funding  of  Grady 
Memorial  Hospital 

Medical  Association  of 
Atlanta 

Whereas,  the  people  of  Fulton  and 
DeKalb  Counties  pay  a multiple  (6- 
7 times)  of  the  amount,  through  tax- 
ation on  property,  paid  by  the  peo- 
ple of  Richmond  County  for  the 
health  care  of  indigent  patients;  and 
Whereas,  indigent  patients  from 
the  northwest  portion  of  the  State 
of  Georgia  with  elective  disease 
must  travel  200  miles,  more  or  less, 
for  care  at  the  University  Hospital 
of  the  Medical  College  of  Georgia, 
and 

Whereas,  Grady  Memorial  Hos- 
pital has  the  capability  to  provide 
high  quality  care  for  patients  with 
elective  disease,  as  well  as  injuries; 
and 

Whereas,  traumatized  indigent 
patients  from  northwestern  Georgia 
have  to  travel  a long  distance,  con- 
suming valuable  time  resulting  in 
delay  in  health  care;  and 
Whereas,  Grady  Memorial  Hos- 
pital is  an  excellent  trauma  center 
of  Level  I quality;  and 
Whereas,  relatives  and  friends 
from  the  northwestern  section  of 
Georgia  visiting  patients  in  the  state 
Hospital  in  Augusta  must  travel  200 
miles,  more  or  less;  therefore,  be  it 
RESOLVED,  that  the  State  of 
Georgia  fund  33  percent  of  the  Grady 
Memorial  Hospital  annual  budget 
in  order  that  indigent  patients  in 
northwest  Georgia,  outside  of  Ful- 
ton and  DeKalb  Counties,  should 
receive  health  care  at  Grady  Hos- 
pital; and  be  further 
RESOLVED,  that  any  other  city- 
county  hospital  whose  situation  is 
very  similar  to  that  of  the  above  de- 
scribed, and  which  hospital  exists 
for  the  purpose  of  the  care  of  in- 
digent patients,  may  also  receive 
similar  financial  support  from  the 
State  of  Georgia. 


HOUSE  ACTION 

Amended  by  substitution:  “RE- 
SOLVED, that  MAG  go  on  record  in 
support  that  the  State  of  Georgia 
provide  financial  support  to  all  non- 
federal  hospitals  for  the  purpose  of 
the  care  of  indigent  patients.” 


RESOLUTION  22 

Labeling  to  Better 
Identify  Prescribed 
Medications 

John  T.  Yauger,  M.D. 

Whereas,  generic  substitution  for 
prescribed  medication  is  becoming 
more  commonplace;  and 

Whereas,  the  nomenclature  used 
to  identify  generic  drugs  is  often 
confusing  to  patients  and/or  their 
physicians;  and 

Whereas,  such  confusion  may  be 
adverse  to  the  best  interests  of  our 
patients;  now,  therefore  be  it 

RESOLVED,  that  the  Legislative 
Council  of  the  Medical  Association 
of  Georgia  be  directed  to  work  to 
secure  passage  (during  the  1990 
Georgia  General  Assembly)  of  leg- 
islation that  would  require  labeling 
on  all  prescriptions  dispensed  to 
non-hospitalized  patients  that 
would  show  both  the  generic  name 
of  the  medication  dispensed  and 
the  brand  name  of  the  medication 
prescribed  (for  which  the  generic 
drug  is  substituted). 

HOUSE  ACTION 

Adopted  as  amended:  “RE- 
SOLVED, that  the  Legislative  Coun- 
cil of  the  Medical  Association  of 
Georgia  be  directed  to  work  to  se- 
cure passage  (during  the  1990 
Georgia  General  Assembly)  of  leg- 
islation that  would  require  labeling 


on  all  prescriptions  dispensed  to 
non-hospitalized  patients  that 
would  show  the  generic  name  and 
the  brand  name  when  a brand  name 
drug  is  substituted  with  a generic 
drug  as  follows:  Generic  Name  sub- 
stituted for  Trade  Name  as  in  ‘Fu- 
rosomide  substituted  for  Lasix’.  ” 


RESOLUTION  25 
Informed  Consent 
Cash  Stanley,  M.D. 

Whereas,  the  intent  of  Georgia’s 
new  Informed  Consent  statute,  ef- 
fective last  January  1 , is  beneficial 
insofar  as  it  seeks  to  assure  pa- 
tients’ awareness  of  possible  com- 
plications to  surgery;  but 

Whereas,  in  practical  implemen- 
tation this  law  has  directly  led  to 
numerous  adverse  results  in  patient 
care  after  some  patients,  apprised 
of  the  remote  possibility  of  acci- 
dental “loss  of  limb,  paralysis,  brain 
damage,  cardiac  arrest,  or  death” 
from  a minor  or  routine  surgical 
procedure,  have  decided  against 
such  procedures,  despite  the  med- 
ical necessity  for  them;  and 
Whereas,  in  practical  implemen- 
tation the  relating  of  remote  risks 
has  an  especially  dramatic  effect 
upon  less  educated  patients,  who 
may  become  confused  or  fright- 
ened by  the  presumably  routine 
warnings  prescribed  by  law;  as  a 
result,  informed  consent,  rather  than 
educating  patients  on  a surgical 
procedure,  has  the  distinct  possi- 
bility of  /77/seducating  them  as  to 
the  probable  consequences  of  sur- 
gery; therefore  be  it 
RESOLVED,  that  the  MAG,  if 
deemed  necessary  for  good  patient 
care  in  our  state,  propose  amend- 
ments to  the  current  informed  cur- 
rent law,  so  that  the  physician’s  in- 
forming statement,  as  required  by 
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law,  be  more  representative  of  ac- 
tual surgical  probabilities  of  out- 
come. 


HOUSE  ACTION 

Referred  to  the  MAG  Council  on 
Legislation  for  its  consideration  and 
appropriate  legislative  action. 


RESOLUTION  32 

Freedom  of  Choice  in 
Health  Insurance 

Ralph  A.  Tillman,  M.D., 
Secretary 

Whereas,  in  recent  years  the  cost 
of  health  care  insurance  has  esca- 
lated at  an  alarming  rate;  and 
Whereas,  today  there  are  approx- 
imately 37  million  Americans  with- 
out health  insurance;  and 
Whereas,  both  the  cost  of  health 
care  insurance  and  number  of  un- 
insureds are  directly  related  to  the 
explosion  of  mandated  health  in- 
surance benefit  laws;  now,  there- 
fore be  it 


RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  support  leg- 
islation to  return  the  rights  of  in- 
dividuals to  a freedom  of  choice  in 
health  insurance  in  order  that  each 
individual  might  purchase  “no  frills” 
health  insurance  tailored  to  his  or 
her  personal  needs,  desires,  and  fi- 
nancial capabilities. 

HOUSE  ACTION 

Referred  to  the  MAG  Third  Party 
Payors  Committee  for  study  and  re- 
port to  the  MAG  Board  of  Directors. 


RESOLUTION  34 
Legalization  of  Drugs 
James  Q.  Whitaker,  M.D. 

Whereas,  violence  is  a common 
occurrence  as  a result  of  the  illicit 
profit  motive  from  illegal  drug  trad- 
ing; and 

Whereas,  laws  prohibiting  rec- 
reational usage  of  drugs  are  seem- 
ingly unenforceable;  therefore,  be 
it 

RESOLVED,  the  Medical  Associ- 
ation of  Georgia  support  the  legal- 
ization of  dmgs  under  controls  such 
as  those  for  alcohol  usage,  and  sug- 
gest the  revenues  realized  from  such 
controlled  sales  be  used  to  directly 
reduce  the  national  debt,  and  be  it 
further 

RESOLVED,  our  AMA  delegation 
support  the  legalization  of  drug 
sales  controlled  by  government. 

HOUSE  ACTION 

Filed. 


RESOLUTION  42 

Nursing  Homes  and 
Personal  Care  Homes 

Medical  Association 
of  Atlanta 

Whereas,  recognizing  the  current 
problems  with  nursing  homes  and 
personal  care  homes,  the  Commit- 
tee on  Aging  of  the  Medical  Asso- 
ciation of  Atlanta  proposes  the  fol- 
lowing resolution: 

RESOLVED,  that  the  MAG  Senior 
Citizens  Advocacy  Committee  study 
the  current  status  of  nursing  homes 
and  personal  care  homes  in  Geor- 
gia; and  be  it  further 
RESOLVED,  that  the  MAG  Senior 
Citizens  Advocacy  Committee  ad- 
vocate for  universal  optimal  care  in 


nursing  homes  and  personal  care 
homes  for  their  residents;  and  be  it 
further 

RESOLVED,  that  the  MAG  Senior 
Citizens  Advocacy  Committee  ad- 
vocate for  appropriate  legislation  to 
ensure  the  implementation  of  these 
recommendations. 

HOUSE  ACTION 

Adopted  with  commendation. 


RESOLUTION  43 
Battered  Women 

Teresa  E.  Clark,  M.D. 
Luella  Klein,  M.D. 

Whereas,  domestic  violence  in 
the  United  States  today  is  a fre- 
quently common  occurrence;  and 

Whereas,  women  are  over- 
whelmingly the  victims  of  this  vio- 
lence; and 

Whereas,  recognition  of  this  vio- 
lence directed  toward  women  may 
be  underreported  and  underrecog- 
nized because  of  both  the  woman’s 
own  reluctance  and  fear,  as  well  as 
failure,  of  her  health  care  provider 
to  recognize  this  cause  of  her  in- 
jury; and 

Whereas,  the  American  College 
of  Obstetricians  and  Gynecologists 
(ACOG)  led  a national  effort  to  ed- 
ucate its  members  regarding  the 
recognition  of  the  battered  woman, 
her  treatment,  and  referral  to  ap- 
propriate support  systems;  now, 
therefore  be  it 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  (MAG)  com- 
mend ACOG  for  its  leadership  in 
educating  physicians  regarding 
recognition  and  care  of  battered 
women;  and  be  it  further 

RESOLVED,  that  the  MAG  further 
these  efforts  by  disseminating  to  its 
members  information  on  recogni- 
tion and  treatment  of  battered 
women  including  statewide  referral 
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support  systems  at  a cost  of  $4600 
for  6500  bulletins;  and  be  it  further 
(Referred  to  Reference  Committee 
F.) 

RESOLVED,  that  the  MAG  sup- 
port in  concept  legislative  efforts  to 
address  this  problem. 

HOUSE  ACTION 

Adopted  first  and  third  RE- 
SOLVES with  commendation. 


RESOLUTION  47 

Inflammatory 
Language  Contained  in 
Medicare  Regulations 

DeKalb  Medical  Society 


Whereas,  the  regulations  as  pro- 
mulgated by  the  Health  Care  Fi- 
nancing Administration  for  the 
Medicaid  programs  contain  inflam- 
matory language  when  discussing 
reasons  for  denial  of  payment,  and 
which  can  be  used  by  the  PRO  of 
Georgia  (Georgia  Medical  Care 
Foundation)  when  denying  pay- 
ment for  “sub-standard  quality 
care”;  and 

Whereas,  the  regulations  allow 
the  PRO  to  use  the  phrase  “sub- 
standard quality  care”  when  com- 
municating with  patients  regarding 
the  reason  for  denial  of  payment; 
and 

Whereas,  the  use  of  “standards” 
to  measure  quality  care  is  a poor 
concept  in  that  it  may  lead  to  ra- 
tioning of  care  and  unnecessary  li- 
ability exposure  for  physicians; 
therefore  be  it 


RESOLVED,  that  MAG  work  with 
the  AMA  and  the  Georgia  Congres- 
sional delegation  to  rescind  the  in- 
flammatory language  in  the  rules 
and  to  eliminate  the  use  of  “stand- 
ards” as  a measure  of  quality  care 
and  a basis  for  denial  of  payment. 


HOUSE  ACTION 

Adopted  as  amended:  “RE- 
SOLVED, that  MAG  work  with  the 
AMA  and  the  Georgia  Congres- 
sional delegation  to  rescind  the  in- 
flammatory language  in  the  HCFA 
rules  and  regulations  and  to  elim- 
inate the  use  of  ‘standards’  as  a 
measure  of  quality  care  and  a basis 
for  denial  of  payment.” 


Give  Wildlife  a Chance 

Support  Georgia’s  Nongame  Wildlife  Fund 


Georgia  Department  of  Natural  Resources 

Suite  1 252-East  Tower  • 205  Butler  Street,  S.E. 
Atlanta,  GA  30334 
(404)656-4810 
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THE  ARMY  RESERVE 
OFFERS  NEW  HNANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor; 


BUILDING  922,  NORTH  END 
FORT  GILLEM 

FOREST  PARK,  GA  30050-5000 
(404)  362-3374 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDKINE.  BE  AUYOU  CAN  BE. 
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During  its  meeting  of  May  5,  Ref- 
erence Committee  D gave 
careful  consideration  to  its  referred 
reports  and  resolutions.  The  fol- 
lowing physicians  were  members 
of  that  Committee:  J.  Robert  Logan, 
Chairman,  Georgia  Medical  Soci- 
ety; Spencer  S.  Brewer,  Jr.,  Vice 
Chairman,  Medical  Association  of 
Atlanta;  Robert  A.  Burns,  Whitfield- 
Murray;  Rodrigo  Cabezas,  Medical 
Association  of  Atlanta;  Kenneth  L. 
Goldman,  Muscogee;  Thomas  L. 
Haltom,  Cobb;  John  A.  Hudson, 
Bibb;  and  Jim  Lee  Rogers,  Floyd- 
Polk-Chattooga. 


Report 

Reference 

Committee 


SENIOR  CITIZENS 
ADVOCACY 
COMMITTEE 

Joe  L.  Nettles,  M.D., 
Chairman 


Refer  to  Report  of  Reference 
Committee  B for  the  complete 
report  of  the  Senior  Citizens  Ad- 
vocacy Committee. 

Recommendations 

After  further  discussion,  the 
Committee  aereed  to  recommend 
that: 

1.  MAG  urge  physicians  to  con- 
tinue to  see  Medicare  patients  and 
help  them  deal  with  current  or  on- 
going problems  with  Medicare. 
(Referred  to  Reference  Committee 
B.) 

2.  MAG  educate  physicians  and 
senior  citizens  about  changes  in  the 
Medicare  program  and  the  poten- 
tial impact  of  these  changes  on  the 
physician  and  the  beneficiary. 

* 3.  A patient  information  bro- 
chure developed  by  the  Indiana 
Medical  Association,  entitled 
“Medicare:  What  you  should  know,” 


be  revised  for  distribution  in  Geor- 
gia. (Referred  to  Reference  Com- 
mittee F.) 

* 4.  An  easily  revised  fact  sheet 
regarding  Medicare  be  prepared. 
(Referred  to  Reference  Committee 
F.) 

* 5.  A hotline  for  Medicare  pa- 
tients be  established  in  MAG  head- 
quarters on  a one-year  trial  basis. 
(Referred  to  Reference  Committee 
F.) 

6.  MAG  pursue  the  feasibility  of 
developing  voluntary  medical  care 
and/or  Medicare  participation  pro- 
grams for  those  senior  citizens  liv- 
ing at  or  below  1 50%  of  the  Georgia 
poverty  level.  (Referred  to  Refer- 
ence Committee  F.) 

7.  Representative  of  the  AARP  and 
other  appropriate  agencies  be  in- 
vited to  participate  in  the  develop- 
ment of  the  education  process. 


‘Fiscal  Note:  Funds  included  in  Public  Relations 
Committee  Budget. 


HOUSE  ACTION 

Adopted  Recommendations  2 
and  7. 


480 


Journal  of  MAG 


Members  of  Reference  Committee  D included  (L  to  R):  John  A.  Hudson,  Rodrigo  Cabezas,  and  Kenneth  L Goldman. 


RESOLUTION  1 

Banning  of  Tobacco 
Product  Advertisement 

Cobb  County  Medical 
Society 

Refer  to  the  Report  of  Reference 
Committee  C for  the  complete 
text  of  Resolution  1. 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  go  on  record 
as  opposing  the  placement  of  to- 
bacco product  advertising  in  the 
print  media  in  the  United  States  as 
well  as  on  radio  and  television 
channels;  and  be  it  further 
RESOLVED,  that  the  representa- 
tives of  the  MAG  to  the  AMA  House 
of  Delegates  propose  that  legisla- 
tive efforts  directed  toward  the  ban- 
ning of  tobacco  product  advertising 
be  instituted  in  the  Senate  and 
House  of  Representatives  of  the 
United  States.  (Referred  to  Refer- 
ence Committee  C.) 


HOUSE  ACTION 

Adopted  first  RESOLVE. 


RESOLUTION  8 

Section  Recognition  of 
Service 

Medical  Student  Section 

Whereas,  it  is  appropriate  for  an 
organization  to  show  its  apprecia- 
tion for  and  recognize  the  accom- 
plishments of  persons  who  have 
advanced  the  goals  of  that  organi- 
zation or  who  have  rendered  ex- 
ceptional service  to  that  organiza- 
tion; and 

Whereas,  the  Medical  Associa- 
tion of  Georgia  Medical  Student 
Section  has  no  mechanism  to  rec- 
ognize outstanding  service  to  the 
Section,  to  medical  education,  and/ 
or  humanity;  and 
Whereas,  during  his  career, 
Charles  Richard  Drew,  M.D.  made 
advances  which  forever  changed 
and  made  better  the  quality  of  med- 
ical care  for  all  people;'  and 
Whereas,  Dr.  Drew  was  consist- 
ently a proponent  of  excellence  in 
medical  education  and  in  medical 
practice;  therefore  be  it 

RESOLVED,  that  the  Medical  Stu- 
dent Section  ask  the  Medical  As- 


sociation of  Georgia  to  establish  the 
Charles  Richard  Drew  Award;  and 
be  it  further 

RESOLVED,  that  that  Medical  Stu- 
dent Section  be  allowed  to  present, 
on  an  annual  basis,  this  award  to 
persons,  who  are  not  members  of 
the  Medical  Student  Section,  whose 
services  to  the  Medical  Association 
of  Georgia  Medical  Student  Section, 
medical  education,  the  medical 
profession,  and/or  humanity  are  ex- 
emplary. 

'Wynes,  C.E.  Charles  Richard  Drew:  The  Man  and 
the  Myth.  Champaign,  University  of  Illinois  Press 
(1988). 


Fiscal  Note:  $50.00  per  annum. 


HOUSE  ACTION 

Adopted  as  amended:  “That  the 
Medical  Student  Section  be  allowed 
to  present  an  annual  MAG  award  to 
individuals  for  their  service  to  the 
Student  Section  or  to  the  medical 
profession  as  a whole.  Details  of 
funding  and  presentation  of  such 
an  award  should  be  submitted  by 
our  Student  Section  to  the  MAG 
Board  of  Directors  for  its  approval.” 
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RESOLUTION  23 

Commendation  of 
Louis  W.  Sullivan, 
M.D. 

Medical  Association  of 
Atlanta 

Whereas,  Louis  W.  Sullivan,  M.D., 
has  made  vast  contributions  to 
medical  education  and  the  practice 


of  medicine  both  as  a physician  and 
as  President  of  the  Morehouse 
School  of  Medicine;  and 

Whereas,  he  has  served  orga- 
nized medicine  with  distinction  and 
dedication  as  a member  of  the  Med- 
ical Association  of  Atlanta,  Medical 
Association  of  Georgia  and  Ameri- 
can Medical  Association;  and 
Whereas,  he  has  also  been  an  ac- 
tive and  honored  member  of  this 
House  of  Delegates  of  the  Medical 
Association  of  Georgia;  therefore, 
be  it 


RESOLVED,  that  the  House  of 
Delegates  unanimously  express  its 
sincere  congratulations  to  Dr.  Louis 
W.  Sullivan  for  his  appointment  as 
Secretary  of  the  U.S.  Department  of 
Health  and  Human  Services  and  ex- 
tend to  him  its  full  support  in  per- 
forming the  duties  and  obligations 
of  this  high  office. 

HOUSE  ACTION 

Adopted  with  commendation. 


RESOLUTION  31 

National  Accreditation 
of  Continuing  Medical 
Education  (CME) 
Providers 

John  A.  Goldman,  M.D. 

Whereas,  the  Accreditation 
Council  for  Continuing  Medical  Ed- 
ucation (ACCME)  has  been  charged 
by  the  American  Medical  Associa- 
tion, American  Hospital  Associa- 
tion and  five  other  national  foun-  i 
ders  to  administer  an  equitable  and 
educationally  sound  program  of  ap- 
proving medical  schools,  national 
medical  societies  and  other  na- 
tional providers  of  CME  on  the  ba- 
sis of  their  quality;  and 
Whereas,  the  ACCME  has  certi- 
fied state  medical  associations  to 
accredit  intrastate  CME  providers, 
such  as  metropolitan  hospitals  or 
state  specialty  societies,  on  the 
same  basis  of  quality;  and 
Whereas,  the  CME  programs  of- 
fered by  some  “intrastate”  pro- 
viders may  reflect  the  commitment 
of  educational  expertise,  personnel  ^ 
and  other  resources  so  as  to  equal  ! 
and  possibly  surpass  the  quality  of 
CME  programs  offered  by  certain 
“national”  providers;  but 
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Whereas,  all  “national”  providers 
are  accorded  greater  privileges  by 
the  ACCME  such  as  the  ability  to 
conduct  an  indefinite  number  of 
nationally-marketed  CME  pro- 
grams, while  “intrastate”  providers 
are  restricted  by  the  ACCME  to  lo- 
cally marketed  CME  programs,  re- 
gardless of  their  educational  qual- 
ity; and 

Whereas,  arbitrary  and  unfair  this 
distinction  between  “national”  and 
“intrastate”  providers  thus  forms  a 


Editorial 

(Continued  from  p.  379) 

their  way  of  thinking  that  it  may 
become  a natural  step  in 
approaching  problems.  Even  if 
this  use  of  perspective  is  not 
applicable  in  solving  scientific 
and  mathematical  problems,  it  is 
essential  in  dealing  with  human 
problems  whether  as  individuals 
or  in  groups. 


Related  to  this  attribute  of 

perspective,  is  the  quality  of 
I appreciation  or  gratitude.  In  a 
noble  human  being,  this 
j characteristic  takes  its  place  only 
a little  below  courage,  integrity, 
and  compassion.  Indeed,  it  is 
related  to  the  latter. 

In  a culture  where  the 
contemporary  or  the  present  is 
exalted,  it  is  easy  to  disparage  the 
importance  of  the  past.  The 
- epigram,  “The  Past  is  only 
Prologue”  becomes  “The  Past  is 
Irrelevant.”  Arrogance  and 
egotism  thrive  in  such  a climate. 
The  self-made  person  claims  too 
much.  He  minimizes,  or  forgets 
' altogether,  those  persons  and 
circumstances  which  played  a 
part  in  the  success  of  which  he 
I boasts.  It  is  hard  to  be  completely 
self-centered  when  one  surveys 
the  circumstances  of  his  situation 
and  keeps  his  perspective. 

Viewed  in  this  light,  the 
observance  of  anniversaries  such 
as  centennials  and  bicentennials 
should  play  an  important  role  in 
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double  standard  that  is  fair  to  nei- 
ther the  educational  providers 
themselves  nor  the  physicians 
whom  they  serve  to  educate;  there- 
fore be  it 

RESOLVED,  that  the  MAG  Dele- 
gation to  the  AMA  House  introduce 
a resolution  calling  upon  the  Amer- 
ican Medical  Association,  as  a 
sponsor  of  the  ACCME,  to  work  with 
ACCME  to  eliminate  its  arbitrary  and 
unfair  distinction  between  national 
and  intrastate  providers. 


our  public  life  similar  to  that 
which  birthdays  play  in  our 
private  lives.  Such  observances 
should  not  encourage  a worship 
of  the  past  but  should  use  the 
recollections  of  the  past  to 
nurture  appreciation  of  those  who 
made  the  present  possible. 

On  the  national  level,  these 
celebrations  should  recall  the 
struggles  and  sacrifices  of 
forebears  in  order  that  we  might 
appreciate  the  rights  and 
freedoms  which  we  too  easily 
take  for  granted.  They  should  also 
inspire  us  to  dedicate  ourselves  to 
the  preservation  of  our  heritage  to 
be  passed  on  to  succeeding 
generations.  These  celebrations 
should  not  encourage  mindless 
chauvinism  or  hero  worship,  but 
honest  understanding  of  the 
contributions  of  our  forefathers, 
with  all  of  their  shortcomings  as 
well  as  their  virtues. 

Likewise,  from  a personal  point 
of  view,  recalling  the  efforts  of 
parents  and  grandparents  should 
inspire  a sense  of  appreciation  of 
their  struggles  to  meet  the 
challenges  of  their  day  and 
generation.  Their  lives  may  or 
may  not  have  been  heroic,  but 
they  bear  testimony  to  the  spirit 
with  which  succeeding 
generations  should  or  should  not 
face  the  problems  of  their  day. 

To  know  something  of  the  lives 
of  those  who  preceded  us  helps 
us  understand  who  we  are,  but 
equally  as  important,  it  should 
nurture  in  us  that  admirable 
human  quality  of  appreciation. 


HOUSE  ACTION 

Adopted  as  amended:  “that  the 
MAG  Delegation  to  the  AMA  House 
introduce  a resolution  calling  upon 
the  American  Medical  Association, 
as  a sponsor  of  the  ACCME,  to  work 
with  ACCME  to  reduce  its  distinc- 
tion between  national  and  intra- 
state providers,  while  retaining  the 
authority  of  state  medical  associa- 
tions as  intrastate  accreditors.” 


Mere  knowledge,  even  of  history, 
does  not  guarantee  all  the  noble 
qualities  of  character,  but  it 
should  help  nurture  the  trait  of 
gratitude.  It  may  help  us 
understand  why  we  should  be 
grateful  and  even  inspire  us  to  say 
“Thank  You!”  — two  words  hard 
for  some  to  utter,  but  essential  for 
rich  human  relationships. 

If  a student  could  conclude  the 
formal  study  of  history  with  the 
seeds  planted  for  developing 
perspective  and  appreciation,  he 
or  she  would  have  made  a start 
toward  a richer  and  better  life.  In 
this  way,  the  study  of  history  may 
be  more  useful  than  it  first 
appears. 

In  the  years  following  the 
conclusion  of  formal  study,  many 
persons  change  their  attitude 
toward  history  as  they  find 
interests  in  architecture, 
genealogy,  biography,  or  other 
areas  of  human  endeavor. 
Discovering  that  exploration  of 
the  past  can  be  more  than 
memorizing  facts,  many  become 
avid  students  of  the  subject  they 
once  dreaded.  Reading  of  this 
nature  can  inspire  or  nurture  the 
traits  of  perspective  and 
appreciation  in  mature  readers, 
perhaps  even  more  than  it  can  in 
students.  A lifetime  experience  in 
learning  can  continue  to  enrich 
the  quality  of  life  in  a person  who 
resolves  not  to  quit  reading  when 
it  is  no  longer  assigned.  History  is 
more  than  a subject  for  schools.  It 
is  a record  of  the  human  past  to 
be  explored  as  long  as  one  lives. 
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Reference  Committee  F was 
comprised  of  the  following 
physicians:  H.  Duane  Blair,  Chair- 
man, DeKalb;  Alva  Louie  Mayes,  Jr., 
Vice  Chairman,  Bibb;  Alan  Plum- 
mer, Medical  Association  of  At- 
lanta; Donald  H.  Campbell,  Cobb; 
Walter  M.  Ligon,  Cobb;  and  Ellis  H. 
Nelson,  Richmond. 


TREASURER’S 

REPORT 

Cyler  D.  Gamer,  M.D., 
Treasurer 

In  each  year’s  Treasurer’s  Report 
since  I took  office  in  1984, 1 have 
emphasized  MAG’s  progress  to- 
ward achieving  organizational 
goals.  Again  1 mention  the  impor- 
tance of  a strong  financial  base 
needed  to  assure  your  Associa- 
tion’s ability  to  fulfill  membership 
needs. 

During  my  term  in  office,  we  have 
rebuilt  the  cash  reserves  from  prac- 
tically nothing  in  1984  to  the  pres- 
ent comfortable  level.  This  im- 
proved financial  stability  of  the 
medical  association  was  made  pos- 
sible with  only  modest  increases  of 
dues  over  the  past  six  years  cou- 
pled with  increased  control  of  ex- 
penses. I am  pleased  to  report  that 
the  recommendations  for  fiscal  year 
1990  propose  a balanced  budget 
without  a dues  increase. 

Last  year  we  planned  on  explor- 
ing sources  of  non-dues  income.  As 
a result  of  these  efforts,  we  have  a 
proposal  from  MAG  mutual  for  a 


guaranteed  $175,000  in  revenue  in 
return  for  MAG’s  endorsement  of 
their  life,  disability,  and  health  in- 
surance policies.  The  proposed 
budget  includes  a net  gain  of 
$125,000  ($175,000  from  the  en- 
dorsement offset  by  the  loss  of 
$50,000  in  revenue  from  co-spon- 
soring  MAG  Mutual’s  risk  manage- 
ment seminars). 

During  the  coming  year,  we  plan 
to  evaluate  administrative  services. 
Our  first  priority  will  be  to  develop 
a long-term  strategy  for  data  proc- 
essing that  better  meets  our  needs 
while  minimizing  costs.  The  word 
processing  system  which  runs  on 
the  mini-computer  barely  supports 
our  workload  with  present  staff  lev- 
els. Currently,  with  ten  word  proc- 
essing work  stations  and  the  ac- 
counting system  running  at  the 
same  time,  the  computer  over- 
loads, dropping  response  time  to 
an  unacceptable  level.  Better  and 
more  timely  management  reports  of 
budget  versus  actual  expenditures 
are  needed  too  for  both  day-to-day 
control  and  presentations  to  the  Ex- 
ecutive Committee  and  Board  of  Di- 
rectors. The  present  accounting 
system  does  not  use  budget  figures 
and  requires  significant  manual  ef- 
fort before  actual  figures  for  the  fi- 
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nancial  statements  can  be  gener- 
ated. We  want  a user-friendly 
accounting  system  which  gives  cur- 
rent expenditures,  outstanding 
commitments,  and  budget  to  actual 
comparisons. 

Dues  income  increased  by  more 
than  anticipated  in  fiscal  year  1989. 
This  was  due  to  increased  mem- 
bership, and  improved  delinquency 
collection  procedures  instituted  in 
March  1989.  We  have  projected  only 
a modest  increase  in  dues  income 
for  FY  1990. 

Expenditures  for  FY  1988  were 
projected  based  on  actual  expend- 
itures as  of  March  31,  1988.  This  is 
more  precise  than  previous  esti- 
mates, and  should  make  the  final 
expenditures  in  FY  1990  more 
closely  reflect  the  proposed  budget. 
Since  the  accounting  system  will  be 
tied  into  the  budget  during  the  com- 
ing year,  the  budgeting  process 
should  be  even  more  accurate  next 
year. 

Reflecting  this  new  revision,  as 
well  as  examining  MAG’s  needs, 
several  expenditures  are  budgeted 
at  a substantially  higher  level  than 
last  year.  The  Legislative  Commit- 
tee and  the  Physician  Involvement 
Program  budgets  were  interchange- 
able in  past  years.  This  year  the  PIP 
was  reduced  to  indicate  actual  ex- 
penditures, while  non-PlP  legisla- 
tive expenses  were  put  into  the  Leg- 
islative Committee  budget.  The  rest 
of  the  increase  is  simply  a reflection 
that  the  new  team  work  approach 
to  legislation  involves  three  lobby- 
ists (rather  than  one),  and  includes 
other  staff  members  and  physicians 
from  time  to  time. 

The  Finance  Committee  also  rec- 
ommends a substantial  increase  in 
the  Public  Relations  Committee 
budget.  The  Public  Relations  Com- 
mittee, in  conjunction  with  the  Sen- 
ior Citizens  Ad  Hoc  Committee,  rec- 
ommended a very  large  public 
relations/patient  education  pro- 
gram that  would  include  brochures 
for  patients  and  a hot-line  available 
to  aid  senior  citizens.  In  light  of  the 


current  Medicare  reimbursement 
problems  and  the  legislative  threat 
of  mandatory  assignment,  the  Com- 
mittee felt  this  was  a most  impor- 
tant expenditure  on  behalf  of  MAG’s 
physicians. 

Finally,  the  Journal  budget  was 
increased  by  about  $32,000  over  last 
year  to  reflect  higher  printing  costs. 
Part  of  the  printing  costs  were  in- 
creased because  of  the  compre- 
hensive coverage  in  the  proceed- 
ings’ issue,  which  increased  that 
issue’s  number  of  pages  and  thus 
the  cost.  It  should  be  noted  that  the 
proceedings’  issue  that  was  listed 
as  a separate  item  under  member- 
ship, was  not  funded  separately  this 
year  and  will  be  dropped  as  a line 
item  in  next  year’s  budget. 

The  Finance  Committee  reduced 
the  requested  budget  of  the  Im- 
paired Physicians  Program  from 
$50,150  to  $6,150.  The  Committee 
has  yet  to  hire  a director,  indicate 
where  future  revenues  will  come 
from,  or  show  that  a volunteer  phy- 
sician program  will  not  work.  The 
Finance  Committee  supported 
budget  recommendations  of  the 
Impaired  Physicians  Committee  that 
dealt  with  travel  and  miscellaneous 
expenses. 

During  the  coming  year,  the  Fi- 
nance Committee  will  examine 
every  item  in  the  budget.  Some,  like 
the  proceedings’  issue,  were  put  in 
years  ago  for  a reason  that  no  longer 
exists.  There  are  several  inactive 
committees  or  line  items  that  also 
need  to  be  examined.  While  major 
changes  will  probably  not  be  made, 
there  will  be  some  improvements 
made  to  reflect  the  ever-changing 
structure  of  MAG. 

This  budget  reflects  a prudent  fis- 
cal plan  for  MAG.  It  places  money 
in  reserves  for  future  equipment  and 
building  needs.  It  recognizes  mod- 
erate revenue  increases  over  this 
year,  and  revenue  that  is  attainable. 
It  successfully  continues  my  goals 
of  making  MAG  financially  stronger 
every  year  while  1 am  your  Treas- 
urer. And  finally,  it  allows  us  to  con- 


tinue to  grow  with  a balanced 
budget  and  without  a dues  in- 
crease. 

Recommendations 

1 . In  view  of  MAG’s  strong  finan- 
cial position,  a dues  increase 
should  not  be  required  during  FY 
1990. 

2.  It  is  recommended  that  $20,000 
be  budgeted  for  Board  Contingency 
as  reasonably  anticipated  expend- 
itures. This  is  recognition  of  the  fact 
that  the  Board  has  the  authority  to 
expend  up  to  10%  of  the  value  of 
unobligated  assets  of  the  Associa- 
tion (approximately  $230,000) 
should  unforeseen  circumstances 
arise. 

3.  It  is  recommended  that  fund- 
ing for  the  Impaired  Physician  Pro- 
gram be  set  at  $6,150  for  travel  to 
District/County  meetings.  Auxiliary 
meetings,  educational  and  inter- 
vention work  and  for  administrative 
support  expenses. 

4.  It  is  recommended  that  a bal- 
anced Fiscal  Year  1990  Budget  be 
submitted  to  the  House  of  Dele- 
gates. 

HOUSE  ACTION 

Adopted  the  budget  with  the  pro- 
vision made  by  the  Reference  Com- 
mittee as  follows:  “It  is  noted  that 
a marked  reduction  in  funds  for  the 
disabled  doctors  [Impaired  Physi- 
cians] program  has  been  made  in 
the  budget.  After  considerable  tes- 
timony concerning  the  need  for 
continuation  of  this  program  and 
the  desirability  of  a medical  direc- 
tor to  head  the  program,  the  Com- 
mittee recommends  that  a medical 
director  of  the  disabled  doctors 
[Impaired  Physicians]  programs  be 
hired  when  an  acceptable  appli- 
cant can  be  found. 

“We  further  recommend  that  the 
Board  of  Directors  fund  such  a po- 
sition from  the  reserves  of  MAG  un- 
til the  next  session  of  the  House  of 
Delegates  at  which  time  appropri- 
ate permanent  funding  can  be 
budgeted.” 
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CHAIRMAN  OF  THE  BOARD  OF  DIRECTORS 

William  C.  Collins,  M.D. 


Presented  below  is  the  Fiscal  Year  1989-1990  MAG  Budget  as  recommended  by  the  Board  of  Directors: 


Category 

BUDGET  SUMMARY 

Projections 
May  31,  1989 

FY  1989 
Budget 

FY  1990 
Recommended 
Budget 

REVENUE 

Dues  Revenue 

$1,969,746 

$1,842,000 

$2,023,746 

Risk  Management 

20,000 

50,000 

0 

Advertising  Revenue 

115,000 

105,600 

105,000 

Scientific  Assembly 

43,323 

42,500 

42,500 

Leadership  Conference 

22,470 

15,000 

20,000 

Journal  Subscriptions 

3,500 

5,000 

3,500 

AMA  Refund 

10,211 

8,500 

20,992 

Data  Processing 

6,383 

15,000 

8,000 

Interest  Income 

85,000 

72,000 

88,000 

Rental  Income 

33,000 

18,500 

33,000 

Miscellaneous  Income 

86,819 

46,000 

195,000 

Total  Revenue  From  Operations 

$2,395,452 

$2,220,100 

$2,539,738 

EXPENDITURE  SUMMARY 

Administration 

$1,088,625 

$1,078,387 

$1,236,955 

Membership  Services 

156,831 

167,925 

192,570 

Building 

175,437 

184,000 

188,500 

Journal 

218,316 

195,368 

230,649 

Data  Processing 

151,584 

170,860 

165,640 

Other 

3,600 

3,600 

6,400 

Board  Contingent 

10,000 

20,000 

20,000 

Committees 

Allocation  from  Tort  Reform 

436,203 

(75,000) 

393,640 

499,024 

Expenditures  Regular  Operations 

$2,165,596 

$2,213,780 

$2,539,738 

Revenue  Over  Expense  Regular  Operations 

$229,856 

$6,320 

$0 

ADMINISTRATION 

Salaries 

$703,416 

$675,737 

$795,517 

Health  Insurance 

33,516 

52,500 

56,603 

Disability  Insurance 

3,021 

4,200 

3,173 

PICA  Tax 

35,343 

51,250 

50,352 

Unemployment-State 

1,484 

1,450 

1,703 

Unemployment-Federal 

1,096 

1,300 

1,106 

Retirement 

55,856 

53,400 

56,201 

Recruitment 

4,962 

800 

800 

Legal  Fees 

12,000 

15,000 

15,000 

Telephone 

40,100 

51,000 

42,000 

Postage 

37,468 

49,000 

45,000 

Staff  Travel 

43,467 

32,000 

45,000 

Printing 

5,601 

2,500 

7,000 

Dues  & Subscriptions 

10,274 

8,500 

9,000 

Audit,  Tax  & Payroll 

24,863 

30,000 

30,000 

Equip.  Maintenance  & Xerox 

21,235 

19,250 

22,000 

Pension  Administration 

2,500 

4,500 

2,500 

Consulting  & Temporary  Help 

29,667 

3,500 

30,000 

Office  Supplies 

22,756 

22,500 

24,000 

Total  Administration 

$1,088,625 

$1,078,387 

$1,236,955 
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FY  1990 


Category 

Projections 
May  31,  1989 

FY  1989 
Budget 

Recommended 

Budget 

BUILDING 

Building  Maintenance 

$14,571 

$11,000 

$18,500 

Janitorial  Service 

16,632 

18,000 

18,000 

Insurance 

13,919 

15,000 

15,000 

Utilities 

36,211 

41,000 

38,000 

Depreciation  — Building 

31,360 

32,000 

32,000 

Depreciation  — Equipment 

32,000 

32,000 

32,000 

Ad  Valorem  Tax 

30,744 

35,000 

35,000 

Total  Building 

$175,437 

$184,000 

$188,500 

MEMBERSHIP 

Travel  — President 

$17,898 

7,000 

$15,000 

Travel  — President-Elect 

6,128 

4,000 

6,000 

Travel  — Past  President 

5,327 

3,000 

6,000 

Travel  — AMA  Delegates 

31,964 

35,000 

47,000 

Caucus  Breakfast 

1,733 

2,600 

2,500 

Headquarters  Suite 

5,000 

10,000 

5,000 

Southeaster  Coalition 

2,018 

4,000 

2,000 

Travel  — Sec.  & Treas.  to  AMA 

977 

3,500 

3,500 

Two  MD’s  AMA  Leadership 

0 

1,800 

0 

AMA  — Medical  Student  Section 

5,643 

10,850 

16,070 

State  Medical  Education  Luncheon 

0 

375 

0 

Sundry 

0 

600 

0 

Executive  Committee  Provisional 

7,444 

6,000 

7,500 

Executive  Committee  Travel 

6,945 

8,700 

7,000 

Meetings 

14,625 

11,000 

15,000 

President  Provisional  Fund 

24,000 

24,000 

24,000 

President  Executive  Fund 

6,112 

16,000 

14,000 

Roster 

21,017 

16,500 

22,000 

Proceedings  Issue 

* 

3,000 

* 

Total  Membership 

$156,831 

167,925 

$192,570 

JOURNAL 

Salaries 

$42,500 

47,650 

$45,250 

Health  Insurance 

2,916 

5,625 

3,746 

Disability 

207 

222 

, FICA 

2,816 

5,830 

3,398 

Unemployment  — State 

178 

129 

Unemployment  — Federal 

119 

84 

Retirement 

2,935 

3,040 

3,620 

Printing 

130,000 

108,000 

135,000 

Photo  Processing 

1,611 

500 

1,500 

Advertising  Promotion 

5,156 

500 

2,000 

Postage 

16,088 

14,773 

16,000 

Clipping  Service 

576 

450 

300 

Dues  & Subscriptions 

545 

300 

400 

Consulting  Services 

5,501 

10,000 

Artwork 

4,948 

6,500 

6,500 

Travel 

2,220 

2,200 

2,500 

Total  Journal 

$218,316 

195,368 

$230,649 

*Projected  5/31/89  and  1990  Budget  including  m Journal  printing. 
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Category 

Projections 
May  31,  1989 

FY  1989 
Budget 

FY  1990 
Recommended 
Budget 

OTHER 

FranklinAVoody  Benefits 

$3,600 

$3,600 

$6,400 

Board  Contingent 

10,000 

20,000 

20,000 

Total  Other 

$13,600 

$23,600 

$26,400 

DATA  PROCESSING 

Salaries 

$55,000 

$58,000 

$60,000 

Health  Insurance 

5,707 

4,000 

7,155 

Disability  Insurance 

267 

360 

294 

FICA 

4,131 

4,360 

4,506 

Unemployment  — State 

229 

190 

173 

Unemployment  — Federal 

141 

170 

112 

Retirement 

3,067 

3,200 

4,800 

Insurance 

717 

1,500 

800 

Equipment  Rental 

4,541 

1,500 

1,500 

Equipment  Maintenance 

25,261 

27,500 

26,000 

Data  Communication 

226 

780 

500 

Supplies 

9,178 

6,000 

8,500 

Depreciation/Amortization 

37,379 

48,000 

40,000 

Travel 

43 

1,500 

1,500 

Education  & Dues 

278 

300 

300 

Consulting  Fees 

0 

5,000 

4,000 

Office  Operations 

5,419 

6,500 

5,500 

Documentation 

0 

2,000 

0 

Total  Data  Processing 

$151,584 

$170,860 

$165,640 

COMMITTEES 

Access  to  Health  Care 

$2,000 

$2,000 

$2,100 

Annual  Session 

38,000 

38,000 

38,000 

Auxiliary 

64,878 

66,638 

75,379 

It’s  Up  to  Youth  — Auxiliary 

10,000 

Doctor-of-Day 

8,431 

7,000 

8,500 

Impaired  Physicians 

0 

29,167 

6,150 

Legislation  & Bulletin 

127,500 

70,000 

125,000 

Physician  Involvement  Program 

2,500 

10,000 

2,700 

Education 

2,163 

2,825 

2,825 

Medical  Aspects  of  Sports 

945 

1,200 

1,500 

Physicians-Lavvyer  Liaison 

0 

2,000 

4,000 

Membership  Insurance 

0 

1,500 

0 

Public  Relations 

77,311 

60,000 

115,000 

Scientific  Assembly 

31,573 

40,000 

35,000 

Newsletter 

27,832 

24,900 

26,400 

Third  Party  Relations 

16,874 

2,500 

2,500 

Leadership  Conference 

12,695 

15,000 

15,000 

Resident  Physician  Section 

1,142 

3,205 

6,030 

Young  Physician  Section 

0 

3,205 

8,740 

Public  Health 

18,744 

5,000 

3,000 

Medical  Schools 

1,352 

1,000 

1,000 

Membership 

1,283 

3,000 

4,000 

Medical  Practice 

0 

0 

1,200 

Hospital  Medical  Staff 

0 

0 

5,000 

Committee  on  Disadvantaged 

0 

3,000 

0 

Professional  Liability  Support 

980 

2,500 

0 

Total  — Committees 

$436,203 

$393,640 

$499,024 

BUILDING  RESERVE  EXPENDITURES 

Paint  Offices 

$9,582 

Carpeting 

33,568 

$43,150 

1 1 
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SUPPLEMENTAL 

REPORT 

Reserve  For  Tort 
Reform  Activities 

As  of  May  31,  1988,  the  audited 
balance  in  the  Tort  Reform 
Reserve  Account  was  $540,023.  The 
only  direct  expenditure  this  year  was 
for  the  tort  reform  survey  of  obste- 


SENIOR CITIZENS 
ADVOCACY 
COMMITTEE 

Joe  L.  Nettles,  M.D., 
Chairman 

Refer  to  Report  of  Reference 
Committee  B for  the  complete 
report  of  the  Senior  Citizens  Ad- 
vocacy Committee. 

Recommendations 

After  further  discussion,  the 
Committee  asreed  to  recommend 
that: 

1.  MAG  urge  physicians  to  con- 
tinue to  see  Medicare  patients  and 
help  them  deal  with  current  or  on- 
going problems  with  Medicare. 
(Referred  to  Reference  Committee 
B.) 

2.  MAG  educate  physicians  and 
senior  citizens  about  changes  in  the 


tricians,  gynecologists,  and  family 
practitioners.  A special  $75,000 
charge  was  authorized  by  the  1988 
House  of  Delegates  to  offset  sala- 
ries expended  for  efforts  during  FY 
1989  to  enhance  Tort  Reform  leg- 
islation. There  are  no  current  plans 
to  expend  substantial  amounts  from 
this  reserve.  A summary  of  the  re- 
serve since  its  inception  and  pro- 
jected May  31,  1989  balance  fol- 
lows: 


Medicare  program  and  the  poten- 
tial impact  of  these  changes  on  the 
physician  and  the  beneficiary.  (Re- 
ferred to  Reference  Committee  D.J 

* 3.  A patient  information  bro- 
chure developed  by  the  Indiana 
Medical  Association,  entitled 
“Medicare:  What  you  should  know,” 
be  revised  for  distribution  in  Geor- 
gia. 

* 4.  An  easily  revised  fact  sheet 
regarding  Medicare  be  prepared. 

* 5.  A hotline  for  Medicare  pa- 
tients be  established  in  MAG  head- 
quarters on  a one-year  trial  basis. 

6.  MAG  pursue  the  feasibility  of 
developing  voluntary  medical  care 
and/or  Medicare  participation  pro- 
grams for  those  senior  citizens  liv- 
ing at  or  below  150%  of  the  Georgia 
poverty  level. 

7.  Representatives  of  the  AARP 
and  other  appropriate  agencies  be 


invited  to  participate  in  the  devel- 
opment of  the  education  process. 
(Referred  to  Reference  Committee 
D.) 


‘Fiscal  Note:  Funds  included  in  Public  Relations 
Committee  Budget. 

HOUSE  ACTION 

Recommendations  3,  4,  and  5 
were  adopted. 

Recommendation  6 was  referred 
to  the  Board  of  Directors. 


PUBLIC  RELATIONS 
COMMITTEE 

Jeffrey  T.  Nugent,  M.D. 

1.  MAG  Healthy  Lifestyles  Cam- 
paign — “A  Prescription  For  Life”: 

At  the  1988  Annual  Meeting  of  the 
Medical  Association  of  Georgia 
House  of  Delegates,  the  Public  Re- 
lations Committee  recommended 
that  our  major  public  relations  proj- 
ect for  1988-89  be  Healthy  Life- 
styles, a comprehensive  program  of 
public  education  with  grass  roots 
involvement  of  county  medical  so- 
cieties. In  its  final  action,  the  House 
of  Delegates  approved  our  recom- 
mendation and  our  budget. 

The  overall  objective  of  this  cam- 
paign is  to  promote  healthy  lifestyle 
choices  among  Georgians  in  an  ef- 
fort to  improve  physical  fitness  and 
healthy  eating  habits,  as  well  as  de- 
crease the  use  of  alcohol,  tobacco 
and  drugs  and  to  lessen  stress.  The 
long  term  goal  of  the  campaign  is 
to  position  physicians  as  experts  in 
helping  Georgians  made  the  right 
healthy  lifestyle  choices. 

Over  the  course  of  the  year,  the 
Public  Relations  Committee  proj- 
ected four  patient  brochures  cov- 
ering the  topics  of  fitness,  addic- 
tion, driving  safety,  and  stress.  The 


FY  1987 
(Audited) 

FY  1988 
(Audited) 

FY  1989 
Projected 

Balance  at  Beginning  of  Year 

$0 

$479,652 

$540,023 

Membership  Assessments 

888,544 

32,511 

Interest  Income 

31,238 

29,699 

35,000 

Expenses 

Charged  authorized  by  1988 
House  of  Delegates 

(440,130) 

(1,839) 

(7,254) 

(75,000) 

Balance  at  End  of  Year 

$479,652 

$540,023 

$492,769 
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brochures  were  mailed  to  physi- 
cians’ offices  and  county  medical 
society  and  auxiliary  leadership.  In 
addition,  the  Public  Relations  Com- 
mittee produced  a 30  second  tele- 
vision public  service  announce- 
ment which  received  a Merit  Award 
from  Health  Care  Marketing  Mag- 
azine. 

MAG  spearheaded  a wellness 
consortium  created  by  V/PBA, 
Channel  30  in  Atlanta.  The  station 
produced  a show  entitled  “Health- 
style”  which  aired  every  Wednes- 
day from  6:00-6:30  p.m.  MAG’s  ma- 
jor role  was  to  assist  in  the  devel- 
opment of  program  topics  and 
provide  physician  panelists  for  each 
show.  Program  topics  included: 
healthy  lifestyle  habits,  AIDS,  infer- 
tility, elderly  care,  children,  cos- 
metic surgery,  health  care  costs  and 
chronic  health  problems. 

The  Public  Relations  Committee 
designed  a leadership  packet  for 
county  medical  societies  and  aux- 
iliaries containing  a series  of  twenty- 
four  pre-written  60  second  public 
service  announcements  for  local 
physicians  and  auxilians  to  read  on 
the  air. 

A 40-minute  video  on  adolescent 
topics  such  as  AIDS,  teen  suicide, 
teen  sex,  cheating,  and  parental 
drug  use  was  developed  for  use  in 
Georgia  schools.  The  title  of  the 
video  is  “Scenarios.”  The  co-spon- 
sor was  the  Georgia  Hospital  As- 
sociation. Mr.  Mark  Schenker  pro- 
duced this  document  in  conjunction 
with  Mrs.  Sherry  W.  Marsh  and 
members  of  the  Public  Relations 
Committee.  The  video  tape  was 
shown  to  the  teenagers  attending 
the  Teen  Health  Forum  (“IT’S  UP 
TO  YOUTH”)  at  the  Tate  Student 
Center  at  the  University  of  Georgia 
on  March  14,  1989.  One  hundred 
copies  of  the  video  tape  have  been 
made  and  distributed  to  county 
medical  societies,  auxiliaries  and 
schools  participating  in  the  Teen 
Health  Forum. 

The  Teen  Health  Forum  targeted 
over  700  students  from  numerous 
high  schools  within  a two  hour  ra- 


dius of  Athens,  Ga.  This  extremely 
important  and  successful  project 
under  the  leadership  of  Mrs.  Connie 
Menendez,  Mrs.  Barbara  Tippins 
and  Mrs.  Jan  Collins,  President  of 
the  Auxiliary  of  the  Medical  Asso- 
ciation of  Georgia  was  a truly  out- 
standing event  and  bears  repeating 
in  other  parts  of  the  state. 

2.  Tort  Reform  Survey  of  Obste- 
tricians, Gynecologists,  and  Family 
Practitioners 

A comprehensive  survey  was  in- 
itially developed  by  MAG  staff,  and 
after  consultation  with  the  leader- 
ship of  the  specialty  societies  and 
the  Data  Tabulating  Service,  Inc.  of 
Atlanta,  Georgia,  questionnaires 
were  mailed  to  1300  physician 
members  of  the  Medical  Associa- 
tion of  Georgia  on  January  30,  1 989. 
A total  of  584  physicians  completed 
and  returned  the  survey.  By  spe- 
cialty, this  total  was  made  up  by  220 
OB/GYNs,  57  GYNs,  211  family  phy- 
sicians and  52  physicians  who  did 
not  define  their  specialty  and  44 
physicians  who  were  not  in  current 
practice.  Valuable  information  was 
learned  from  this  survey,  the  most 
important  being  that  51%  of  the  re- 
sponding physicians  said  that  they 
had  discontinued  OB  services  or 
plannned  to  do  so. 

Results  of  the  1 989  survey  will  be 
used  in  our  preparations  for  further 
reform  in  the  1990  Georgia  General 
Assembly.  The  Public  Relations 
Committee  wishes  to  work  with  the 
Tort  Reform  Committee  in  devel- 
oping further  materials  and  a plan 
for  action. 

3.  Proposed  Medicare  Education 
Program 

During  this  year  the  Public  Re- 
lations Committee  has  worked  with 
the  Senior  Citizen  Advocacy  Com- 
mittee to  reach  a consensus  as  to 
the  direction  to  be  taken  for  ob- 
taining grass  roots  involvement  of 
patients  to  help  in  Medicare  reform, 
it  was  agreed  at  a meeting  of  the 
Senior  Citizen  Advocacy  Committee 
in  January  of  1989  that  the  general 
program  designed  by  Dr.  Bill  Waters 
of  Atlanta,  entitled  project  “TIP”  (To 


Inform  the  Public),  should  be  con- 
sidered for  implementation  in  1989- 
90. 

A proposed  public  awareness  ef- 
fort would  include  (1)  informing 
patients  of  their  rights  under  Med- 
icare, (2)  educating  patients  as  to 
certain  forms  of  disenfranchise- 
ment present  in  the  Medicare  rules 
and  regulations;  and  (3)  suggested 
solutions.  With  government  inter- 
vention becoming  ever  more  ramp- 
ant with  regard  to  the  physician/ 
Medicare  patient  relationship,  de- 
termination of  “unnecessary”  tests 
and  treatment,  refusal  to  pay  for  im- 
portant preventive  medical  serv- 
ices, etc.,  MAG  should  cooperate 
with  other  senior  citizen  advocacy 
groups  in  promoting  this  project. 

4.  Proposed  Medicare  Public  Ed- 
ucation Program  Components 

A.  A pamphlet  to  educate  doctors 
in  the  State  of  Georgia  about  the 
need  for  education  of  Medicare 
beneficiaries. 

B.  Patient  information  sheets 
similar  to  that  developed  by  the  In- 
diana Medical  Association,  entitled 
“Medicare:  What  You  Should  Know” 
will  be  developed  for  distribution 
in  the  State  of  Georgia. 

C.  A booklet  describing  in  more 
depth  specific  elements  of  the  Med- 
icare program  which  need  reform 
thereby  leading  to  action  by  the  re- 
cipient in  the  form  of  personal  con- 
tact with  U.S.  Senators  or  Repre- 
sentatives. 

D.  A telephone  HOTLINE  for 
Medicare  patients  should  be  estab- 
lished in  MAG  headquarters. 

E.  Consider  publishing  an  “open 
letter”  to  people  of  Georgia  in  major 
news  media. 

F.  The  feasibility  of  developing 
voluntary  Medicare  participation 
programs  for  beneficiaries  living  at 
or  below  150%  of  the  Georgia  pov- 
erty level  should  be  investigated. 

G.  MAG  representative  should  in- 
itially contact  representatives  of  the 
AARP  and  other  appropriate  senior 
citizen  agencies  for  development  of 
this  project.  The  Public  Relations 
Committee  would  work  with  the 
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Senior  Citizens  Advocacy  Commit- 
tee, the  Executive  Committee  of  the 
Medical  Association  of  Georgia  and 
the  AMA  in  developing  policy  and 
direction  for  this  project. 

A proposed  budget  of  $100,000 
for  the  Medicare  public  education 
program  will  essentially  be  divided 
as  follows:  $50,000,  for  printed  ma- 
terials; $10,000,  for  public  relations 
consultant;  $40,000,  for  HOTLINE, 
speakers  bureau,  slide  show  pres- 
entation. 

5.  Other  Activities  of  the  Public 
Relations  Committee 

A.  Following  the  House  of  Dele- 
gates meeting  in  April  of  1988,  our 
Committee  distributed  news  re- 
leases concerning  key  house  ac- 
tions throughout  the  state. 

B.  The  PR  staff  responded  to 
county  medical  society  requests  by 
drafting  letters  and  editorials  for 
publication  in  local  newspapers. 

C.  The  PR  staff  assisted  the  MAG 
Mutual  Insurance  Company  in 
scheduling  educational  programs 
across  the  state  on  the  new  In- 
formed Consent  Law. 

D.  The  PR  staff  filled  a request 
from  KNOW  ATLANTA  magazine  to 

i write  an  article  on  how  to  select  a 
i physician.  The  magazine  is  tar- 
i geted  at  newcomers  in  Atlanta. 

I E.  The  Committee  and  staff  con- 
I tinue  to  field  calls  from  the  public 
and  the  medical  community  such 
> as  Relative  Value  Scale,  Medicare, 

I AIDS,  and  Tort  Reform. 

MAG’s  Public  Relations  Commit- 
I tee  met  three  times  in  1988-89,  and 
ij  the  Chairman  wishes  to  thank  the 
members  of  the  Committee  who 
gave  a great  deal  of  their  time  and 
energy  to  our  projects  during  this 
' past  year: 

Sheldon  B.  Cohen,  M.D.,  Atlanta; 
Mrs.  William  C.  Collins,  Atlanta;  Ka- 
il thy  Easterling,  M.D.,  Atlanta;  James 
I G.  Killebrew,  Jr.,  M.D.,  LaGrange; 

I Thomas  A.  Lyons,  M.D.,  Athens; 
1 Charles  W.  McDowell,  Jr.,  Decatur; 

. Toby  S.  Morgan,  M.D.,  Rome;  Alan 
Pomerance,  M.D.,  Tucker;  Beverly 
; B.  Sanders,  Jr.,  M.D.,  Macon;  Jo- 
seph W.  Stubbs,  M.D.,  Albany;  Wil- 
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liam  Weston,  M.D.,  Augusta;  Edgar 
Woody,  M.D.,  Atlanta;  Nathan  Se- 
gall,  M.D.,  Atlanta;  John  Bostwick, 
111,  M.D.,  Atlanta;  and  Gerald  M.  Sta- 
pleton, M.D.,  Austell. 

Recommendations 

1 . That  the  major  public  relations 
project  for  1989  be  Medicare  public 
education  in  Georgia,  consisting  of 
a comprehensive  program  de- 
signed to  inform  patients  of  their 
rights  and  duties  concerning  Med- 
icare. This  will  be  carried  out  in 
coordination  with  the  Senior  Citi- 
zen Advocacy  Committee,  the  MAG 
Executive  Committee,  and  the  AMA. 

2.  That  the  Public  Relations  Com- 
mittee requests  of  a total  of 
$115,000.00  be  adopted  as  set  out 
below: 

Medical  Education 

Program  $100,000.00 

Reprints  of  educational 
materials  (Healthy 

Lifestyles,  AIDs  campaigns)  7,000.00 
Travel,  clipping  service  and 
administrative  services 
400  additional  reprints  of 
adolescent  videotape  for 
delivery  to  schools  in 
Georgia 
TOTAL 

HOUSE  ACTION 

Adopted. 


RESOLUTION  2 

Financial  Structure  of 
the  JMAG 

Cobb  County  Medical 
Society 

Whereas,  the  Journal  of  the  Med- 
ical Association  of  Georgia  has 
through  the  years  proven  to  be  a 


valuable  and  indispensable  means 
of  communication  with  the  mem- 
bership of  the  MAG:  and 

Whereas,  the  JMAG  over  the  re- 
cent past  has  continued  to  provide 
a vehicle  for  the  publication  of  sci- 
entific and  socioeconomic  articles 
prepared  by  the  membership  of 
MAG:  and 

Whereas,  the  JMAG  has  over  the 
recent  past  demonstrated  contin- 
ued ability  to  respond  to  the  needs 
of  the  membership  of  the  organ- 
zation,  continuing  to  represent  a 
valuable  means  of  communication 
with  the  membership;  and 

Whereas,  the  operating  budget  of 
the  JMAG  has  not  been  increased 
over  the  past  several  years  in  the 
presence  of  an  ever-increasing  pro- 
duction budget;  now,  therefore,  be 
it 

RESOLVED,  that  the  financial 
structure  of  the  Journal  of  the  Med- 
ical Association  of  Georgia  be  care- 
fully reviewed  by  this  Annual  Ses- 
sion of  MAG  with  a view  toward 
more  realistic  and  equitable  budg- 
eting for  the  publication;  and  be  it 
further 

RESOLVED,  that  the  amount  at- 
tributed to  the  JMAG  from  mem- 
bership dues  be  raised  from  $10.00 
to  $20.00. 

HOUSE  ACTION 

Resolutions  2 and  15  both  per- 
tained to  JMAG  and  were  consid- 
ered together.  Resolution  15 
adopted. 


RESOLUTION  15 

Allocation  of  MAG 
Dues  for  JMAG 

Georgia  Medical  Society 

Whereas,  the  Journal  of  the  Med- 
ical Association  of  Georgia  serves 
as  an  indispensable  medium  of 
communication  with  the  member- 
ship of  the  Association;  and 


4,000.00 


4,000.00 

$115,000.00 
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Whereas,  the  JMAG  has  for  many 
years  subsisted  with  a designated 
$10.00  per  member  relegated  to  the 
cost  of  production  of  the  Journal; 
and 

Whereas,  the  production  costs  of 
the  JMAG  have  risen  in  concert  with 
inflationary  factors  over  the  past 
many  years;  therefore  be  it 

RESOLVED,  that  $20.00  of  each 
member’s  dues  paid  to  the  MAG  be 
recognized  as  a fair  and  reasonable 
contribution  toward  the  production 
costs  of  the  JMAG,  and  that  this  in- 
crease in  the  JMAG  budget  does  not 
infer  any  intent  to  increase  the  total 
amount  of  individual  dues. 

HOUSE  ACTION 

Resolutions  2 and  15  both  per- 
tained to  JMAG  and  were  consid- 


ered together.  Resolution  15  was 
adopted. 


RESOLUTION  43 

Battered  Women 

Teresa  E.  Clark,  M.D. 
Luella  Klein,  M.D. 

Refer  to  the  Report  of  Reference 
Committee  C for  the  full  re- 
port to  Resolution  43. 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  (MAG)  com- 
mend AGOG  for  its  leadership  in 
educating  physicians  regarding 
recognition  and  care  of  battered 


women;  and  be  it  further  (Referred 
to  Reference  Committee  C.) 

RESOLVED,  that  the  MAG  further 
these  efforts  by  disseminating  to  its 
members  information  on  recogni- 
tion and  treatment  of  battered 
women  including  statewide  referral 
support  systems  at  a cost  of  $4600 
for  6500  bulletins;  and  be  it  further 

RESOLVED,  that  the  MAG  sup- 
port in  concept  legislative  efforts  to 
address  this  problem.  (Referred  to 
Reference  Committee  C.) 

HOUSE  ACTION 

Adopted  second  RESOLVE  and 
referred  to  the  Board  of  Directors 
for  funding  and  implementation. 
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The  Council  of  Biology  Editors,  Inc.  serves  writers,  editors,  and 
publishers  in  the  biological  sciences  through  its  outstanding 
membership  services  and  publications,  including: 

• CBE  Views,  a bimonthly  publication,  keeping  you 
informed  of  the  latest  developments  in  scientific 
communication  and  publishing. 

• publications  providing  valuable  assistance  for  editors  and 
writers,  including  the  CBE  Style  Manual,  the  standard 
reference  in  the  biological  sciences 

• an  aimual  meeting  stressing  continuing  education  and 
networking  among  participants 

Find  out  more  about  the  Council  of  Biology  Editors  today! 


□ Send  me  more  information  about  CBE  membership. 

□ Send  me  more  information  about  CBE  publications. 

Return  to: 

Council  ctf  Biology  Editors,  Inc.,  Dept.  D>86,  9650  Rockville  Pike,  Bethesda,  Maryland  20814,  (301)  530-7036 

Name 

Organization 

Street  Address 

Qty,  State,  Zip  Code. 

Country 


. Phone  Number  A 


How  many  times  have  you  reluctantly  declined  dinner 
with  friends  because  of  professional  commitments? 

The  EmQuest  concept  can  free  you  from  time-consuming 
responsibilities. Enjoy  a week,  a year  or  a career  with 
the  flexibility  and  benefits  of  the  locum  tenens  lifestyle. 
Let  EmQuest  show  you  how  you  can  have  more  special 
time  for  yourself,  your  family  and  friends. 

EmQuest 

3310  Live  Oak  Street  LB-10,  Dallas,  Texas  75204 
(214)  823-6850  (800)  527-2145  USA 
A subsidiary  of  EmCare,  Inc. 


Comprehensive  Care  For  Your  Patient 
Is  Within  Reach  at  CPC  Parkwood 

With  over  40  years  of  service  to  the  . - - When  a patient  requires  both  psychiatric 

Atlanta  community,  CPC  Parkwood- chemical  dependency  care,  our  staff 

works  cooperatively  to  form  an 
individualized  treatment  plan. 
Our  intense  aftercare  programs 
foster  ongoing  recovery 
after  discharge. 

At  Parkwood,  our  dedication  to 
clinical  excellence  makes  the 
difference.  We  don’t  just  treat 
problems,  we  help  people  lead 
healthier  lives. 


HOSPITAL 

1999  Cliff  Valley  Way,  N.E.  Atlanta,  Georgia  30329  (404)  633-8431  Proud  I radition.s,  Pi  ogressive  Treatment 


CPC 

PARKWGDD 


Hospital  has  a proud  tradition  of 
excellence  in  comprehensive  patient 
care.  Our  progressive  treatment 
programs  are  designed  to  meet  the 
diverse  needs  of  patients  with 
difficult  problems. 

We  offer  adult,  adolescent,  and 
children’s  programs  for  psychiatric 
and  chemical  dependency  treat- 
ment— and  more.  We  specialize  in 
programs  for  treating  co-depen- 
dency, eating  disorders,  anxiety 
disorders,  and  the  impaired 
professional. 


An  affiliate  of  Emory  I niversity, 
Parkwood  is  a 152-bed  psychiatric 
and  chemical  dependency  hospital. 
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Report 

Reference 

Committee 


The  Reference  Committee  on 
Constitution  and  Bylaws  was 
comprised  of  the  following  physi- 
cians: Joy  A.  Maxey,  Chairman, 
DeKalb;  James  F.  Beattie,  Vice 
Chairman,  Walker-Catoosa-Dade; 
John  T.  Yauger,  Medical  Associa- 
tion of  Atlanta;  E.  M.  Molnar,  Mus- 
cogee; Joe  C.  Stubbs,  South  Geor- 
gia; Luther  M.  Thomas,  Richmond; 
and  Rodney  L.  Smith,  Hall. 


COMMITTEE  ON 
CONSTITUTION 
AND  BYLAWS 

J.  Rhodes  Haverty,  M.D., 
Chairman 

The  Committee  on  Constitution 
and  Bylaws  submits  this  report 
for  the  consideration  of  the  House 
of  Delegates.  The  Committee  met 
prior  to  the  convening  of  the  House 
to  study,  review  and  make  recom- 
mendations concerning  several 
constitutional  amendments  that 
have  laid  on  the  table  since  our  last 
Annual  Session  and  are,  therefore, 
now  eligible  for  consideration  by 
the  House.  Several  more  Constitu- 
tional amendments  have  been  in- 
troduced this  year,  however  they 
cannot  be  voted  on  until  the  1990 
Annual  Session.  Numerous  Bylaws 
amendments  have  been  properly 
referred  to  the  Committee  in  com- 
pliance with  Chapter  XVI  of  the  By- 
laws. This  report  will  discuss  each 
of  the  various  amendments  pre- 
sented for  consideration. 

First,  the  actions  pending  from 
the  1 988  Annual  Session  will  be  dis- 
cussed. This  1988  Reference  Com- 


mittee on  Constitution  and  Bylaws 
recommended  and  the  House  con- 
curred that  the  issue  of  deleting  the 
“Associate  Member”  category 
should  be  sent  to  this  Committee 
for  further  study.  There  currently  are 
approximately  63  Associate  mem- 
bers. This  category  was  originally 
established  to  recruit  residents  and 
interns.  It  is  based  upon  a reduced 
membership  fee.  At  present  many 
Associate  members  are  members 
of  the  Georgia  State  Medical  Asso- 
ciation. After  much  deliberation,  the 
Committee  felt  that  at  present  no 
action  should  be  taken  on  changing 
this  membership  category. 

The  Committee  also  took  under 
consideration  a request  of  the 
Chairman  of  the  Board  to  allow  for 
the  size  of  the  Finance  Committee 
to  be  increased  from  its  current  3 
members.  The  Committee  agreed 
that  such  a change  is  needed  and 
Resolution  40  is  therefore  submit- 
ted by  this  Committee  with  a do 
pass  recommendation. 

The  Report  of  the  Secretary  (Of- 
ficer: 2/88)  called  for  the  creation 
of  another  membership  category  to 
be  designated  as  an  “at-large” 
membership  category.  The  concept 
is  to  provide  a mechanism  for 
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Members  of  the  Reference  Committee  on  Constitution  & Bylaws  (C&B)  included  (L  to  R)  Joe  Stubbs,  Luther  Thomas, 
John  Yauger,  E.  M.  Molnar,  Rodney  Smith,  and  James  Beattie. 


membership  in  MAG  for  physicians 
that  have  their  dominant  practice  in 
a county  that  does  not  have  a prop- 
erly chartered  component  county 
society.  There  are  several  counties 
that  fall  into  this  category  on  a reg- 
ular basis  for  failure  to  maintain  a 
minimum  of  5 members  or  for  fail- 
ure to  hold  a meeting  and  elect  of- 
ficers. During  its  study  of  this  issue, 
the  Committee  discovered  that  both 
the  Constitution  and  the  Bylaws 
would  have  to  be  amended  to  per- 
mit physicians  to  be  members  of 
MAG  without  belonging  to  a com- 
ponent county  society.  After  con- 
siderable debate,  but  in  accord- 
ance with  the  Report  of  the 
Secretary,  the  Committee  prepared 
Resolution  44  containing  both 
amendments  to  the  Constitution 
(Article  IV,  Section  2)  and  the  By- 
laws (Chapter  11,  Section  1 (a)  (iv). 
This  Resolution  will  have  to  lay  on 
the  table  until  the  1990  House 
meets. 

The  Committee  points  out  that 
Chapter  Vlll,  Section  9 currently 
provides  for  a method  for  a physi- 
cian to  join  an  adjacent  component 
county  society,  but  acknowledges 
the  reluctance  of  physicians  to  join 
across  the  county  boundaries.  This 


Committee,  however,  recommends 
that  Resolution  44  do  pass. 

The  Committee  also  studied  a 
proposed  amendment  to  Article  V 
— House  of  Delegates,  Section  1. 
Composition.  The  proposed 
amendment  would  delete  the  Hos- 
pital Medical  Staff  Section  from  the 
Constitution,  thus  removing  that 
Section’s  representation  from  the 
AMA  Section  meeting  and  from  the 
MAG  House  of  Delegates.  Even 
though  the  1988  Reference  Com- 
mittee D supported  passage  of  the 
change,  the  Committee  on  Consti- 
tution and  Bylaws  recommends  that 
this  amendment  found  in  Resolu- 
tion 36  do  not  pass. 

The  1988  Annual  Session  also 
took  up  the  question  of  specialty 
society  representation  at  the  House 
of  Delegates.  Your  Committee  on 
Constitution  and  Bylaws  recom- 
mends that  those  specialty  socie- 
ties that  are  recognized  by  MAG’s 
Committee  on  Specialty  Society  Re- 
lations should  be  permitted  to  have 
a voting  Delegate  in  the  House  of 
Delegates.  Accordingly  the  Com- 
mittee recommends  that  Resolu- 
tion 41  containing  an  amendment 
to  Article  V of  the  Constitution  and 
Chapter  IV,  Section  2 (c)  do  pass. 


The  Committee  also  recommends 
that  the  criteria  for  specialty  society 
approval  be  reviewed  and  revised. 
Currently  there  are  specialty  soci- 
eties that  are  approved,  yet  they  have 
less  than  the  60%  MAG  member- 
ship required  at  the  time  they  were 
officially  recognized  by  the  MAG 
Committee  on  Specialty  Society  Re- 
lations. This  Committee,  therefore, 
recommends  that  specific  language 
be  incorporated  into  the  Bylaws  re- 
quiring that  the  Specialty  Society 
have  at  least  60%  MAG  membership 
in  order  to  be  entitled  to  a delegate 
to  the  House. 

Your  Committee  presented  last 
year  Committee  Report  8-A  contain- 
ing proposed  Constitutional 
amendments  to  Article  V — House 
of  Delegates,  Article  VI  — Board  of 
Directors,  Article  X — Funds  and 
Expenditures  and  Article  XI  — Of- 
ficial Publication.  The  Committee 
recommends  that  the  4 amend- 
ments found  in  Resolution  37  do 
pass.  The  amendment  to  Article  V 
allows  the  Bylaws  to  determine  the 
number  of  delegates  elected  by  the 
component  societies.  The  change 
in  Article  VI  will  allow  MAG  mem- 
bers who  are  past  presidents  of  the 
AMA  to  be  an  ex-officio  member  of 
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the  Board  of  Directors  without  the 
right  to  vote.  Article  X is  amended 
by  striking  the  language  concerning 
equal  per  capita  assessment  and  in- 
serting instead  “as  determined  by 
the  Bylaws.”  Article  XI  removes  the 
mandatory  requirements  concern- 
ing official  Association  notices  and 
House  of  Delegates  activities.  This 
gives  the  Editor  some  discretion  and 
may  save  the  Association  money. 

The  Committee  additionally  con- 
sidered the  following  resolutions 
introduced  to  the  1989  House  and 
makes  the  following  recommen- 
dations: 


SUPPLEMENTAL 
REPORT  OF  THE 
COMMITTEE  ON 
CONSTITUTION 
AND  BYLAWS 

J.  Rhodes  Haverty,  M.D., 
Chairman 

The  1988  House  of  Delegates 
through  the  adoption  of  Refer- 
ence Committee  D’s  report  referred 
a Bylaws  amendment  to  Chapter  V, 


Section  4.  Executive  Committee  to 
the  Board  of  Directors  for  study.  The 
change  would  add  to  Chapter  V, 
Section  4 (a)  and  (b)  the  following 
underlined  language: 

CHAPTER  V — BOARD  OF 
DIRECTORS 

SECTION  4.  EXECUTIVE  COMMIT- 
TEE 

“(a)  Composition.  The  Board  of 
Directors  shall  organize  an  Execu- 
tive Committee  at  the  organiza- 
tional meeting.  The  Executive  Com- 
mittee shall  be  composed  of  the 
President,  the  President-Elect,  the 
Immediate  Past  President,  the  First 
and  Second  Vice-Presidents,  the 
Secretary,  the  Treasurer,  the  Chair- 
man of  the  Board  of  Directors,  the 
Speaker  of  the  House  of  Delegates 
and  the  Vice-Speaker  of  the  House 
of  Delegates,  and  the  Chairman  of 
the  Georgia  Delegation  to  the  Amer- 
ican Medical  Association  House  of 
Delegates  or,  in  his  absence,  the 
Vice-Chairman.  The  President  shall 
serve  as  the  Chairman  of  the  Ex- 
ecutive Committee,  and  the  Chair- 
man of  the  Board  of  Directors  shall 
serve  as  the  Vice-Chairman  of  the 
Executive  Committee. 

“(b)  Meetings.  The  Executive 
Committee  shall  meet  monthly  every 
six  weeks  between  meetings  of  the 
Board  of  Directors,  or  by  the  call  of 
the  President,  but  not  prior  to  meet- 
ings of  the  House  of  Delegates.  At 
any  duly  called  meeting  of  this 
Committee  for  which  proper  notice 
has  been  given,  any  three  (3)  mem- 
bers of  the  Committee  shall  con- 
stitute a quorum.” 

The  Board  of  Directors  referred 
the  proposed  language  to  the  Com- 
mittee on  Constitution  and  Bylaws 
for  further  study  and  recommen- 
dation. Your  Committee  recom- 
mends that  the  changes  found  in 
Section  4 (a)  do  pass  and  that  the 
changes  found  in  Section  4 (b)  do 
not  pass.  Therefore  the  Committee 
on  Constitution  and  Bylaws  rec- 
ommends the  adoption  of  the  fol- 
lowing amendment  so  that  Chapter 


Resolution 

Amendment 

Recommendation 

Res:  39 

Special  Rules  of  Procedure 

Chapter  XV,  Section  3 

DO  NOT  PASS 

Res;  38 

Executive  Sessions 

Chapter  11,  Section  1(b) 

DO  NOT  PASS 

Res:  27 

Elimination  of  Penalty  for 
Reinstatement  into 
Membership 

Chapter  IX,  Section  2(c) 

DO  PASS 

Res;  28 

Article  V,  Section  1 

DO  PASS 

Duties  of  the  Executive 
Director 

Article  VI,  Section  1 

DO  PASS 

(NOTE:  Resolution  28  must 
Constitution) 

lay  on  the  table  for  one  year  as  it  amends  the 

Res:  29 

Qualifications  for  Life 
Membership 

Chapter  11,  Section  7 

DO  NOT  PASS 

Res;  30 

Chapter  IV,  Section  5 

DO  PASS 

Duties  of  the  Executive 

Chapter  V,  Section  1 (c) 

DO  PASS 

Director 

Chapter  V,  Section  5 

DO  PASS 

Chapter  VII,  Section  5(a) 

DO  PASS 

Chapter  VII,  Section  5(b) 

DO  PASS 

Res:  6 

Article  VI,  Section  1 

DO  NOT  PASS 

Medical  Student 

Article  II,  Section  8 

DO  NOT  PASS 

Member  to  the  MAG  Board 
Directors 

of  Chapter  V,  Section  1 (a) 

DO  NOT  PASS 

Res:  7 

Medical  Student 
Member  to  the  MAG  House 
committees 

Chapter  IV,  Section  7 

DO  NOT  PASS 

Res:  9 

Chapter  IV,  Section  2 (b)  (iii) 

DO  NOT  PASS 

Medical  Student 
Section  representative  as  a 
Delegate  to  the  MAG  House 
of  Delegates 

HOUSE  ACTION 

Filed. 
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V,  Section  4 (a)  of  the  Bylaws  will 
read  as  follows: 

“(a)  Composition.  The  Board  of 
Directors  shall  organize  an  Execu- 
tive Committee  at  the  organiza- 
tional meeting.  The  Executive  Com- 
mittee shall  be  composed  of  the 
President,  the  President-Elect,  the 
Immediate  Past  President,  the  First 
and  Second  Vice-Presidents,  the 
Secretary,  the  Treasurer,  the  Chair- 
man of  the  Board  of  Directors,  the 
Speaker  of  the  House  of  Delegates 
and  the  Vice  Speaker  of  the  House 
of  Delegates,  and  the  Chairman  of 
the  Georgia  Delegation  to  the  Amer- 
ican Medical  Association  House  of 
Delegates  or,  in  his  absence,  the 
Vice  Chairman.  The  President  shall 
serve  as  the  Chairman  of  the  Ex- 
ecutive Committee,  and  the  Chair- 
man of  the  Board  of  Directors  shall 
serve  as  the  Vice-Chairman  of  the 
Executive  Committee.” 

HOUSE  ACTION 

Adopted. 


RESOLUTION  3 

Committee 

Chairmanship 

i 

George  L.  Smith,  M.D. 

^ Whereas,  to  ensure  a consistent 
i freshness  to  the  policies  of  the 
. Medical  Association  of  Georgia;  be 

1 

i RESOLVED,  that  any  committee 
I chairmanship  of  the  Medical  As- 
sociation of  Georgia  should  not  be 
! occupied  by  the  same  MAG  mem- 
j ber  more  than  four  consecutive 
j years. 

I 

j HOUSE  ACTION 

Based  on  the  recommendation  of 
; the  Reference  Committee,  this  res- 
olution was  not  considered. 
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RESOLUTION  6 

Student  Member  of 
Board  of  Directors 

Medical  Student  Section 

Whereas,  it  is  a goal  of  the  Med- 
ical Association  of  Georgia  Medical 
Student  Section  to  encourage  in- 
creased participation  in  Local/ 
County  Medical  Societies,  the  Med- 
ical Association  of  Georgia,  and  the 
American  Medical  Association;  and 

Whereas,  the  Medical  Student 
Section  of  the  Medical  Association 
contributes  to  and  represents  over 
seven  hundred  members  of  the  As- 
sociation; and 

Whereas,  in  1984,  the  AMA  House 
of  Delegates  adopted  bylaw  changes 
that  created  a seat  for  a student 
member  of  the  AMA  Board  of  Trust- 
ees; now,  therefore  be  it 

RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  implement 
changes  in  its  Constitution  and  By- 
laws to  allow  for  a student  member 
of  its  Board  of  Directors;  and  be  it 
further 

RESOLVED,  that  the  student 
member  shall  have  the  right  to  par- 
ticipate fully  in  meetings  of  the 
Board;  and  be  it  further 

RESOLVED,  that  the  student 
member  of  the  Board  shall  be  the 
Chairperson  of  the  Medical  Student 
Section  of  the  Medical  Association 
of  Georgia;  and  be  it  further 

RESOLVED,  that  the  first  sen- 
tence, Article  IV,  Section  1 of  the 
Constitution  be  amended  to  read  as 
follows: 

“ARTICLE  VI  — BOARD  OF  DI- 
RECTORS 

“SECTION  1.  COMPOSITION.  The 
Board  of  Directors  is  composed  of 
the  President,  the  President-elect, 
the  Immediate  Past  President,  the 
two  preceding  immediate  past 
presidents,  two  vice  presidents. 
Secretary,  Treasurer,  Speaker  of  the 
House  of  Delegates,  the  Chairper- 
son of  the  Medical  Student  Section, 
and  Directors  as  provided  for  in  the 
Bylaws.”;  and  be  it  further 


RESOLVED,  that  the  second  sen- 
tence of  Chapter  11,  Section  8 of  the 
Bylaws  be  amended  to  read  as  fol- 
lows: 

“Unless  otherwise  provide  for  in 
the  Constitution  or  Bylaws,  student 
members  may  not  vote  except  that 
they  may  vote  when  serving  as 
members  of  MAG  committees  on 
issues  submitted  to  a vote  of  such 
committees.”;  and  be  it  further 

RESOLVED,  that  the  Bylaws  be 
amended  by  redesignating  subsec- 
tion “(iv)”  as  subsection  “(v)”;  by 
striking  the  word  “and”  immedi- 
ately before  “(iv)”;  and  by  adding  a 
new  subsection  “(iv)”  to  Chapter  V, 
Section  1 (a)  of  the  Bylaws  to  read 
as  follows: 

“(iv)  the  Chairperson  of  the  Med- 
ical Student  Section;  and  ‘(v)’  ” 

HOUSE  ACTION 

Did  not  adopt. 


RESOLUTION  7 

Student  Members  of 
Committees 

Medical  Student  Section 

Whereas,  it  is  a goal  of  the  Med- 
ical Association  of  Georgia  Medical 
Student  Section  to  encourage  in- 
creased participation  in  local/ 
county  medical  societies,  the  Med- 
ical Association  of  Georgia,  and  the 
American  Medical  Association;  and 

Whereas,  the  Medical  Student 
Section  of  the  Medical  Association 
contributes  to  and  represents  over 
seven  hundred  members  of  the  As- 
sociation; and 

Whereas,  since  1986  the  AMA  has 
had  a medical  student  seat  on  all 
AMA  councils  as  well  as  on  the  Li- 
aison Committee  on  Medical  Edu- 
cation; and 
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Whereas,  in  1984,  the  AMA  House 
of  Delegates  adopted  bylaw  changes 
that  created  a seat  for  a student 
member  of  the  AMA  Board  of  Trust- 
ees; now,  therefore,  be  it 
RESOLVED,  that  the  Medical  As- 
sociation of  Georgia  change  its 
Constitution  and  Bylaws  to  allow 
for  a student  member  of  commit- 
tees of  the  House  of  Delegates;  and 
be  it  further 

RESOLVED,  that  the  student 
members  shall  have  the  right  to  par- 
ticipate fully  in  meetings  of  the 
Committees  with  the  right  to  vote; 
and  be  it  further 
RESOLVED,  that  the  student 
members  of  the  Committees  of  the 
MAG  House  of  Delegates  shall  be 
chosen  by  the  MAG  Board  of  Direc- 
tors from  nominees  submitted  to 
them  by  the  Medical  Student  Sec- 
tion of  the  Medical  Association  of 
Georgia;  and  be  it  further 
RESOLVED,  that  the  third  sen- 
tence of  Chapter  IV,  Section  7 of  the 
Bylaws  be  amended  to  read  as  fol- 
lows: 

“Such  members  who  are  not 
members  of  the  House  of  Delegates 
shall  have  the  right  to  present  their 
reports  in  person  and  to  participate 
in  debate,  but,  with  the  exception 
of  student  members,  shall  not  have 
the  right  to  vote;  provided  however, 
student  members  shall  have  the 
right  to  fully  participate  in  commit- 
tee activities  and  shall  have  the  right 
to  vote.” 

HOUSE  ACTION 

Did  not  adopt. 


RESOLUTION  9 

Student  Section 
Representative 

Medical  Student  Section 

Whereas,  it  is  a goal  of  the  Med- 
ical Association  of  Georgia  Medical 
Student  Section  to  encourage  in- 
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creased  participation  in  local/ 
county  medical  societies,  the  Med- 
ical Association  of  Georgia,  and  the 
American  Medical  Association;  and 
Whereas,  the  Medical  Student 
Section  of  the  Medical  Association 
of  Georgia  contributes  to  and  rep- 
resents over  seven  hundred  mem- 
bers of  the  Association;  and 
Whereas,  since  1986  the  AMA  has 
had  a medical  student  seat  on  all 
AMA  councils  as  well  as  on  the  Li- 
aison Committee  on  Medical  Edu- 
cation; and 

Whereas,  in  1984,  the  AMA  House 
of  Delegates  adopted  bylaw  changes 
that  created  a seat  for  a student 
member  of  the  AMA  Board  of  Trust- 
ees; and 

Whereas,  the  Medical  Student 
Section  is  the  only  section  provided 
for  in  the  Medical  Association  of 
Georgia  Constitution  and  Bylaws 
which  does  not  have  voting  repre- 
sentation in  the  House  of  Dele- 
gates; therefore  be  it 
RESOLVED,  the  Medical  Student 
Section  asks  the  Medical  Associa- 
tion of  Georgia  to  adopt  changes  in 
the  Bylaws  to  allow  the  Section  a 
Delegate  to  the  House  of  Delegates 
who  shall  have  the  right  to  make 
motions  and  vote;  and  be  it  further 
RESOLVED,  that  the  Section  be 
entitled  to  one  Representative  and 
an  Alternate  from  each  Georgia 
medical  school  which  is  accredited 
by  the  Liaison  Committee  on  Med- 
ical Education,  each  of  whom  shall 
be  a member  of  the  House  of  Del- 
egates, each  of  whom  shall  have 
the  right  to  be  heard  at  meetings; 
and  be  it  further 

RESOLVED,  that  the  voting  Del- 
egate be  selected  by  the  Section 
from  among  these  Representatives 
and  Alternates  to  the  House  of  Del- 
egates; and  be  it  further 
RESOLVED,  that  the  second  sen- 
tence of  Chapter  IV;  Section  2(b) 
(iii),  of  the  Bylaws  be  amended  and 
that  a new  third  sentence,  each  to 
read  as  follows: 

“The  Section  shall  be  entitled  to 
one  student  representative  and  an 
alternate  from  each  of  the  medical 


schools  in  Georgia  which  are  ac- 
credited by  the  Liaison  Committee 
on  Medical  Education,  each  of 
whom  shall  be  members  of  the 
House  of  Delegates,  each  of  whom 
shall  have  the  right  to  be  heard  at 
meetings.  The  Section  shall  be  en- 
titled to  one  voting  Delegate  who 
shall  be  selected  by  the  Section  from 
the  student  representatives  to  the 
House  of  Delegates.” 

HOUSE  ACTION 

Adopted. 


RESOLUTION  27 

Elimination  of  Penalty 
for  Reinstatement  into 
Membership 

William  G.  Whitaker,  111, 
M.D. 

Charles  W.  McDowell,  Jr., 
M.D. 

Roy  W.  Vamdiver,  M.D. 
R.H.  Almeroth,  Jr.,  M.D. 

Walker  L.  Ray,  M.D. 

Whereas,  an  active  member  who 
fails  to  pay  dues  and  assessments 
for  one  or  more  consecutive  years 
may  be  reinstated  upon  reapplica- 
tion subject  to  approval  by  the  re- 
spective county  medical  society  and 
upon  payment  of  the  current  year’s 
dues  and  assessments  plus  the  dues 
and  assessments  for  the  year  im- 
mediately preceding;  and 
Whereas,  the  Medical  Associa- 
tion of  Georgia  needs  the  partici- 
pation of  as  many  physicians  as 
possible  if  it  is  to  achieve  its  goals 
and  objectives;  and 
Whereas,  county  medical  socie- 
ties and  MAG  officers  attempting  to 
reinstate  previous  members  have 
found  this  penalty  to  be  a signifi- 
cant barrier  to  the  non-member; 
now,  therefore,  be  it 
RESOLVED,  that  Chapter  IX,  Sec- 
tion 2(C)  of  the  Bylaws  be  amended 
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by  deletion  of  the  phrase  “the  dues 
and  assessments  for  the  year  im- 
mediately preceding”  and  addition 
of  the  phrase  “the  payment  of  any 
mandatory  assessment  levied  dur- 
ing his  last  year  of  membership.”, 
so  that  when  amended  Chapter  IX, 
Section  2(C)  will  read: 

“Chapter  IX.  Funds  and  Expend- 
itures 

“Section  2.  Dues  and  Assess- 
ments 

“(c)  Any  member  whose  dues  and 
assessments  to  the  Association  who 
have  not  been  paid  for  the  annual 
membership  dues  year  on  or  before 
April  1 of  that  year  shall  stand  sus- 
pended. Such  member  or  members 
may  be  automatically  reinstated 
provided  all  dues  and  assessments 
are  paid  no  later  than  December  31 
of  that  year.  An  active  member  who 
fails  to  pay  dues  and  assessments 
for  one  or  more  consecutive  years 
may  be  reinstated  upon  reapplica- 
tion subject  to  approval  by  the  re- 
spective county  medical  society  and 
upon  payment  of  the  current  year’s 
dues  and  assessments  plus  the  dues 
and  assessments  for  the  year  im- 
mediately preceding  the  payment 
of  any  mandatory  assessment  lev- 
ied during  his  last  year  of  mem- 
bership.” 

HOUSE  ACTION 

Adopted. 


ll  RESOLUTION  28 

'I 

Duties  of  Executive 
l{  Director 

William  G.  Whitaker,  III, 
M.D. 

Hi  Charles  W.  McDowell,  Jr., 

1 M.D. 

Gary  Botstein,  M.D. 

I R.H.  Almeroth,  M.D. 

I Walker  L.  Ray,  M.D. 

I Whereas,  the  Medical  Associa- 
( tion  of  Georgia  was  founded  in  1849 
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as  an  organization  of  physicians,  by 
physicians  and  for  physicians;  and 
Whereas,  the  Medical  Associa- 
tion of  Georgia  has  enjoyed  steady 
growth  throughout  its  140  year  his- 
tory and  has  experienced  rapid 
growth  over  the  past  few  years;  and 
Whereas,  this  rapid  growth  has 
brought  about  the  need  for  greater 
flexibility  in  making  personnel 
changes  consistent  with  the  grow- 
ing and  changing  needs  of  the  or- 
ganization; now,  therefore,  be  it 
RESOLVED,  that  Article  V,  Sec- 
tion 1 of  the  Constitution  be 
amended  by  deletion  of  the  words 
“the  Executive  Director”  so  that 
when  amended  Article  V,  Section  1 
will  read: 

“ARTICLE  V — HOUSE  OF  DEL- 
EGATES 

“SECTION  1.  COMPOSITION.  The 
House  of  Delegates  is  composed  of 
delegates  elected  by  the  compo- 
nent societies,  the  Resident  Physi- 
cian Section,  the  Young  Physician 
Section,  the  Medical  School  Sec- 
tion, and  the  Hospital  Medical  Staff 
Section.  All  delegates’  qualification 
and  terms  of  office  shall  be  pro- 
vided for  in  the  Bylaws.  The  offi- 
cers, the  past  presidents  of  the  As- 
sociation, the  Editor  of  the  Journal, 
delegates  to  the  AMA,  the  Executive 
Director  and  Chairpersons  of  stand- 
ing committees  shall  be  ex-officio 
members  of  the  House  of  Delegates 
without  the  right  to  vote;  and  be  it 
further 

RESOLVED,  that  Article  VI,  Sec- 
tion 1 be  amended  by  deletion  of 
the  words  “and  the  Executive  Di- 
rector” so  that  when  amended  Ar- 
ticle VI,  Section  1 will  read: 
ARTICLE  VI  — BOARD  OF  DI- 
RECTORS 

“Section  1.  COMPOSITION.  The 
Board  of  Directors  is  composed  of 
the  President,  the  President-Elect, 
the  Immediate  Past  President,  the 
two  preceding  immediate  past 
president,  two  vice  presidents.  Sec- 
retary, Treasurer,  Speaker  of  the 
House  of  Delegates  and  Directors 
as  provided  for  in  the  Bylaws.  Del- 


egates and  Alternate  Delegates  to 
the  AMA,  Editor  of  the  Journal,  past 
presidents  other  than  the  three  im- 
mediate past  presidents  and  the  Ex- 
ecutive Director  shall  be  ex-officio 
members  of  the  Board  of  Directors 
without  the  right  to  vote.  Alternate 
Directors  shall  be  ex-officio  mem- 
ber except  in  the  absence  of  their 
respective  Directors  as  provided  for 
in  the  Bylaws.  The  Vice  Speaker 
shall  be  an  ex-officio  member  ex- 
cept in  the  absence  of  the  Speaker 
as  provide  for  in  the  Bylaws.” 

HOUSE  ACTION 

Proposed  constitutional  amend- 
ments in  this  resolution  were  re- 
ceived by  the  House  to  lay  on  the 
table  and  be  presented  for  a vote  at 
the  next  session  of  the  House  of 
Delegates. 


RESOLUTION  29 

Qualifications  for  Life 
Membership 

William  G.  Whitaker,  III, 
M.D. 

Charles  W.  McDowell, 
Jr.,  M.D. 

Roy  W.  Vandiver,  M.D. 

R.H.  Almeroth,  Jr.,  M.D. 

Walker  L.  Ray,  M.D. 

Whereas,  most  national  specialty 
organizations  place  a physician  into 
a dues  exempt  membership  cate- 
gory upon  reaching  the  age  of  65; 
and 

Whereas,  the  current  Bylaws  pro- 
vide life  membership  after  a phy- 
sician has  been  continuously  an  ac- 
tive, dues  paying  member  for  25 
years  and  reached  the  age  of  70; 
now,  therefore,  be  it 
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RESOLVED,  that  Chapter  II,  Sec- 
tion 7 be  amended  by  deleting  the 
number  70  and  adding  the  number 
65  to  the  first  sentence  so  that  when 
amended  it  will  read: 

“Chapter  11.  Membership 

“Section  7,  Life  Members 

A member  in  good  standing  who 
is  70  65  years  of  age  (on  or  by  Jan- 
uary 1 of  the  current  dues  year)  may 
be  classified  as  a Life  Member  and 
excused  from  the  payment  of  As- 
sociation dues  and  assessments 
upon  application  to  the  Association 
through  the  appropriate  compo- 
nent county  society  as  follows:  the 
physician’s  application  shall  be 
granted  in  due  course  if  such  mem- 
ber has  been  continuously  an  ac- 
tive dues-paying  member  of  this 
Association  for  25  years;  the  appli- 
cation shall  be  granted  in  due  court 
if  the  physician  has  been  an  active 
dues-paying  member  of  this  Asso- 
ciation and  any  other  constit- 
utent  association  or  associations  of 
the  American  Medical  Association 
continuously  for  25  years,  provided 
that  the  physician  has  been  active 
dues-paying  member  of  this  Asso- 
ciation for  at  least  two  of  those  25 
years;  the  application  may  be 
granted  upon  action  of  the  Judicial 
Council  if  the  physician  has  been 
an  active  dues-paying  member  of 
this  Association  and  any  other  con- 
stituent association  or  associations 
of  the  American  Medical  Associa- 
tion continuously  for  25  years  but 
has  been  an  active  dues-paying 
member  of  this  Association  for  at 
least  one  year  and  less  than  ten 
years.  ...” 

HOUSE  ACTION 

Did  not  adopt. 


RESOLUTION  30 

Duties  of  Executive 
Director 

William  G.  Whitaker,  III, 
M.D. 

Charles  W.  McDowell,  Jr., 
M.D. 

Gary  Bostein,  M.D. 
R.H.  Almeroth,  Jr.,  M.D. 
Walker  L.  Ray,  M.D. 

Whereas,  the  Medical  Associa- 
tion of  Georgia  was  organized  140 
years  ago  by  adopting  its  first  Con- 
stitution which  listed  the  objectives 
of  the  organization  to  be  “Advance- 
ment of  medical  knowledge  — the 
elevation  of  professional  character 
— the  protection  of  the  interest  of 
its  members”  and  other  objectives; 
and 

Whereas,  the  rapid  growth  of  the 
Association  over  the  past  few  years 
has  intensified  the  need  for  a more 
flexible  governance  to  respond  to 
the  the  changing  needs  of  the  or- 
ganization and  to  advance  the  ob- 
jectives of  the  profession;  now, 
therefore,  be  it 

RESOLVED,  that  Chapter  IV,  Sec- 
tion 5 of  the  Bylaws  be  amended 
by  deletion  of  the  sentence  “The 
Executive  Director  may  serve  in  this 
capacity  upon  request  of  the  Sec- 
retary” so  that  when  amended. 
Chapter  IV,  Section  5 will  read: 

“Chapter  IV  — House  of  Dele- 
gates 

“SECTION  5.  SECRETARY.  The 
secretary  of  the  association  shall  be 
the  Secretary  of  the  House  of  Del- 
egates, or  in  the  absence  of  the  Sec- 
retary, a delegate  appointed  by  the 
Speaker  of  the  House  of  Delegates 
shall  serve  as  Secretary  of  the  House 
of  Delegates.  The  Executive  Direc- 
tor may  serve  in  this  capacity  upon 
the  request  of  the  Secretary.” 

RESOLVED,  that  Chapter  V,  Sec- 
tion 1 (c)  of  the  Bylaws  be  amended 
by  deletion  of  the  words  “and  the 
Executive  Director”  so  that  when 
amended.  Chapter  V,  Section  1 (c) 
will  read: 


“CHAPTER  V — BOARD  OF  DI- 
RECTORS 

“SECTION  1.  COMPOSITION. 

(c)  Alternate  Directors  shall  be 
members  of  the  Board  of  Directors 
without  the  right  to  vote  except  in 
the  absence  of  the  Director  from 
their  respective  Districts.  In  the  case 
of  a District  with  multiple  Directors, 
any  Alternate  from  the  District  may 
vote  in  the  absence  of  any  Director 
from  that  same  District.  Delegates 
and  Alternate  Delegates  to  the 
American  Medical  Association,  the 
Editor  of  the  Journal,  Past  Presi- 
dents other  than  the  three  Imme- 
diate Past  Presidents  and  the  Ex- 
ecutive Director  shall  be  ex-officio 
members  of  the  Board  of  Directors 
without  the  right  to  vote.” 
and  be  it  further 

RESOLVED,  that  Chapter  V,  Sec- 
tion 5 of  the  Bylaws  be  amended 
by  deletion  of  the  words  “or  Exec- 
utive Director”  so  that  when 
amended  Chapter  V,  Section  5 will 
read: 

“CHAPTER  V — BOARD  OF  DI- 
RECTORS 

‘‘SECTION  5.  MEETINGS.  The 
Board  of  Directors  shall  meet  at  the 
close  of  the  Annual  Session  to  or- 
ganize. Between  the  organizational 
meeting  of  the  Board  of  Directors 
and  the  following  Annual  Session, 
the  Board  of  Directors  shall  meet  a 
minimum  of  three  times,  the  time 
and  place  of  such  meetings  to  be 
determined  by  the  Board  of  Direc- 
tors. Special  meetings  of  the  Board 
of  Directors  may  be  held  on  the  call 
of  the  president,  or  of  the  Secretary 
or  Executive  Director  upon  the  re- 
quest of  eight  or  more  members  of 
the  Board  of  Directors.” 
and  be  it  further 

RESOLVED,  that  Chapter  VII,  Sec- 
tion 5(a)  of  the  Bylaws  be  amended 
by  deletion  of  the  sentence  “At  the 
request  of  the  Secretary  the  Exec- 
utive Director  may  serve  in  this  ca- 
pacity.” And  by  deletion  of  the 
words  “or  upon  the  Secretar\'’s  re- 
quest, the  Executive  Director”,  so- 
that  when  amended  Chapter  VII, 
Section  5(a)  will  read: 


500 


Journal  of  MAC 


Reference  Committee  C&B 


“CHAPTER  VII  — RIGHTS  AND 
DUTIES  OF  OFFICERS 

“SECTION  5.  SECRETARY. 

(a)  The  Secretary  and  the  Exec- 
utive Director  shall  attend  the  gen- 
eral meetings  of  the  Association  and 
the  meetings  of  the  House  of  Del- 
egates. The  Secretary  will  keep  the 
minutes  of  their  proceedings.  At  the 
request  of  the  Secretary,  the  Exec- 
utive Director  may-  serve  in  this  ca- 
pacity. The  Secretary,  or  upon  the 
Secretary's  request,  the  Executive 
Director  shall  be  Secretary  of  the 
Board  of  Directors  and  its  Executive 
Committee.  The  Secretary  shall  be 
an  ex-officio  member,  without  the 
right  to  vote,  of  the  House  of  Del- 
egates and  all  committees  of  the 
Association.” 

and  be  it  further 

RESOLVED,  that  Chapter  VII,  Sec- 
tion 5(b)  of  the  Bylaws  be  amended 
by  deletion  of  the  words  “and/or 
Executive  Director”  so  that  when 
amended  Chapter  VII,  Section  5(b) 
will  read: 

“CHAPTER  VII  — RIGHTS  AND 
DUTIES  OF  OFFICERS 

“SECTION  5.  SECRETARY. 

(b)  The  Secretary  and/or  Execu- 
tive Director,  under  the  direction  of 
the  Executive  Committee  of  the 
Board  of  Directors,  shall  be  custo- 
dian of  all  Association  record  books 
and  papers,  conduct  the  official 
correspondence  of  the  Association, 
maintain  membership  records,  is- 
sue membership  cards,  and  pro- 
vide for  the  registration  of  members 
at  Annual  Sessions.  The  Secretary 
shall  collect  the  regular  per  capita 
assessment  from  the  Association’s 
members  or  the  component  soci- 
eties in  accordance  with  the  pro- 

' visions  of  CHAPTER  IX,  SECTION  2 
of  these  Bylaws  and  shall  make  all 
required  reports  to  the  American 

1 Medical  Association.” 

I HOUSE  ACTION 

i 

Adopted. 
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RESOLUTION  36 

Hospital  Medical  Staff 
Section 

Committee  on  Constitution 
and  Bylaws 

Whereas,  Reference  Committee 
D recommended  to  the  1988  MAG 
House  of  Delegates  adoption  of  an 
amendment  to  Article  V of  the  Con- 
stitution regarding  abolishment  of 
the  MAG  Hospital  Medical  Staff  Sec- 
tion, and 

Whereas,  this  amendment  has 
laid  on  the  table  for  one  year  as 
required  by  the  Constitution,  and 

Whereas,  this  amendment  was 
prepared  by  the  Committee  on  Con- 
stitution and  Bylaws  in  compliance 
with  the  request  of  the  1988  Ref- 
erence Committee  D,  now  therefore 
be  it 

RESOLVED,  that  Article  V — 
House  of  Delegates,  Section  I, 
Composition  be  amended  to  read 
as  follows: 

(Note:  Amendments  by  addition 

are  underlined,  and  amendments 

be  deletion  are  crossed  out.) 

“ARTICLE  V — HOUSE  OF  DELE- 
GATES 

“SECTION  I . COMPOSITION.  The 
House  of  Delegates  is  composed  of 
delegates,  elected  by  the  Compo- 
nent societies,  the  Resident  Physi- 
cian Section,  the  Young  Physician 
Section  and  the  Medical  Student 
Section  and  Hospital  Medical  Staff 
Section.  All  delegates’  qualifica- 
tions and  terms  of  office  shall  be 
provided  for  in  the  Bylaws.  The  of- 
ficers, the  past  presidents  of  the  As- 
sociation, the  Editor  of  the  Journal, 
delegates  to  the  AMA,  the  Executive 
Director  and  chairpersons  of  stand- 
ing committees  shall  be  ex-officio 
members  of  the  House  of  Delegates 
without  the  right  to  vote.” 

HOUSE  ACTION 

Did  not  adopt. 


RESOLUTION  37 

Amendments  to 
Articles  V,  VI,  X,  and 
XI  of  the  Constitution 

Committee  on  Constitution 
and  Bylaws 

Whereas,  as  a part  of  the  Com- 
mittee on  Constitution  and  Bylaws’ 
five  year  mandatory  review  con- 
ducted law  year  of  the  Constitution 
and  Bylaws,  the  Committee  pro- 
posed the  following  Constitutional 
amendm.ents,  and 
Whereas,  these  amendments 
were  received  by  the  House  at  the 
1988  session,  and  they  have  laid  on 
the  table  as  required  pending  the 
convening  of  the  1989  House  of 
Delegates  at  which  time,  they  will 
be  formally  presented  for  approval 
or  rejection;  now,  therefore,  be  it 
RESOLVED,  that  Article  V,  Article 
VI,  Article  X,  and  Article  XI  of  the 
MAG  Constitution  be  amended  to 
read  as  follows: 

(Note:  Amendments  by  addition 
are  underlined,  and  amendments 
by  deletion  are  crossed  out.) 


“ARTICLE  V — HOUSE  OF  DEL- 
EGATES 

“SECTION  1 . COMPOSITION.  The 
House  of  Delegates  is  composed  of 
delegates  elected  by  the  compo- 
nent societies  in  such  number  as 
determined  by  the  Bylaws;  the  Res- 
ident Physician  Section,  the  Young 
Physician  Section,  the  Medical  Stu- 
dent Section,  and  Hospital  Medical 
Staff  Section.  All  delegates’  quali- 
fications and  terms  of  office  shall 
be  provided  for  in  the  Bylaws.  The 
officers,  the  past  presidents  of  the 
Association,  the  Editor  of  the  Jour- 
no/, delegates  to  the  AMA,  the  Ex- 
ecutive Director  and  chairpersons 
of  standing  committees  shall  be  ex- 
officio  members  of  the  House  of 
Delegates  without  the  right  to  vote. 
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“ARTICLE  VI  — BOARD  OF  DI- 
RECTORS 

“SECTION  1 . COMPOSITION.  The 
Board  of  Directors  is  composed  of 
the  President,  the  President-elect, 
the  Immediate  Past  President,  the 
two  preceding  immediate  past 
presidents,  two  vice  presidents. 
Secretary,  Treasurer,  Speaker  of  the 
House  of  Delegates  and  Directors 
as  provided  for  in  the  Bylaws.  Del- 
egates and  Alternate  Delegates  to 
the  AMA,  Association  members  who 
are  past  presidents  of  the  AMA,  Ed- 
itor  of  the  Journal,  past  presidents 
other  than  the  three  immediate  past 
presidents  and  the  Executive  Direc- 
tor shall  be  ex-officio  members  of 
the  Board  of  Directors  without  the 
right  to  vote.  Alternate  Directors 
shall  be  ex-officio  members  except 
in  the  absence  of  their  respective 
Directors  as  provided  for  in  the  By- 
laws. The  Vice  Speaker  shall  be  an 
ex-officio  member  except  in  the  ab- 
sence of  the  Speaker  as  provided 
for  in  the  Bylaws. 

“ARTICLE  X — FUNDS  AND  EX- 
PENDITURES 

“Funds  for  the  Operation  of  the 
Association  shall  be  raised  by  an 
equal  per-capita  assessment  on  the 
members-  of  each  component  so- 
ciety as  determined  by  the  Bylaws. 
The  amount  of  assessment  shall  be 
set  by  the  House  of  Delegates  upon 
recommendation  of  the  Board  of 
Directors.  Funds  may  also  be  raised 
by  voluntary  contributions,  from  the 
Association’s  publications,  and  in 
any  other  manner  approved  by  the 
Board  of  Directors.  The  Board  of 
Directors  shall  submit  an  annual 
budget  to  the  House  of  Delegates 
and  shall  manage  the  finances  of 
the  Association. 

“ARTICLE  XI  — OFFICIAL  PUB- 
LICATION 

“The  official  publication  of  the 
Association  shall  be  the  Journal  of 
the  Medical  Association  of  Georgia, 
ffl  which  shall  be  published  all  of- 
ficial Association  notices,  abstracts 
ef  transactions  of  the  House  of  Del- 
egates, and  general  meetings  of  the 
Asssociation,  the  annual  budget. 
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complete  financial  reports  as  di- 
rected by  the  Board  of  Directors  and 
abstracts  of  meetings  of  the  Board 
of  Directors.” 

HOUSE  ACTION 

Adopted. 


RESOLUTION  38 
Executive  Session 

James  Q.  WhitzJcer,  M.D. 

Maijorie  L.  Sugrue,  M.D. 
George  R.  Br2Jin,  M.D. 
James  W.  Spivey,  M.D. 
John  J.  Vecchio,  M.D. 

Whereas,  all  active  members 
should  be  allowed  to  attend  all  ex- 
ecutive sessions  in  addition  to  the 
other  privileges  of  membership; 
now,  therefore,  be  it 
RESOLVED,  that  Chapter  11  — 
Membership,  Section  1 — Active 
Members  subparagraph  (b)  of  the 
Bylaws  be  amended  by  redesignat- 
ing commas  and  by  adding  after  the 
word  “office,”  and  before  the  word 
“and”  of  the  second  sentence  of  said 
subparagraph  (b)  the  following 
phrase,  “,  to  attend  all  meetings  in- 
cluding Executive  Sessions”  so  that 
said  subparagraph  (b)  will  read  as 
follows: 

(Note:  Amendments  by  addition 
are  underlined,  and  amendments 
by  deletion  are  crossed  out.) 

“CHAPTER  II  — MEMBERSHIP 
“SECTION  1.  ACTIVE  MEMBERS. 
“(b)  Those  members  classified 
under  subparagraph  (i)  and  (iii) 
above  shall  pay  full  annual  dues 
and  assessments  to  the  Associa- 
tion; and  those  members  classified 
under  subparagraph  (ii)  above  shall 
pay  such  dues  and  assessments  as 
the  House  of  Delegates  upon  rec- 
ommendation of  the  Board  of  Di- 
rectors may  from  time  to  time  de- 
termine. All  members  described  in 


this  Section  1 shall  have  full  privi- 
leges of  membership,  including  the 
right  to  vote,  to  hold  office,  to  at- 
tend all  meetings  including  Exec- 
utive Sessions  and  to  receive  the 
Journal  of  the  Medical  Association, 
except  as  expressly  set  forth  in  these 
Bylaws.  A physician  applying  for 
active  membership  after  July  1 of 
any  year,  who  is  applying  for  mem- 
bership in  the  Medical  Association 
of  Georgia  for  the  first  time,  shall 
pay  one-half  of  the  annual  dues  set 
for  that  particular  membership 
classification.  This  does  not  apply 
to  any  physician  whose  due  may  be 
reduced  under  the  provisions  of  the 
sliding  dues  schedule.” 

HOUSE  ACTION 

Did  not  adopt. 


RESOLUTION  39 

Special  Rules  of 

Procedures  of  the 

House  of  Delegates 
2uid  the  Board  of 
Directors 

James  Q.  Whitaker,  M.D. 

James  W.  Spivey,  M.D. 

Majorie  L.  Sugrue,  M.D. 

William  A.  Bottle,  Jr., 
M.D. 

John  J.  Vecchio,  M.D. 

Whereas,  there  is  a need  to  refine 
the  operating  procedures  of  the 
House  of  Delegates  and  the  Board 
of  Directors  to  insure  that  both  Del- 
egates and  Alternates  to  both  the 
House  and  the  Board  be  allowed  to 
speak  at  all  meetings  of  both  enti- 
ties; and  to  insure  that  when  a call 
for  a vote  on  the  previous  question 
has  been  brought  before  the  said 
governing  body,  that  those  persons  ' 
who  have  already  indicated  their 
desire  to  speak  shall  be  allowed  to 
address  the  assembly  for  a maxi- 
mum of  two  minutes  prior  to  a vote 
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on  the  said  motion;  now,  therefore, 
be  it 

RESOLVED,  that  a new  Section  3 
be  added  to  Chapter  XV  — Rules 
and  Ethics  of  the  Bylaws  as  follows; 

(Note:  Amendments  by  addition 

are  underlined,  and  amendments 

by  deletion  are  crossed  out.) 

“CHAPTER  XV  — RULES  AND 
ETHICS 

“SECTION  3.  — SPECIAL  RULES 
OF  PROCEDURES.  Discussion  of 
any  matter  brought  before  the  Med- 
ical Association  of  Georgia  Board 
of  Directors  or  the  Medical  Asso- 
ciation of  Georgia  House  of  Dele- 
gates shall  be  allowed  as  follows: 
Any  Delegate  or  Alternate  Delegate 
of  the  House  of  Delegates  and/or 
any  Director  or  Alternate  Director  of 
the  Board  of  Directors  wishing  to 
address  his  respectiye  entity  shall 
be  allowed  to  speak.  Should  some- 
one call  for  a yote  on  the  preyious 
question,  those  persons  haying  al- 
ready indicated  their  desire  to  speak 
shall  be  allowed  a maximum  of  2 
minutes  to  address  the  assembly 
prior  to  the  final  yote  on  the  issue.” 

HOUSE  ACTION 

Did  not  adopt. 


j RESOLUTION  40 

, Increase  the  Size  of  the 
Committee  on  Finance 

j Committee  on  Constitution 
and  Bylaws 

1 Whereas,  the  Committee  on  Con- 
‘I  stitution  and  Bylaws  was  requested 
by  the  Board  of  Directors  to  study 
.!  and  make  recommendations  as  to 
III  the  issue  of  increasing  the  size  of 
ilj  the  Committee  on  Finance;  and 
||  Whereas,  after  thorough  study, 
the  Committee  on  Constitution  and 
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Bylaws  feels  that  the  Bylaws  should 
be  amended  to  permit  the  Com- 
mittee on  Finance  to  increase  its 
size  beyond  the  current  limitation 
of  only  three  members;  now,  there- 
fore, be  it 

RESOLVED,  that  immediately 
prior  to  the  word  “three”  that  the 
words  “at  least”  be  added  to  the 
second  sentence  of  Section  3, 
Chapter  X — Committees  of  the  By- 
laws, so  that  said  second  sentence 
upon  adoption  of  this  amendment 
will  read  as  follows: 

(Note:  Amendments  by  addition 
are  underlined,  and  amendments 
by  deletion  are  crossed  out.) 

“CHAPTER  X — COMMITTEES 
“SECTION  3.  COMMITTEE  ON  FI- 
NANCE. 

. . . “The  Chairman  of  the  Board 
of  Directors  shall  appoint  from 
among  its  members  a committee  of 
at  least  three  members  to  be  known 
as  the  Committee  on  Finance,  which 
shall  cause  to  be  audited  all  ac- 
counts of  the  Association”.  . . . 

HOUSE  ACTION 

Adopted. 


RESOLUTION  41 

Specialty  Society 
Representation 

Committee  on  Constitution 
and  Bylaws 

Whereas,  the  1988  House  of  Del- 
gates  had  placed  before  it  a pro- 
posed Constitutional  amendment 
adding  specialty  society  represen- 
tation at  the  House  of  Delegates, 
and 

Whereas,  the  said  proposed 
amendment  has  laid  on  the  table 
for  one  year  as  required  by  the  Con- 
stitution, and 


Whereas,  in  order  to  implement 
the  proposed  Constitutional 
amendment  would  require  an  ad- 
ditional Bylaws  change,  therefore 
be  it 

RESOLVED,  that  Article  V,  Sec- 
tion 1 of  the  Constitution  be 
amended  to  read  as  follows: 

(Note:  Amendments  by  addition 
are  underlined,  and  amendments 
by  deletion  are  crossed  out.) 

“ARTICLE  V — HOUSE  OF  DEL- 
EGATES 

“SECTION  1.  COMPOSITION.  The 
House  of  Delegates  is  composed  of 
delegates,  elected  by  the  compo- 
nent societies,  the  specialty  socie- 
ties which  are  represented  on  the 
MAG  Committee  on  Specialty  So- 
ciety Relations,  the  Resident  Phy- 
sician Section,  the  Young  Physician 
Section,  the  Medical  Student  Sec- 
tion, and  the  Hospital  Medical  Staff 
Section.  All  delegates’  qualifica- 
tions and  terms  of  office  shall  be 
proyided  for  in  the  Bylaws.  The  of- 
ficers, the  past  presidents  of  the  As- 
sociation, the  Editor  of  the  Journal, 
delegates  to  the  AMA,  the  Executiye 
Director  and  chairpersons  of  stand- 
ing committees  shall  be  ex-offico 
members  of  the  House  of  Delegates 
without  the  right  to  yote.” 
and,  be  it  further 

RESOLVED,  that  Chapter  IV,  Sec- 
tion 2 of  the  Bylaws  be  amended 
by  adding  a new  subparagraph  (c) 
to  read  as  follows: 

“CHAPTER  IV  — HOUSE  OF  DEL- 
EGATES 

“SECTION  2.  COMPOSITION. 

“(c)  SPECIALITY  SOCIETY  REP- 
RESENTATION. Specialty  Societies 
represented  on  the  MAG  Committee 
on  Specialty  Society  Relations  which 
haye  at  least  60%  of  its  members 
who  are  also  members  of  the  Med- 
ical Association  of  Georgia  shall  be 
entitled  to  one  yoting  delegate  and 
one  alternate  delegate,  each  of 
whom  must  be  a member  in  good 
standing  of  the  Medical  Association 
of  Georgia,  and  not  simultaneously 
a delegate  or  alternate  delegate  from 
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any  component  county  medical  so- 
ciety or  Section.  They  shall  be  se- 
lected by  their  respective  societies 
from  among  the  membership 
thereof  for  a term  of  three  years.” 
and,  be  it  further 

RESOLVED,  that  upon  adoption 
of  the  amendments  proposed 
herein,  that  initially  one-third  of  the 
specialty  society  delegates  and  al- 
ternates shall  be  selected  for  one 
year,  one  third  for  two  years,  and 
one-third  for  three  years,  as  speci- 
fied by  the  MAG  Board  of  Directors. 
Thereafter,  all  terms  shall  be  for 
three  years. 

HOUSE  ACTION 

Did  not  adopt. 


RESOLUTION  44 

Creation  of  an 
At-Large  Membership 
Category 

Committee  on  Constitution 
and  Bylaws 

Whereas,  there  are  several  com- 
ponent county  medical  societies 
that  are  having  extreme  difficulty  in 


maintaining  the  minimum  five  (5) 
members  as  required  by  the  By- 
laws, and 

Whereas,  there  is  a reluctance  on 
the  part  of  physicians  in  those  areas 
to  join  societies  in  adjacent  coun- 
ties; and 

Whereas,  to  allow  for  the  estab- 
lishment of  an  “at-large”  member- 
ship category  would  require 
amendments  to  both  the  Constitu- 
tion and  Bylaws:  therefore,  be  it 
RESOLVED,  that  Article  IV,  Sec- 
tion 1 of  the  Constitution  be 
amended  in  the  1990  House  of  Del- 
egates meeting  after  lying  on  the 
table  for  one  year  as  required  by 
the  Constitution  to  read  as  follows: 

(Note:  Amendments  by  addition 
are  underlined,  and  amendments 
by  deletion  are  crossed  out.) 

“ARTICLE  IV  — MEMBERSHIP 
SECTION  1.  MEMBERS.  The 
members  of  the  Association  are  the 
members  of  the  component  county 
medical  societies  except  as  ex- 
empted by  the  Bylaws.  The  Asso- 
ciation is  composed  of  Active,  Serv- 
ice, Associate,  At-large  and  Hon- 
orary members  as  provided  for  in 
the  Bylaws.  Other  types  of  mem- 
bership may  be  provide  for  in  the 
Bylaws.” 
and  be  it  further 

RESOLVED,  that  a new  Chapter 


II,  Section  1(a)  (iv)  be  added  to  the 
Bylaws  as  set  out  below: 

“CHAPTER  II  — MEMBERSHIP 

“SECTION  1.  ACTIVE  MEMBERS. 

“(iv)  A physician  shall  hold  the 
degree  of  Doctor  of  Medicine,  Doc- 
tor of  Osteopathy  or  Bachelor  of 
Medicine  or  an  equivalent  degree 
issued  in  a foreign  country  from  a 
medical  college  acceptable  to  the 
Judicial  Council  of  the  Association, 
be  licensed  to  practice  medicine  in 
the  State  of  Georgia,  and  have  his/ 
her  dominant  practice  in  a county 
that  is  not  affiliated  with  a properly 
chartered  component  country  so- 
ciety. The  Judicial  Council  shall  re- 
view and  approve  or  disapprove 
each  At-large  application  to  deter- 
mine if  all  of  the  within  stated  re- 
quirements are  met,  including  a de- 
termination  as  to  the  validity  of  the 
charter  of  a component  county  so- 
ciety. A member  under  this  subsec- 
tion shall  be  designated  as  a mem- 
ber  ‘At-large’  and  shall  not  be 
required  to  join  a component  county 
medical  society  as  is  required  else- 
where in  these  Bylaws.” 

HOUSE  ACTION 

First  RESOLVE:  Constitutional 
amendment  accepted  by  the  House 
to  lay  on  the  table  to  be  presented 
for  a vote  at  the  1990  House  of  Del- 
egates meeting. 

Second  RESOLVE:  Did  not  adopt. 


504 


Journal  of  MAG . 


MRI  UPDATE 


Figure  1 


Clinical  information: 

Non-meniscal  abnormalities 
are  commonly  suspected  and 
evaluated  by  MRI  and 
unexpected  non-meniscal 
abnormalities  are  commonly 
demonstrated  in  the  course  of 
MR  evaluation  for  internal 
derangements  of  the  knee. 

Findings:  Figure  i is  a 
sagittal  image  through  the 
lateral  compartment  of  a 
15-year-old  patient’s  knee.  The 
subarticular  portion  of  the 
lateral  femoral  condyle  is 
affected  by  low  signal  altera- 
tion containing  three  rounded 
areas  of  higher  signal  intensity. 
The  findings  here  are 
diagnostic  of  osteochondritis 
dessicans  (straight  arrows). 
Notice  the  normal  adjacent 
anterior  and  posterior  horns  of 


Figure  2 


the  lateral  meniscus  (curved 
arrows). 

Figure  2 is  a sagittal  image 
through  the  intercondylar 
midportion  of  a 19-year-old 
patient’s  knee.  The  tibial 
insertion  of  the  anterior 
cruciate  ligament  is  indicated 
by  the  arrow.  The  remainder  of 
the  anterior  cruciate  ligament 
is  totally  disrupted  and  its 
expected  position  is  occupied 
by  inhomogeneous  material  of 
intermediate  signal  intensity 
compatible  with  hemorrhage. 
The  anterior  cruciate  has  been 
notoriously  difficult  to  evaluate 
by  MRI,  but  its  reliable 
evaluation  is  now  possible  with 
careful  positioning  and 
rescanning  of  questionable 
cases. 

Figure  3 is  a coronal  image  of 
the  posterior  aspect  of  the  knee 


Figure  3 


of  a 33-year-old  patient.  The 
arrow  indicates  a 1.5  cm. 
ganglion  cyst  intimately 
applied  to  the  lateral  aspect  of 
the  biceps  femoris  tendon  just 
proximal  to  the  fibular  head. 
The  MR  study  clearly  demon- 
strates the  extra-articular  and 
extraosseous  nature  of  this 
process. 

Comment:  MRI  has  become 
clearly  established  for  evalua- 
tion of  internal  derangements 
of  the  knee.  Meniscal  evalua- 
tion is  known  to  be  highly 
accurate.  The  cases  shown 
here  are  meant  to  demonstrate 
the  efficacy  and  accuracy  of 
MR  evaluation  of 
extrameniscal  structures. 
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Final  General  Session 


Installation 

Ceremony 

Saturday,  May  6 


As  SPEAKER  OF  THE  MAG  HoUSE 
of  delegates,  Dr.  Kaufmann 
welcomed  those  in  attendance  to 
MAG’s  second  Installation  Cere- 
mony. This  ceremony  was  created 
in  an  effort  to  present  the  Presi- 
dents’ addresses  and  the  formal  in- 
stallation of  officers  in  a conjoint 
ceremony,  conveniently  scheduled 
for  all  members,  auxilians,  and 
guests  to  witness  the  transfer  of 
leadership  within  the  Association. 

Mrs.  Sheila  Greene  sang  a pa- 
triotic medley,  accompanied  on  the 
piano  by  Mr.  Herb  Wright. 

President’s  Introduction 

Speaker  Kaufmann  introduced 
MAG’s  outgoing  President,  Dr.  Bai- 
ley, with  much  pride  and  admira- 
tion, as  an  exceptional  leader  of  this 
Association  over  the  past  year. 
Through  his  untiring  and  dedicated 
guidance,  and  the  help  of  his  won- 
derful wife,  Pagie,  MAG  had  an  ex- 
traordinary year  in  every  respect.  His 
courageous  leadership  on  major  is- 
sues and  policies  established  high 
standards  for  the  leadership  of  this 
Association  and  left  us  with  a wel- 
come legacy. 


Dr.  Bailey  then  introduced  his 
family  and  friends  and  made  a few 
closing  remarks  which  follow. 


Outgoing  Presidential  Address 

This  has  been  a hard  and  satis- 
fying year.  One  coupled  with 
many  challenges  and  difficult  so- 
lutions. 

But  surely  that  is  the  stuff  of  life. 
It  is  great  and  wonderful  to  have 
been  in  your  service  as  President 
of  the  Medical  Association  of  Geor- 
gia. Always  there  is  a nagging  voice, 
however,  saying  “Could  you  have 
done  more?”  or  “Could  you  have 
done  better?”  There  is  an  Irish  bal- 
lad, part  of  which  states  “what’s  won 
is  won,  what’s  done  is  done,  and 
what’s  lost  is  lost  and  gone  for- 
ever.” 

The  results  of  our  decisions  in 
medicine  do  create  such  condi- 
tions. But  thank  God  we  are  bene- 
fited by  intelligent  and  committed 
minds  dedicated  to  unselfish  prin- 
ciples. We  are  part  of  a profession 
which  is  the  highest  calling  on  this 
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Joseph  P.  Bailey,  Jr.,  of  Augusta,  served  as  MAG’s  1988-89  President. 
He  left  a welcome  and  enduring  legacy  for  the  benefit  of  the  MAG. 


earth  — one  committed  to  giving 
to  our  fellow  human  beings.  We  do 
have  pride  in  our  accomplishments 
and  in  our  goals  — and  rightly  so. 
There  is  a no  more  greatly  con- 
trolled profession  than  the  practice 
of  medicine  and  yet,  one  actually 
requiring  less  control  in  view  of  the 
high  level  dedication  and  training 
of  its  members.  This  is  not  to  say 
we  have  no  problems  in  our  ranks, 
but  rather,  to  say  we  have  fewer  than 
other  professions.  We  do  discipline 
ourselves  and  do  give  of  ourselves 
to  those  who  are  our  responsibility. 

One  year  ago  1 spoke  to  you  of 
unity,  and  one  year  later  1 speak 
again  to  ask  your  continued  effort 
for  this  objective.  We  are  in  morass 
of  difficulty  which  demands  our 
collective  and  concerted  talents 
which  must  be  driven  by  common 
purpose  if  we  are  not  to  be  dashed 
upon  the  rocks  and  reefs  in  this 
storm  of  governmental  upheaval. 
This  upheaval  is  directed  at  mon- 
etary matters  and  not  medical  need. 
Specific  examples  of  this  storm  are 
clearly  seen  in  the  issue  of  our  col- 
leagues practicing  obstetrics  in  Sa- 
vannah. We  have  addressed  this  is- 
sue and  do  believe  it  will  culminate 
in  vindication  of  these  physicians. 
Another  pressing  issue  relates  to 
Medicare  and  its  appointed  carrier 
— AEtna  Insurance  Company.  Our 
aging  population  has  been  guar- 
anteed medical  coverage  by  a sys- 
tem that  we  were  opposed  to  and 
so  stated  some  25  years  ago.  De- 
spite our  objections  which  spelled 
^ut  the  financial  difficulty  of  this 
governmental  proposal.  Medicare 
is  with  us.  It  is  now  clear  that  the 
predictions  of  the  AMA  were  cor- 
rect. The  State  of  Georgia  has  now 
become  one  of  five  in  our  nation  in 
which  experimental  cost  control 
programs  have  been  instigated.  As 
of  January  1,  1989,  the  new  carrier 
for  Medicare  and  its  utilization  re- 
view subcontractor  brought  the 
payment  for  services  to  our  patients 
to  a profoundly  reduced  level,  but 
to  your  credit  the  medical  care  for 
the  patients  continued.  This  is 
graphic  demonstration  of  the 
professionalism  of  medicine.  On 


April  19,  1989,  we  met  in  Washing- 
ton, DC  with  our  congressional  del- 
egation, the  Acting  Director  of 
HCFA,  and  the  leadership  of  AEtna 
and  Healthcare  COMPARE.  The  re- 
sults of  this  endeavor  are  to  be  seen. 
However,  without  the  MAG,  there 
would  be  little  hope  of  significant 
intervention. 


Medical  liability  problems  are 
a continued  major  impedi- 
ment to  the  practice  of  medicine. 
Your  medical  association  has  been 
successful  in  a limited  fashion.  Our 
tort  reform  efforts  have  received 
legislative  support,  and  there  has 
been  a recent  18%  reduction  in  pre- 


miums by  one  carrier.  The  upcom- 
ing Georgia  General  Assembly  will 
be  the  arena  for  another  major  effort 
directed  at  specific  obstetrical  re- 
forms. 


This  year  has  been  a tremen- 
dous experience.  The  staff  of 
the  MAG  has  been  steadfast  in  its 
support,  and  1 cannot  adequately 
express  my  thanks  to  them.  Paul 
Shanor  and  Richard  Green  have 
been  bastions  of  support.  Each 
member  has  made  his  or  her  con- 
tribution, and  1 would  like  to  men- 
tion some  specific  efforts  of  out- 
standing significance.  [Ed.  note: 
Several  staff  were  named  and  asked 
to  stand  and  be  recognized.] 
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Taking  the  oath  of  office  as  they  are  sworn  in  as  new  officers  of  the  MAG 
are  (L  to  R)  Jack  F.  Menendez,  delegate  to  the  AMA;  Roy  W.  Vandiver,  2nd 
Vice  President,  and  Joe  L.  Nettles,  MAG’s  new  President  for  1989-90. 


Your  Executive  Committee  can  be 
relied  upon  to  exercise  excellent 
judgment  and  expertise  and  do  so 
in  an  untiring  manner.  As  well,  your 
Board  of  Directors.  The  committee 
structure  of  our  organization  has 
proven  itself. 

And  then  there  is  the  Auxiliary.  A 
wonderful,  beautiful,  talented,  and 
hard  working  group  that  exudes  en- 
thusiam  for  our  purpose  and  goals. 
Jan  Collins  leaves  a positive  and 
great  legacy  to  Grace  Walden,  the 
new  President.  To  Jan  1 must  say 
that  you  have  succeeded.  You  are 
truly  the  Star  of  the  Show,  and  you 
did  get  your  act  together  and  on  the 
road.  So  much  so,  that  the  possum 
population  of  our  state  is  now  an 
endangered  species. 

1 tmly  feel  obligated  to  thank  each 
member  of  our  organization  for  their 
support  but  also  1 wish  to  express 
my  special  thanks  to  several  who 
gave  without  concern  for  self.  These 
individuals  do  not  require  naming, 
but  clearly  have  acted  in  the  best 
interest  of  our  organization  and 
given  me  as  your  president  tremen- 
dous and  unfailing  support,  time 
after  time.  1 do  thank  you  from  the 
bottom  of  my  heart. 

And  so,  we  come  together  this 
evening  to  conclude  a year  and  start 


another.  But  before  doing  so,  1 wish 
to  acknowledge  one  other  person 
— Pagie  — who  is  truly  my  every- 
thing. She  has  supported  MAG  with- 
out fail  in  all  matters  and  is  the  love 
of  my  life. 

One  of  my  goals  was  to  be  able 
to  look  back  after  the  end  of 
the  year  and  say  1 left  the  Medical 


Association  of  Georgia  in  better 
condition  than  when  1 arrived,  as 
every  President  desires.  It  is  my  be- 
lief that  1 have  achieved  that  goal. 
1 do  humbly  express  my  undying 
appreciation  to  each  and  every  one 
of  you  and  pray  that  our  God  will 
smile  upon  the  House  of  Medicine 
and  every  member  of  its  family  be- 
stowing insight,  compassion,  and 
love.  1 thank  you. 


Also  being  sworn  in  are  (L  to  R)  John  D.  Watson,  Jr.,  Louis  H.  Felder,  and 
Charles  D.  Hollis,  Jr. 


Installation  of  New  Officers 


As  his  last  official  duty  as  Presi- 
dent of  the  MAG,  Dr.  Bailey  in- 
stalled the  new  officers  of  MAG  as 
follows: 

President:  Joe  L.  Nettles,  M.D., 
Savannah;  President-Elect:  William 
C.  Collins,  M.D.,  Atlanta;  First  Vice 
President:  Bob  G.  Lanier,  M.D.,  At- 
lanta; Second  Vice  President:  Roy 
W.  Vandiver,  M.D.,  Decatur;  Speaker 
of  the  House:  James  A.  Kaufmann, 
M.D.,  Atlanta;  Vice  Speaker  of  the 
House:  Jack  A.  Raines,  M.D.,  Co- 
lumbus; Judicial  Council:  John  D. 
Watson,  Jr.,  M.D.,  Columbus;  Ju- 
dicial Council:  Curtis  H.  Carter, 
M.D.,  Augusta;  AMA  Delegate:  C. 
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Joseph  P.  Bailey,  Jr.,  MAG’s  outgoing 
President,  welcomes  Joe  L.  Nettles  as 
the  new  President  and  leader  of  the 
MAG. 


(L  to  R)  James  A.  Kaufmann,  Joe  L.  Nettles,  and  William 
C.  Collins  making  final  preparations  for  the  Installation 
Ceremony. 


MAG’s  newly  installed  1989-90  President,  Joe  L.  Nettles, 
of  Savannah,  told  those  assembled  that  one  of  his  major 
efforts  in  the  coming  year  would  be  to  improve  the  Med- 
icare situation. 
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Emorv'  Bohler,  M.D.,  Brooklet;  AMA 
Delegate:  Charles  D.  Hollis,  Jr., 
M.D.,  Albany:  AMA  Delegate:  Virgle 
W.  McEver,  Jr.,  M.D.,  Warner  Ro- 
bins; AMA  Delegate:  Jack  F.  Me- 
nendez,  M.D.,  Macon;  AMA  Alter- 
nate Delegate;  Richard  W.  Cohen, 
M.D.,  Austell;  AMA  Alternate  Dele- 
gate: William  D.  Logan,  Jr.,  M.D., 
Atlanta;  AMA  Alternate  Delegate: 
Joseph  P.  Bailey,  Jr.,  M.D.,  Augusta; 
AMA  Alternate  Delegate:  Louis  H. 
Felder,  M.D.,  Atlanta;  Delegate  to 
AMA  Young  Physicians  Section:  Joy 
A.  Maxey,  M.D.,  Atlanta;  Alternate 
Delegate:  James  F.  Beattie,  Jr.,  M.D., 
Fort  Oglethorpe. 

Ninth  District  Medical  Society  Di- 
rector: John  Ed  Fowler,  M.D.,  Clay- 
ton; Ninth  District  Medical  Society 
Alternate  Director:  C.  Peter  Lam- 
pros,  M.D.,  Tiger;  Cobb  County 
Medical  Society  Director:  Dan  B. 
Stephens,  M.D.,  Marietta;  Georgia 
Medical  Society  Director:  J.  Patrick 
Evans,  M.D.,  Savannah;  Georgia 
Medical  Society  Alternate  Director: 
Roland  S.  Summers,  M.D.,  Savan- 
nah; Gwinnett-Forsyth  County  Med- 
ical Society  Director:  Rupert  Bram- 
blett,  M.D.,  Cumming;  Gwinnett- 
Forsyth  County  Medical  Society  Al- 
ternate Director:  Cecil  L.  Miller, 
M.D.,  Buford;  Medical  Association 
of  Atlanta  Director:  William  C.  Col- 
lins, M.D.,  Atlanta;  Medical  Asso- 
ciation of  Atlanta  Alternate  Direc- 
tor: Bob  G.  Lanier,  M.D.,  Atlanta; 
Muscogee  County  Medical  Society 
Director:  E.  M.  Molnar,  M.D.,  Co- 
lumbus; Muscogee  County  Medical 
Society  Alternate  Director:  Ken  L. 
Goldman,  M.D.,  Columbus. 

Dr.  Bailey  introduced  Dr.  Joe  Net- 
tles, of  Savannah,  as  the  new  Pres- 
ident of  the  MAG,  and  presented 
him  with  a presidential  medallion. 
Dr.  Nettles  presented  Dr.  Bailey  with 
the  president’s  pin,  a bound  vol- 


ume containing  issues  of  the  Jour- 
nal published  during  his  term  of 
office,  and  a Past  President’s  med- 
allion. Dr.  Nettles  then  addressed 
those  assembled  after  which  he  ad- 
journed the  Installation  ceremony 
inviting  all  present  to  attend  the 
President’s  Reception. 

Incoming  Presidential  Address 

WE  ARE  LIVING  in  interesting 
times,  beset  by  problems  in 
every  direction.  On  our  right  lurks 
the  threat  of  legal  action,  not  just 
by  a bad  result  or  maloccurrence 
in  an  honest  effort  to  help  the  pa- 
tient but  by  being  ensnared  by  a 
tangle  of  rules  and  regulations.  The 
lives  of  all  of  the  obstetricians  in 
Savannah  have  been  drastically 
changed.  Through  our  efforts  to- 
ward tort  reform,  we  have  received 
the  good  news  this  week  that  there 
finally  appears  to  be  some  relief 
from  the  upward  spiral  of  the  in- 
cidence of  costly,  devastating  suits. 
We  must  continue  to  support  our 
beleagured  obstetric  colleagues. 

On  our  left  is  the  threat  of  erosion 
from  within  the  profession  itself.  In 
his  column  in  this  week’s  paper. 
Jack  Anderson  pointed  out  that  13% 
of  physicians  are  involved  in  some 
sort  of  joint  venture  and  gave  sta- 
tistics that  show  gross  over-utili- 
zation in  such  cases.  No  matter  how 
much  the  profession  spends  on 
public  relations,  it  is  difficult  to  off- 
set that  image.  If  we  take  care  of 
our  patients  and  practice  good 
medicine,  our  image  will  speak  for 
itself.  Plato  said,  “There  are  two 
kinds  of  physicians.  Those  who  treat 
slaves  and  write  prescriptions,  and 
those  who  treat  free  men  and  en- 
treat, cajol,  and  direct  them  to  take 
care  of  themselves.” 

Ahead  of  us  we  are  facing  a mon- 
etary crisis,  with  Congress  mandat- 
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ing  a 5 billion  dollar  cutback  in 
Medicare  expenditures.  At  the  same 
time,  we  have  an  increasing  aging 
population  and  increasingly  com- 
plex and  costly  technology  to  offer 
that  population.  George  Bernard 
Shaw  said,  “A  government  which 
robs  Peter  to  pay  Paul  can  always 
depend  on  the  support  of  Paul.”  In 
this  case,  Peter,  representing  not 
only  physicians  but  Medicare  pa- 
tients, will  continue  to  remind  our 
government  that  there  is  nothing 
more  precious  than  good  health.  It 
has  been  said  that  “life  is  a three 
act  play  with  a badly  written  third 
act!”  The  main  thrust  of  my  efforts 
this  year  will  be  toward  improving 
that  third  act.  We  have  already  be- 
gun these  efforts  with  our  Senior 
Citizens  Advocacy  Program,  and  to- 
day’s actions  of  the  House  will  help 
us  carry  this  program  out. 

Last  week  I retired  early  after  a 
busy  night  on  call  the  evening  be- 
fore. The  telephone  rang.  Instead  of 
the  usual  emergency  room  nurse, 
it  was  from  Kevin,  a young  friend 
in  Athens.  “Dr.  Nettles,  I hope  I 
didn’t  awaken  you,  but  I just  got  my 
acceptance  to  medical  school  and 
wanted  you  to  know.”  He  had 
worked  with  me  during  summer  va- 
cations, and  I had  watched  him 
concentrate  all  of  his  efforts  for 
years  toward  achieving  that  goal.  I 
was  reminded  of  the  time  over  30 
years  ago  when  I made  that  deci- 
sion to  go  into  medicine.  Some 
friends  told  me,  “Joe,  you  shouldn’t 
do  that.  Socialized  medicine  is  right 
around  the  corner.” 

I did  not  tell  Kevin  about  the 
clouds  on  the  horizon.  I congratu- 
lated him  and  told  him  he  would 
make  a fine  doctor.  Those  clouds 
are  still  on  the  horizon,  but  it  has 
been  a great  life,  and  it  is  still  a 
great  profession.  Let’s  keep  it  that 
way. 
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(L  to  R)  Joe  L Nettles,  William  C.  Collins,  Henry  Carr,  and  Paul  Shanor. 


(L  to  R)  Richard  A.  Cohen,  Jack  F.  Menendez,  and  James  A.  Kaufmann  relax  prior  to  the  Final  General  Session. 


Final  General  Session-Installation  Ceremony 
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“COMPLETE  NEW 
CONCEPT  IN  MEDICAL 
ARCHITECTURE  AND 
DESIGN  THAT  MORE 
THAN  PAYS  FOR  ITSELF” 

Atlanta  Design  Associates 
(404)451-8383 


III  HE  A LTH  QUIP,  ijlNC. 

“Liquidators  for  the  Medical  Professions  ” 

FOR  SALE 

Used  and  Refurbished 
Surgery  Equipment 

Operating  Tables  - AMSCO,  Shampagine 
Surgical  Lights  - AMSCO,  Castle 
EKG  Monitors  - Datascope,  H P 
EKG  Machines  - HP,  Burdick 
Defibrillators  - HP,  Life  Pak,  Datascope 
Autoclaves  - AMSCO,  Pelton,  Castle 
Exam  Tables  - Stools 

ALL  PRICES  CASH  & CARRY 

Visit  Our  Showroom 

MON.-FRI.  10:00-5:00  SAT.  10:00-3:00 

SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 

448-8924 


PHYSICIANS 

• Monthly  Stipend  for  Physicians  in  training  leading  to  qualification  as 
General/Orthopedic/Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board 
eligible  General/Orthopedic  surgeons 
and  anesthesiologists. 

• Flexible  drilling  options. 

• CME  opportunities. 

*Promotion  Opportunities 
*Prestige 

For  graduates  of  AM  A approved  Medical  Schools 

1-800-443-6419 


NAVAL  RESERVE 

You  are  Tomorrow.  You  are  the  Navy. 
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PHYSICIAN  WANTED 

Georgia:  Medical  Director  of 
emergency  department  needed  at  73- 
bed  hospital  in  Swainsboro.  6,000 
annual  ED  visits.  Competitive 
compensation.  Attractive  benefits 
package.  Professional  liability 
insurance  procurement  program. 
Please  call  or  submit  CV  to:  Physician 
Recruiter,  Coastal  Emergency 
Services,  Inc.,  2828  Croasdaile  Dr., 
Dept.  SJY,  Durham,  NC  27705;  (800) 
334-1630  (US),  (800)  672-7225  (NC). 

Full-Time  Pain  Medicine  Physician 

— The  Pain  Control  and 
Rehabilitation  Institute  of  Georgia  is 
currently  offering  a full-time  entry 
level  position  for  a staff  training  with 
chronic  pain  patients,  Georgia  license 
or  following:  anesthesiology,  family 
practice,  PM&R,  internal  medicine, 
occupational  medicine,  or  neurology. 
Duties  will  include  the  general 
practice  of  pain  medicine  and 
rehabilitation  and  involve  working 
with  an  internationally  renowned 
team  of  health  professionals 
providing  direct  patient  care  for 


chronic  pain  patients.  The  Pain 
Control  and  Rehabilitation  Institute  of 
Georgia  is  a well  established  and 
CARE  certified  comprehensive  chronic 
pain  rehabilitation  facility,  which  is 
ideally  located  in  the  metropolitan 
Atlanta,  Georgia,  area.  The  position 
offers  a real  opportunity  for 
professional  development,  with  a 
competitive  salary  and  excellent 
fringe  benefits.  The  position  is 
available  effective  July  1,  1989,  with 
applications  accepted  until  the 
position  is  filled.  To  apply,  send  a 
cover  letter,  CV,  and  three  letters  of 
reference  to  Steven  F.  Brena,  M.D., 
Chairman  of  the  Board,  Pain  Control 
and  Rehabilitation  Institute  of 
Georgia,  350  Winn  Way,  Decatur,  GA 
30030.  Inquiries  about  the  position 
can  be  made  in  writing  or  by  calling 
404-297-1400. 

Emergency  Department  Physicians: 

Immediately  Available  — Full  and 
part-time  positions  for  physicians  with 
emergency  department  experience  or 
training  in  a primary  care  specialty. 
Opportunities  in  various  regions 
throughout  Georgia.  Many  facilities 


surrounding  sunny  Savannah.  Contact 
National  Emergency  Services,  Inc., 

255  Executive  Dr.,  Ste.  104,  Plainview, 
NY  11803  or  call:  Debra  Wiick/Kim 
Sillaro/Maura  O’Brien,  1-800-645-4848. 

FOR  RENT 

Furnished  Medical  Space  in  medical 
office  building  in  East  Cobb  County 
on  Roswell  Rd.  Excellent  exposure; 
close  to  Kennestone,  Windy  Hill, 
Northside,  and  St.  Joseph’s  Hospitals. 
Call  404-621-0677  or  971-2204. 

Medical  Office,  4th  Floor,  Kenmar 
Building,  833  Campbell  Hill  St., 
Marietta,  includes  x-ray  room  with  x- 
ray  machine  & film  processor,  2154 
sq.  ft.  capacity  for  5 exam  rooms,  two 
consultation  offices.  404-427-5511. 

SERVICES 

Medical  Transcription  — 25  years 
experience,  BS  in  Psychology,  IBM 
PCXT,  quality  printer,  dictaphone 
equipment  which  allows  physician  to 
dial  my  number  and  dictate,  pick  up 
and  delivery  upon  request,  24-hour 
turnaround  in  most  cases.  Please  call 
Norma  Jones,  404-523-1143. 
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CHARTER 
MEDICAL 

CORPORATION 


PHYSICIANS  NEEDED 

INTERNAL  MEDICINE  FAMILY  PRACTICE 

ONCOLOGY 

GENERAL  SURGERY  NEUROSURGERY 

Group  practice,  solo,  or  urgent  care  settings  available  tljrough  our  acute  care  hospital  network 
located  in  Macon  and  serving  all  of  middle  Georgia. 

Your  practice  will  be  located  80  miles  south  of  Atlanta  in  a growing  family-oriented  communit); 
where  you  can  avoid  traffic  and  enjoy  a rewarding  professional  career. 

Please  contact  Stephen  Wofford  collect  at  912/741-6283  for  a confidential  consultation  or  wiite  to 
Stephen  Wofford,  Director  of  Physician  Recmiting,  Charter  Northside  Hospital,  PO.  Box  t627, 
Macon,  GA  31208. 
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MANUSCRIPT  INFORMATION 


AMA-ERF  371 


Aftco  Associates  394 

Atlanta  Design  Associates  512 
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Lilly,  Eli  & Company  465 

MAG  Mutual  Insurance  Company  370 

Naval  Reserve 512 
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U.S.  Army  Active  395 
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MANUSCRIPTS  — Articles  are  accepted  for  publication 
on  the  condition  that  they  are  contributed  solely  in  this 
Journal.  Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original  and  one  copy  should  be  submitted.  Receipt 
of  manuscripts  will  be  acknowledged  and  unused  manu- 
scripts returned.  Used  manuscripts  will  be  returned  only  if 
requested. 

STYLE  — Ordinarily  articles  should  not  exceed  3,000  words. 
Only  under  exceptional  circumstances  will  articles  of  over 
4,000  words  be  published.  Footnotes,  bibliographies,  and 
legends  should  be  typed  on  separate  sheets,  double-spaced. 
Bibliographies  should  conform  to  the  following  style:  name 
of  author  (with  initials),  title  of  article,  name  of  periodical, 
date,  volume  (number,  if  available),  and  pages. 

Sorter  NA,  Wasserman  SI,  Austen  KF.  Cold 
urticaria  release  into  circulation  of  his- 
tamine and  eosinophil  chemotactic  fac- 
tor of  anaphylaxis  during  cold  challenge. 

N Engl  J Med  1976;294:687-90. 

NEWS  NOTES  — District  and  county  medical  societies. 
Association  members,  and  readers  are  invited  to  send  in 
any  news  items  of  general  concern  to  members  of  the  Med- 
ical Association  of  Georgia. 

REPRINTS  — Requests  for  reprints  should  be  made  di- 
rectly to  The  Ovid  Bell  Press,  Inc.,  1201-05  Bluff  Street, 
Fulton,  Missouri  65251.  Reprints  must  be  ordered  within  30 
days  after  publication,  since  all  type  will  be  destroyed  after 
that  time. 

ILLUSTRATIONS  — Illustrations  must  be  submitted  in 
duplicate.  Illustrations,  tables,  etc.,  should  bear  the  author’s 
name  and  figure  number.  Used  photographs,  drawings  and 
cuts  will  be  returned  after  publication  only  if  requested.  The 
cost  of  reproduction  of  illustrated  material  for  publication 
in  excess  of  three  average  illustrations  and/or  tables  will  be 
borne  by  the  author,  and  the  Journal  will  bill  the  author  for 
this  expense. 

GENERAL  POLICY  — Authors  will  be  given  as  wide  a 
latitude  as  the  general  policy  of  the  Journal  and  the  de- 
mands on  its  space  permit.  The  right  to  reduce,  revise,  or 
reject  any  material  submitted  for  publication  is  always  re- 
served. 1\\Q  Journal  is  not  responsible  for  statements  made 
by  any  contributor.  All  communications  regarding  editorial, 
advertising,  subscription,  and  miscellaneous  matters  should 
be  sent  to  The  Editor,  938  Peachtree  Street,  N.E.,  Atlanta, 
GA  30309-3990. 

ADVERTISING  — All  pharmaceutical  advertising  must  be 
approved  by  the  State  Medical  Journal  Advertising  Bureau, 
Inc.,  to  be  acceptable  for  publication.  Other  advertising 
copy  may  be  accepted  subject  to  the  approval  of  the  Editor. 
All  copy  or  negatives  must  reach  the  Journal  office  by  the 
10th  of  the  month  preceding  publication.  General  and  clas- 
sified advertising  rates  will  be  furnished  on  request. 

MEDICAL  EDITING  SERVICES  — If  in  the  opinion  of 
the  Journal  Editorial  Board,  material  submitted  for  publi- 
cation could  be  improved  by  a Medical  Editing  Ser\4ce,  the 
Editor  will  contact  the  author  for  his  approval.  Association 
members  needing  assistance  in  preparation  of  material  for 
publications  may  also  use  this  service.  A reasonable  charge 
is  made  for  this  service  and  the  cost  of  this  will  be  borne 
by  the  author. 
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In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  hs.  dose^ 

^ First- week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Umbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vo 


limbitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  to 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  NJ.  2.  Feighner  )P, 
etal:  Psychopharmacology  6/.-21 7-225,  Mar  22,  1979. 


Limbitrol®® 

Ifanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications;  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  [eg.  operating  machinery  driving) . 
Usage  in  Pregnan<y:  Use  of  minor  tranquUizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  ftmction.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drag.  Periodic  liver 
ftmction  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Ibgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drags. 
Use  of  Limbitrol  with  other  psychotropic  drags  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drag. 


Adverse  Reactions:  Most  frequent;  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drags:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  inlarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic.- Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  prariras.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drag  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Idblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Idblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

Roche  Products  Roche  Products  Inc. 
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In  the  depressed  and  anxious  patient 


See  Improvement  In  The  First  Wee! 

And  The  Weeks  That  Follow 

1^74%  of  patients  experienced  improved  sleep  n 
after  the  first  h.s.  dose^ 

^First-week  reduction  in  somatic  symptoms^  - 
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Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vY/ 


Percentage  of  Redurtion  in  Individual  Somatic  Syi  u ' 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 


limbitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY. 


Roche  Products 

Copyright  © 1989  by  Roche  Products  Inc.  .All  rights  reserved. 
Please  see  summary  of  product  information  inside  back,  cover. 
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An  insurance  company 
that  takes  your  interests 

to  heart: 


MAG  Mutual 

makes  the  dijfiference. 


As  a physician, 
you’re  used  to  listening,  getting  to  the  heart 
of  the  matter,  then  putting  the  interests  of 
your  patients  first. 

So,  it  is  appropriate  that  a group  of 
physicians  would  put  together  a liability 
insurance  company  that  takes  the  interests 
of  Georgia  physicians  to  heart. 

That’s  just  how  MAG  Mutual  works. 
We’re  physician  owned  and  that  means  our 
insurance  and  services  are  directed  by  physi- 
cians  like  yourself  concerned  with  curbing 
rising  rates  and  committed  to  changing 
Georgia’s  professional  liability  climate 
through  legislative  reform. 

We’re  also  flexible.  We  listen  and  respond 
by  providing  the  finest  service  and  best 
coverage  available  in  a wide  range  of  pro- 
grams  so  you  can  choose  the  one  most  appro- 
priate  to  your  insurance  needs.  From  tailor- 
made  insurance,  to  prior  acts  coverage,  to 
reporting  endorsement  options,  we  contin- 
ually refine  and  develop  programs  in 
response  to  your  input. 


And  we’re  competi- 
tive. We  offer  a wide  variety  of 
premium  discounts  such  as  our  Loss 
Excellence  Appreciation  Discount  (LEAD) 
and  our  Loss  Prevention  program  to  help  you 
keep  your  cost  of  insurance  down. 

Most  importantly  of  all,  we’re  specialists. 
We’re  attuned  to  the  Georgia  medical  profes- 
sion and  all  the  considerations  that  commit- 
ment entails.  From  our  ser\ace -oriented  staff 
to  our  flexible  insurance  programs,  we’re 
always  here  for  you. 

Let’s  face  it.  You  put  your  heart  into 
your  profession  because  you  know 
you  can  make  a differ- 
ence. At  MAG 
Mutual,  we  take 
your  interests 
to  heart 
because  we 
want  to  make 

the  difference  for  you.  For  more  informa- 
tion or  an  application,  call 
(404)  842-5600  or  1-800-282-4882. 


fflUTum 

MAG  MUTUAL  INSURANCE  COMPANY 

Eight  Piedmont  Center,  Suite  600  3525  Piedmont  Road  Atlanta,  Georgia  30305-1533  (404)  842-5600 
Mailing  Address:  Post  Office  Box  52979  Atlanta,  Georgia  30355-0979  1-800-282-4882 


*s^/n/nxMMic€mj€/wt 


Sherman  & Son  Development  Corp.  is  pleased  to  announce  its  expansion  into 
the  Atlanta  Market,  specializing  in  the  design  and  construction  of 
state-of-the-art  total  medical  care  centers. 

As  well  capitalized  developers  and  construction  engineers  - since  1939  - 
Sherman  & Son  invites  inquiries  from  physicians 
seeking  state-of-the-art  facilities. 


SHERMW  & SON 


.BUILDERS  AND  ENGINEERS  SINCE  1939 
11  East  Andrews  Drive,  N.W. 
Atlanta,  Georgia  30305 
(404)  233-2991 


PHYSICIANS 

• Monthly  Stipend  for  Physicians  in  training  leading  to  qualification  as 
General/Orthopedic/Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board 
eligible  General/Orthopedic  surgeons 
and  anesthesiologists. 

• Flexible  drilling  options. 

• CME  opportunities. 

*Promotion  Opportunities 
*Prestige 

For  graduates  of  AM  A approved  Medical  Schools 

1-800-443-6419 


NAVAL  RESERVE 

You  are  Tomorrow.  You  are  the  Navy. 
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CHARTER 

MEDICAL 

CORPORATION 


PHYSICIANS  NEEDED 

INTERNAL  MEDICINE  FAMILY  PRACTICE 

ONCOLOGY 

GENERAL  SURGERY  NEUROSURGERY 


Group  practice,  solo,  or  urgent  care  settings  available  through  our  acute  care  hospital  network 
located  in  Macon  and  serving  all  of  middle  Georgia. 

Your  practice  will  be  located  80  miles  south  of  Atlanta  in  a growing  familj'-oriented  communip; 
where  you  can  avoid  traffic  and  enjoy  a rewarding  professional  career. 

Please  contact  Stephen  Wolford  collect  at  912/741-6283  for  a confidential  consultation  or  \wite  to 
Stephen  Wofford,  Director  of  Physician  Recmiting,  Charter  Northside  Hospital,  PO.  Box  4627, 
Macon,  GA  31208. 
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It's  tough  to  recover  from  this  kind  of  fall.  Your  practice  is  too  valu- 
able to  place  at  such  unnecessary  risk.  AFTCO  developed  the 
Earned  Equity  Program  to  contractually  define  and  meet  the  needs 
of  both  parties.  Protect  your  practice  and  your  future,  call  ^ 
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'Nizatidine 


The  Convenience  Pak 


Patients  appreciate  Asad,  300  mg, 
In  the  Convenience  Pak 


In  a Convenience  Pak  survey  (N = 100) 

■ 1 00%  said  the  directions  on  the  Convenience  Pak  were 

■ dear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 


Pharmacists  save  dm 
at  no  extra  cost 


■ The  Convenience  Pak  saves  dispensing  time  and 


: - 


promotes  patient  counseling 

armacists  dispensing  theAxid  Convenience  Pak  can 


AXID® 

nizatidine  capsules 

Brief  Summary 

Consult  the  package  literature  for  complete  information. 

Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment  of 
active  duodenal  ulcer.  In  most  patients,  the  ulcer  will  heal  within  four  weeks. 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h.s.  after  healing  of  an  active  duodenal  ulcer.  The  consequences 
of  continuous  therapy  with  Axid  for  longer  than  one  year  are  not  known. 
Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivtty  to 
the  drug  and  should  be  used  with  caution  in  patients  vrrth  h^rsensitivityto  other 
Hrreceptor  antagonists. 

Precautions;  General  - 1 . Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2.  Because  nizatdine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3 Pharmacokinetic  studies  in  p^ents  with  hepatorenal  syndrome  have  not  been 
done.  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver.  In  patients  with  nonr^ 
renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of  nizatidine 
is  similarto  that  in  normal  subiects. 

Laboratory  Tests  - False-positive  tests  for  urobilinogen  with  Multistix*  may 
occur  during  therapy  with  nizatidine. 

Drug  Interactions  - No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam.  Iidocaine.  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450-iinked  drug-metabolizing  enzyme  system; 
therefore,  drug  interactions  mediated  by  inhibition  of  hepatic  metibolism  are  not 


expected  to  occur.  In  patients  given  verV  high  doses  (3.900  mg)  of  aspirin  daily. 

i.lkln  • • 

administered  concurrent 


increases  in  serum  salicylate  levels  were  seen  yrhen  nizatidine.  1 &0  mg  b.i.d..  was 


Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  - A two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  mg/%day  (about  80  tim^  the 
recommended  daily  therapeutic  dose)  ^owed  no  evidence  of  a carcinogenic 
effect.  There  was  a dose-related  increase  in  ti)e  density  of  enteiochromaf^like 
(ECL)  cells  in  the  gastric  oxyntic  mucosa.  In  a two-year  stii^  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice;  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compart  vrith  placebo.  Female 
mice  given  the  high  dose  of  Axid  (2.000  mg^g/day.  about  330  times  the  human 
dose)  showed  marginally  statistically  significant  increases  m hepatic  carcmoma 
and  hepatic  nodular  hyperplasia  with  no  numerical  increase  seen  in  any  of  the  other 
dose  groups.  The  rate  of  hepatic  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  for  the  strain  of  mice  used.  The  female  rmce  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excess^e  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevations).  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  fernale  mice  (given  up  to 
360  mg/kg/day,  about  60  limes  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tes^.  unscheduled  ONA  synthesis, 
sister  chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration 
tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  ^ects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny. 

Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect;  but  at  a dose  equivalent  to  300  times  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  Five  fetuses,  and  depressed  fetal 
weights.  On  intravenous  administration  to  pregnant  New  Zealand  iMvte  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  m one  fetus  and  at  50  mghcg  it  produced  ventricular 
anom^.  distended  abdomen,  spina  bifida,  hydrocephafy.  and  enlarged  heart  in  one 
fetus.  There  are.  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  It  is  also  not  known  whether  nizatidine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproduction  capacity.  Nizatidine  should  be 
used  dunng  pregnancy  only  if  the  potential  benefit  lusMes  the  potential  risk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  m lactating  women  have  shown  that 
<0  1%  of  the  administered  oral  dose  of  nizatidine  is  secreted  in  human  milk  m 
proportion  to  plasma  concentrations.  Caution  should  be  exercised  when  adminis- 
tering nizatidine  to  a nursing  mother. 

Pediatnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Patients  - Ulcer  healing  rates  m elderty  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalities  are  also  similar  to  those  seen  m other  age  groups  Age  alone  may 
not  be  an  important  factor  in  the  disposition  of  nizatidine  Qd^  patients  may  have 
reduced  renal  function. 

Adverse  Reactions:  Clinical  tnals  of  nizatidine  included  almost  5.0(X)  patients 
given  nizatidine  in  studies  of  varying  durations.  Domestic  ptacebo-controlled  trials 
included  over  l .900  patients  given  nizatidine  and  over  1 .3C)0  given  placebo.  Among 
reported  adverse  events  in  ^e  domestic  ptacebo-controlled  trials,  sweating  (1  % vs 
0 2%).  urticaria  (0  5%  vs  < 0.01  %),  and  somnolence  (2.4%  vs  1 3%)  were  signifi- 
cantly more  common  in  the  nizatidine  group.  A variety  of  less  common  events  was 
also  reported:  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine. 

Hpatic  - Hepatocellular  tniury.  evidenced  by  elevated  liver  enzyme  tests  (SCOT 
[AST],  SGPT  (ALT],  or  alkaline  phosphatase),  occ 


I.  occurred  m some  patients  and  was 
possibly  or  p'robabiy  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SGOT  SISpT  enzymes  (greater  than  500  lU/L)  and.  in  a single  instance. 
SGPT  v^s  greater  than  2.000  lU/L  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevations  to  three  times  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnomairties  m placebo-treated 
patients  All  abnonnalities  were  reversible  after  discontinuation  of  Axid. 

Cardiovascular  -\n  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomatic ventricular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocnne  - Clinical  pharmacology  studies  and  controlled  clinical  trials  showed 
no  evidence  of  antiandrogenic  activity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  who  received  Axid  and  by  those 
given  placebo.  Rare  reports  of  gynecomastia  occurred. 

Hematologic  — Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  had  and  another  Hrreceptor  antagonisl  On  previous  occasions,  this 
patient  had  expenenced  thrombocytopenia  while  taking  other  drugs  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported. 

IntegumentaJ  - Sweating  and  urticaria  were  reported  signrficantfy  more  fre- 
quently m nizatidine-  than  in  placebo-treated  patients  Rash  and  exfoliative  dermati- 
tis were  also  reported. 

Hypersensmfty  - As  with  other  Hrreceptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administration  of  nizatidine  have  been  reported.  Because  cross-sen- 
sitivity  in  this  class  of  compounds  has  been  observed.  Hrreceptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensitivity 
to  these  agents  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchospasm. 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

Other  — Hyperuricemia  unassociated  with  gout  or  nephrolilhiasis  was  reported. 
Eosinophilia.  fever,  and  nausea  related  to  nizatidine  admimstration  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely  The  following  ts  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered. 

Signs  and  Symptoms  -There  is  littie  clinical  expenence  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizatidine  have  exhibited 


cholinergic-type  effects,  including  lacnmation.  salivation,  emesis,  miosis,  and 
. Single  oral  doses  of  800  m^g  in  dogs  and  of  1 .200  m^kg  ai  monke)^ 
were  not  lethal  Intravenous  median  Tett^  doses  m the  rat  and  mouse  were  3OT 


diarrhea.  S 


m^g  and  232  mg/kg  respectively 
Treatment  - To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Phpidans'  Desk  Reference 
(PDR).  In  managing  overdosage.  consider  the  possibility  of  multiple  drug  over- 
doses. interaction  among  drugs,  and  unusual  drug  kinetics  m your  patient 
If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  witii  clinical  monitonng  and  supportive  therapy  Renal  diafysis  for 
four  to  SK  hours  increased  plasma  clearance 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car* 
boxylic  acid  mettiyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympatfietic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodena!  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenterai  administration  of  the  drug.''  ’2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  ^ 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.i-3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1.  tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr,  5,4  mg  in 


AVAILABLE  EXCLUSIVELY  FRO... 


bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 

53159-001-10. 
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PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


III  HEALTH  'QVIpJiNC. 

“Liquidators  for  the  Medical  Professions  " 

FOR  SALE 

Used  and  Refurbished 
Surgery  Equipment 

Operating  Tables  - AMSCO,  Shampagine 
Surgical  Lights  - AMSCO,  Castle 
EKG  Monitors  - Datascope,  H P 
EKG  Machines  - HP,  Burdick 
Defibrillators  - HP,  Life  Pak,  Datascope 
Autoclaves  - AMSCO,  Pelton,  Castle 
Exam  Tables  - Stools 

ALL  PRICES  CASH  & CARRY 

Visit  Our  Showroom 

MON.-FRI.  10:00-5:00  SAT.  10:00-3:00 

SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 

448-8924 


MEDICAL 

OFFICE 

DESIGN 


“COMPLETE  NEW 
CONCEPT  IN  MEDICAL 
ARCHITECTURE  AND 
DESIGN  THAT  MORE 
THAN  PAYS  FOR  ITSELF” 


Atlanta  Design  Associates 

(404)451-8383 
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The  ideal  medical  practice 
would  allow  you  to  concentrate 
more  on  taking  care  of  patients, 
not  taking  care  of  business. 

Practice  Management  Services 
creates  more  time  for  you  by 
streamlining  your  billing  and 
managing  your  accounts 
receivables.  Whether  processing 
bills  and  claims  through  our 
system  or  yours,  we  keep  abreast 
of  all  the  insurance  and  legislative 
changes  and  apply  them  to  your 
best  advantage. 

Since  our  fees  are  based  on  net 
collections,  not  gross  billings,  there 
is  a built-in  incentive  to  maximize 
collection  and  eliminate  errors. 

Call  us  today  to  discuss  how  to 
perfect  your  billings,  collections 
and  human  resource  management. 


PRACTICE 

MANAGEMENT 

SERVICES 


340  West  Ponce  de  Leon 
Decatur,  Georgia  30030 
(404)  377-1883 
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PRESIDENT'S  PAGE 


I’m  writing  this  on  my  way  back 
from  Chicago  after  attending 
the  annual  meeting  of  the 
American  Medical  Association. 

For  almost  a week,  we  discussed 
the  many  issues  relative  to  the 
practice  of  medicine  in  the  United 
States.  We  heard  experts  testify 
about  both  present  and  future 
problems  facing  practicing 
physicians. 

Today’s  buzzword  is 
“Expenditure  Targets,”  which  may 
fast  become  “Expenditure  Caps” 
— the  beginning  of  rationing  of 
medicine  in  the  United  States. 

This  appears  to  be  the  way 
Congress  is  addressing  the 
expanding  health  care  budget. 

The  medical  profession  is  being 
asked  to  take  care  of  an 
increasing  population  demanding 
fast-growing,  expensive 
technology  with  a shrinking 
budget.  If  such  legislation  passes, 

1 will  have  to  tell  a dear  lady  with 
painful,  crippling  arthritis  that  she 
cannot  have  her  new  hip  joint  this 
year.  1 will  put  her  on  a waiting 
list  and  perhaps  she  can  get  relief 
next  year. 

In  Chicago,  we  were  able  to 
discuss  the  most  pressing 
problems  that  affect  our 
colleagues  and  patients  in 
Georgia.  The  AEtna  Healthcare 


Joe  L.  Nettles,  M.D. 

COMPARE  Medicare  Part  B 
debacle  was  examined.  So  was 
the  plight  of  Savannah 
obstetricians  as  they  move  into 
their  7th  month  of  federal  Grand 
Jury  hearings.  We  are  confidently 
hopeful  that  relief  will  be 
forthcoming  on  both  issues. 
Countless  other  issues  were  also 
discussed,  ranging  from  ethics  to 
hospital  staff  problems.  Strategies 
for  dealing  with  these  issues  are 
being  developed. 

A few  years  ago,  1 shared  the 
opinion  of  many  of  you  that 
$400  a year  for  AMA  dues  was  a 
lot  to  pay  for  a journal  that  many 
times  we  don’t  even  read.  1 am 
learning,  however,  after  becoming 
more  personally  involved,  that  the 
American  Medical  Association  is 
not  some  huge,  distant 
bureaucracy,  but  is  the  sum  total 
of  the  best  physicians  in  the 
world  all  concerned  about  one 
thing  — how  to  continue  to 
provide  our  patients  with  the 
world’s  best  medical  care.  1 am 
proud  to  be  a member  of  this 
organization. 


A S S O C I A T 


NEW  MEMBERS 

Anders,  David  L.,  Internal 
Medicine  — Richmond  (Active) 
BIW-547  Medical  College  of 
Georgia,  August  30912 

Arcangeli,  Steven  — Richmond  — 
(Student)  2708-F  Woodcrest  Dr., 
Augusta  30909 

Bland,  William  H.,  Pediatrics  — 
MAA  — (Associate)  2600  MLK 
Jr.,  Dr.,  Atlanta  30311 

Casas,  Adela  T.  — Richmond  — 
(Student)  2638  Berkshire  Rd., 
Augusta  30909 

Chaknis,  Manuel  J.  — Richmond 
— (Student)  335  Broad  St.,  Apt. 
B-2,  Augusta  30901 

Chin,  Edward  Jr.,  Internal 
Medicine  — Washington  — 
(Active  N2)  P.O.  Box  237, 
Wrightsville  31096 

De  Jong,  Rudolph  H., 
Anesthesiology  — Richmond — 
(Active)  3514  Turnberry  Lane, 
Augusta  30907 

Delay,  Bradley  D.,  Family  Practice 
— Whitfield-Murray  — (Active 
N2)  12  Rte.  9,  Box  9323, 
Chatsworth  30705 

Drew,  G.  Stephenson,  Plastic 
Surgery  — Richmond  — 

(Active)  Medical  College  of 
Georgia,  BD-115,  Augusta 
30912-0415 

Duncan,  David  C.  — Richmond 
— (Student)  335  Broad  St.,  Apt. 
B-2,  Augusta  30901 

Elfervig,  John  L.,  Ophthalmology 
— Dougherty  — (Active)  400 
Fourth  Ave.,  Albany  31701 
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Ferris,  Daron  G.,  Family  Practice 
— Richmond  — (Active)  324 
Saddletree  Lane,  Martinez  30907 

Friddell,  Barbara  L.  — Richmond 
— (Student)  824  Hickman  Rd., 
#D-24,  Augusta  30904 

Garnick,  Melissa  Ann  — 

Richmond  — (Student)  738 
Ravenel  Rd.,  Augusta  30909 

Greenberg,  Bernard  S.,  Obstetrics/ 
Gynecology  — DeKalb  — 
(Active)  1462  Montreal  Rd.,  Ste. 
412,  Tucker  30084 

Greenberg,  Mikchael  E.  — 
Richmond  — (Student)  Medical 
College  of  Georgia  Box  572, 
Augusta  30912-0350 

Grover,  Vinit  — Richmond  — 
(Student)  8 Boy  Scout,  Augusta 
30909 

Hill,  Roger  E.,  Family  Practice  — 
Cobb  — (Active)  833  Campbell 
Hill  St.,  Ste.  121,  Marietta  30060 

Home,  Steven  G.,  Pathology  — 
Floyd-Polk-Chattooga  (Active) 
311  West  Eight  St.,  Rome  30161 

Johnson,  Joel  M.,  Ill,  General 
Surgery  — Richmond  — 

(Active)  1220  George  C.  Wilson 
Dr.,  Augusta  30909 

Johnson,  Kimball  A.,  Internal 
Medicine  — MAA  — (Resident) 
516  Sydney  St.,  Atlanta  30312 

Kesner,  Carl  W.,  General  Practice 
— Southwest  Georgia  — 
(Active)  315  Columbia,  Blakely 
31723 

Krilov,  Jill,  Psychiatry  — 

Muscogee  — (Active  N2)  MACH 
Community  Mental  Health 
Services,  Bldg.  2615  Soldiers 
Plaza,  Ft.  Penning  31905 


Lackey,  Chrissie  G.  — Richmond 
— (Student)  1001  Greene  St., 

#21,  Augusta  30901 

Leddy,  Michael  R.,  Obstetrics/ 
Gynecology  — Bartow  — 

(Active)  962  Joe  Frank  Harris 
Pkwy.,  Cartersville  30120 

Levin,  Jay  A.,  Dermatology  — 

MAA  — (Active  N2)  1293 
Peachtree  St.,  NE,  Ste.  212, 

Atlanta  30309 

Lonkani,  Jairam,  Family  Practice 
— Thomas  Area  — (Active)  980 
Fourth  St.,  Cairo  31728 

McKie,  Kathleen  M.,  Pediatrics  — 
Richmond  — (Active)  1010 
Milledge  Rd.,  Augusta  30904 

Odom,  Lawrence  D.,  Obstetrics/ 
Gynecology  — Richmond  — 
(Active)  618  Chimney  Hill  Cir., 
South,  Evans  30809 

Parker,  Paul  M.,  Pediatric  Surgery 
— DeKalb  — (Active  N2)  1901  , 

Century  Blvd.,  Ste.  11,  Atlanta  ‘ 

30345  j 

Price,  Billy  Ray,  II,  Family  Practice  ! 

— Colquitt  (Active  N2)  6 | 

Hospital  Pk.,  P.O.  Box  2307,  | 

Moultrie  31776  | 

Quansah,  Felicity  A.,  ' ; 

Ophthalmology  — Muscogee  — [ 

(Active  N2)  2300  Manchester 
Expwy.,  Columbus  31904  ^ 

Raikar,  Sudhir  R.,  Pediatrics  — | 

Crawford  W.  Long  — (Active)  ( 

1077  Baxter  St.,  Athens  30606 

Reimer,  Barry  J.,  Pediatrics  — 

MAA  — (Active  N2)  5455 
Meridian  Mark  Rd.,  Ste.  520, 

Atlanta  30342 
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Reisman,  A.  Gerald,  Pediatrics  — 
MAA  — (Active  N2)  Henrietta 
Egleston  Hospital,  Medical 
Administration,  1405  Clifton 
Rd.,  Atlanta  30322 

Saltz,  Jack  T.,  Family  Practice  — 
Cobb  — (Active  N2)  4039 
Atlanta  St.,  Power  Springs  30073 

Sawyer,  George  S.,  Ophthalmology 
— Bibb  — (Active  N2)  1429 
Oglethorpe  St.,  Macon  31201 

Schultz,  David  C.,  Psychiatry  — 
MAA  — (Active)  6111  Peachtree 
i Dunwoody  Rd.,  Atlanta  30328 

Sharawy,  Eman  M.  — Richmond 
! — (Student)  307  Scotts  Way, 

Augusta  30909 

Silverstein,  Paul  1.,  Anesthesiology 
; — Richmond  — (Active)  Dept, 

of  Anesthesia,  Medical  College 
of  Georgia,  Augusta  30912-2700 

Smith,  Sharon  D.,  Obstetrics/ 

I Gynecology  — MAA  — (Active 

Nl)  980  Johnson  Ferry  Rd.,  Ste. 

I 510,  Atlanta  30342 

l[  Stephens,  William  H.  Jr., 
j Rheumatology  — Georgia 

Medical  — (Active)  14  Medical 
Arts  Center,  Savannah  31405 

^ Swartwout,  Brandon  C.  — Bibb  — 
(Student)  319  Alexandria  Dr., 
Macon  31210 

if  it  Taylor,  Berry  B.,  Public  Health  — 
(h  Bibb  — (Active)  811  Hemlock 

I St.,  Macon  31201 

' 

i|j  Tolson,  Michael  A.,  Plastic 
; 'ii  Surgery  — South  Georgia  — 

i ':  (Active  N2)  P.O.  Box  5285, 

|r  Valdosta  31603 

' 

; I Truemper,  Edward  J.,  Pediatrics 

II  — Richmond  — (Active)  400 
Chatham  Court,  Augusta  30907 
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Vick,  Angela  K.  — Richmond  — 
(Student)  Medical  College  of 
Georgia,  Box  710,  Augusta 
30912-0350 

West,  John  E.,  Family  Practice  — 
Gwinnett-Forsyth  — (Active  N2) 
3455  Lawrenceville  Hwy., 

South,  Lawrenceville  30244 

Wolf,  Charles  R.,  Neurology  — 
Richmond  — (Active)  3623  J 
Dewey  Gray  Cir.,  Ste.  309, 
Augusta  30909 

Wolfe,  Oliver  J.,  Anesthesiology 
— Georgia  Medical  — (Active 
N2)  Memorial  Medical  Center, 
4700  Waters  Ave.,  Savannah 
31406 

Wolff,  Richard  N.  — Richmond  — 
(Student)  3116  Ridgecrest  Dr., 
Augusta  30907 


PERSONALS 

Bibb  CMS 

Milford  B.  Hatcher,  M.D., 

chairman  of  the  Department  of 
Surgery  at  the  Mercer  University 
School  of  Medicine  from  April 
1982  to  1986,  received  the 
honorary  Doctor  of  Science 
degree  at  the  school’s 
commencement  exercises  last 
June.  Dr.  Hatcher  practiced 
surgery  in  Macon  for  almost  half  a 
century.  He  was  a member  of  the 
Macon  Chamber  of  Commerce’s 
first  committee  formed  in  1972  for 
the  establishment  of  a medical 
school  in  Macon. 

Medical  Association  of  Atlanta 
Dave  M.  Davis,  M.D., 

F.A.P.A.,  has  been  named 
Chairman  of  the  American 
Psychiatric  Association’s 
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Consultation  Service  for  the  years 
1989-1990. 

The  Consultation  Service 
provides  professional  consultants 
to  hospitals,  departments  of 
mental  health  of  various  states, 
community  mental  health  centers, 
medical  school  departments  of 
psychiatry,  prisons,  and  other 
types  of  mental  health  facilities  in 
the  United  States  and  around  the 
world. 

The  Consultation  Services 
responsibilities  include  design 
and  planning  of  clinical 
programs,  analysis  of  clinical  and 
management  systems,  integration 
of  services  to  provide  continuity 
of  care,  evaluation  of  clinical 
services,  conflict  resolution, 
assistance  in  developing  priorities 
among  service  need,  advice  on 
moving  towards  compliance  with 
standards  of  government  and 
private  accreditation  boards, 
planning  to  meet  future  service 
needs. 

Southwest  Georgia  CMS 

Homer  L.  Lassiter,  M.D.,  a 
family  physician  in  Arlington,  was 
one  of  two  physicians  honored  by 
the  community  for  their  30  years 
of  service.  A reception  and  dinner 
were  held  in  their  honor,  and  they 
also  served  as  the  grand 
marshalls  in  the  city  May  Day 
festival  celebration. 

Dr.  Lassiter  received  his 
medical  degree  from  the  Medical 
College  of  Georgia  and  completed 
his  internship  at  Macon  City 
Hospital. 

Thomas  Area  CMS 

Jeff  W.  Byrd,  M.D.,  was 

elected  president  of  the  Georgia 
Association  of  Pathologists  (GAP) 
at  their  annual  meeting  held  at 
the  Medical  College  of  Georgia 
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(MCG)  on  April  22.  Bob  Baisden, 
M.D.,  Professor  of  Pathology  at 
MCG,  was  elected  vice-president. 

Dr.  Byrd  has  served  as 
secretary-treasurer  and  has  been  a 
member  of  the  Board  of 
Governors  of  the  GAP  for  the  past 
4 years.  As  president  of  the  state 
organization,  he  will  be 
responsible  for  coordinating 
professional  and  legislative 
activities  at  the  state  and  national 
level,  developing  educational 
programs,  and  implementing 
programs  to  encourage  qualified 
individuals  to  enter  the  health- 
related  laboratory  field. 

Dr.  Byrd  recently  served  as 
chief  of  staff  and  chairman  of  the 
Executive  Committee  at  Archbold 
Memorial  Hospital  in  Thomasville. 

Upson  CMS 

After  practicing  medicine  in 
Barnesville  for  38  years,  George 
T.  Henry,  M.D.,  has  retired.  His 
initial  general  practice  included 
surgery,  setting  broken  bones, 
and  delivering  babies. 

Dr.  Henry  was  named  medical 
director  of  the  Heritage  Inn 
Nursing  Home  when  it  opened  in 
1976  and  later  also  worked  as 
medical  director  of  a Molena 
nursing  home. 

He  is  now  considering 
additional  missionary  work  in  his 
field.  Dr.  Henry  has  long  been 
active  in  community  and 
international  Christian  activities. 


DEATHS 

Bartow  CMS 

Lewis  Ross  Whately,  M.D.,  a 

family  physician  in  Cartersville 


died  from  a heart  attack  last 
February  17  at  the  age  of  66. 

A graduate  of  Emory  University, 
he  received  his  medical  degree 
from  Emory  University  School  of 
Medicine  in  1948,  during  which 
time  he  was  elected  to  the  Alpha 
Omega  Alpha  Honor  Society. 

Following  an  internship  at 
Barnes  Hospital  in  St.  Louis, 
Missouri,  he  was  assigned  to  the 
406th  Medical  Lab  in  Tokyo, 

Japan,  as  an  epidemiologist  with 
the  Army  Medical  Corps. 
Subsequently,  he  returned  to 
Grady  Memorial  Hospital  and 
completed  a residency  in  internal 
medicine  under  Dr.  Paul  Beeson. 

He  is  survived  by  his  wife,  three 
sons  and  their  wives,  two  sisters, 
and  several  nieces  and  nephews. 

Medical  Association  of  Atlanta 

B)rron  J.  Hoffman,  M.D.,  an 

internist  for  50  years,  died  in  June 
of  complications  from  cancer.  He 
was  78. 

Dr.  Hoffman  began  his  practice 
of  medicine  in  Atlanta  in  1936;  he 
retired  earlier  this  year.  During 
World  War  11,  he  rose  to  the  rank 
of  major  as  an  Army  doctor  in 
North  Africa,  Italy,  and  France. 

Born  in  Gaston  County,  N.C., 

Dr.  Hoffman  graduated  from  Duke 
University  in  1932  and  received 
his  medical  degree  from  Emory 
University  School  of  Medicine  4 
years  later.  He  completed  his 
residency  at  Grady  Memorial 
Hospital  in  Atlanta. 

Dr.  Hoffman  was  on  the  clinical 
faculty  at  Emory’s  medical  school 
for  many  years  and  held 
membership  in  many  professional 
associations.  He  was  also  a past 
Chairman  of  the  Board  of  Trustees 
of  Fernbank,  Inc. 
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EDITOR'S  CORNER 


Of  Clay  Courts  and  Rivers 

* 1 'he  country  habit  has  me  by 

A the  heart. 

I never  hear  the  sheep-bells  in  the 
fold, 

Nor  see  the  ungainly  heron  rise 
and  flap 

Over  the  marsh,  nor  hear  the 
asprous  corn 

Clash,  as  the  reapers  set  the 
sheaves  in  shocks 
(That  like  a tented  army  dream 
away 

The  night  beneath  the  moon  in 
silvered  fields). 

Nor  watch  the  stubborn  team  of 
horse  and  man 
Graven  upon  the  skyline,  nor 
regain 

The  sign-posts  on  the  road 
towards  my  home 
Bearing  familiar  names  — 
without  a strong 

Leaping  of  recognition;  only  here 
Lies  peace 

VITA  SACKVILLE-WEST 
“The  Land” 

* 1 ’HEY  WERE  TELEVISING  the 

A French  Open  that  Saturday 
afternoon  while  I sat  at  lunch. 

The  announcer  went  on  at  great 
length  to  explain  to  us  viewers 
that  this  gathering  represented  the 
only  major  tennis  tournament 
played  on  “real”  clay.  They  were 
at  Roland  Garros  Stadium  in 
Paris,  with  thousands  watching  as 
the  princes  of  the  world  of 
professional  tennis  did  their  thing. 
And  suddenly,  there  it  was  in 
living  color  right  before  my  eyes. 
Real,  sure  enough,  red  clay!  The 
Real  Thing.  1 had  grown  up  on 

1 

red  clay  tennis  courts  in  a little 
country  town  in  Alabama  and 
now  found  that  same  red  clay 
every  time  1 scratched  the  topsoil 
in  Georgia.  1 had  grown  up  with 
red  clay  courts,  chicken  wire  nets, 
and  slick  worn  balls.  But  this  was 
Paris,  City  of  Light.  The  place  to 
be  or  to  have  been  in  the  20s 
were  one  a Gertrude  Stein,  a 
Hemmingway,  a Fitzgerald,  or 
anyone  who  thought  themselves  a 
writer  or  an  artist.  Paris  or  not,  1 
thought  to  myself,  red  clay  is  red 
clay,  and  this  looks  like  Georgia 
red  clay  to  me. 

W thought  about  that  red  clay 
A when  1 sat  down  to  put 
together  the  “Editor’s  Corner”  this 
month,  for  we  deal  in  this  issue 
with  the  rural  hospital,  with  its 
past  and  its  unpredictable  future. 
The  relationship  of  the  two 
seemed  natural,  for  hidden  deep 
in  the  subconscious  mind  of 
those  of  us  in  the  South  there  is 
something  which  equates  red  clay 
with  rural.  Perhaps  the 
explanation  lies  in  our  proclivity 
to  cover  our  city  land  with 
concrete  or  asphalt,  thus  hiding 
the  clay.  After  all,  it  was 
Buckminster  Fuller  who  told  us 
that  our  national  flower  is  the 
concrete  cloverleaf. 

1 have  an  unabashed  feeling 
that  1 understand  a broad  range  of 
the  environment  in  which 
medicine  is  practiced  and  in 
which  hospitals  exist.  That 
understanding  comes  from  a 

— 

hospital  life  that  started  with  the 
washing  of  surgical  instruments  in 
a small,  rural  hospital  at  15  years 
of  age.  In  that  hospital,  1 learned 
firsthand  the  meaning  of  general 
practitioner  in  its  most  general 
connotation.  Learned  also  the 
requirements  made  of  a 25-bed 
hospital  and  the  limitations  with 
which  the  professional  staff 
confronts  such  an  institution.  But 
the  experience  broadened  with  a 
medical  education  in  a major  city. 
Expanded  further  with  residency 
training  in  a pressurized 
academic  center.  And  then  took 
on  meaning  and  understanding  as 
a practice  developed  in  a major 
metropolitan  area. 

Perhaps  it  has  been  in  the 
passage  through  the  years  in 
practice  that  one  saw  best  the 
void  between  the  rural  and  the 
urban  practitioner  and  hospital. 

We  have  a river  which  flows 
between  our  rural  area,  for  so  it 
was  when  1 first  came  to  it,  and 
the  urban  area  further  south.  In 
those  early  days,  most  of  those 
with  self-assured  knowledge  and 
insight,  and  dollars  to  support 
such,  passed  through  our  town, 
crossed  the  river,  and  went  to  the 
city  doctor.  There  seemed  to  be  a 
magic  balm  in  that  river  the  mere 
crossing  of  which  lent  to  one  a 
therapeutic  prowess  and  efficacy 
not  available  to  lesser  men.  But 
we  struggled  on  as  capable  young 
men  and  women  physicians 
joined  our  little  group  of  country 
doctors.  The  patients  don’t  cross 
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the  river  so  much  these  days. 
Somehow,  we  have  become 
urbanized.  An  unanticipated  and 
unwarranted  crown  of  authenticity 
has  been  placed  upon  our  heads. 

Although  crowned  we  be,  yet 
we  are  the  same  physicians  we 
once  were.  Wiser  perhaps 
because  of  the  years.  More 
knowledgeable,  hopefully, 
because  of  study.  But  has 
urbanization  made  us  better 
doctors?  Has  the  association  with 
more  of  our  peers,  and  they  of 
diverse  disciplines,  broadened 
our  own  insight  and  capability? 
Has  such  association  dulled  our 
thirst  for  knowledge  found  only  in 
the  literature  of  medicine?  Do  we 
think  less  for  ourselves  because 
others  do  part  of  our  thinking  for 
us?  Perhaps  the  ultimate  question 
before  governmental  and  medical 
policy  groups  alike  is  whether  or 
not  the  delivery  of  medical  care  of 
a quality  as  good  as  it  should  be 
can  be  accomiplished  in  the  rural 
setting.  Has  the  cost  of  such  care, 
with  its  associated  technology, 
reached  such  levels  that  it  can 
only  be  provided  in  a hospital  of 
a certain  size  located  in  a city  of 
a certain  population?  Can 
physician  performance  as  judged 
by  peer  review  be  relied  upon  in 
an  environment  with  few  peers? 
Finally,  is  the  rural  hospital  a 
modern  day  financial  dinosaur,  an 
anachronism  of  our  medical  past? 

Surely  as  the  sun  shall  rise  on 
the  morrow  shall  our 
medical  world  of  next  year 
possess  a different  look.  And  yet, 
so  long  as  physicians  yearn  for 
knowledge,  strive  for  technical 
improvement,  treat  the  sick  with 
compassion,  and  harbor  no  fear 
of  scrutiny  by  their  peers,  so  long 
shall  the  rural  physician  prosper. 
So  long  as  hospitals  provide 
facilities  of  equal  acceptance, 
search  diligently  for  honest  and 


efficient  cost  control,  provide 
necessary  technical  equipment, 
and  see  the  physician  as 
something  more  than  another 
deductible  piece  of  capital 
equipment,  so  long  will  the  rural 
hospital  exist.  We  have  now  come 
to  a time  in  the  challenge  of 
caring  for  the  sick  when  the 
abrogation  of  any  of  these 
responsibilities  will  lead  to  even 
further  centralization  of  health 
care  providers  and  the  facilities 
available  to  them.  The  day  of  the 
silent  physician,  unregulated, 
unreviewed,  and  unaccountable  is 
now,  as  it  should  be, 
unacceptable.  Likewise  the  day  of 
the  rural  hospital  existing  solely 
for  the  convenience  of  a populace 
but  unable  because  of  fiscal  and 
professional  capability  to  measure 
to  a standard  must  be  relegated  to 
the  history  of  the  provision  of 
medical  care.  The  rural  physician 
must  today  and  in  the  future  be 
the  equal  of  the  rural  physician  of 
the  past  — and  something  more 
— not  something  less.  The  rural 
hospital  of  the  future,  should  it 
continue  to  exist,  must  stand  as  a 
microcosm  of  its  peer  institution 
in  the  more  populous  areas. 

I looked  back  at  Roland  Garros 
Stadium  and  its  red  clay  court. 
I thought  of  how  many  such 
courts  there  used  to  be  and  now 
only  on  television  and  that  in 
Paris.  I thought  of  the  river  in  my 
community  one  barely  sees  now 
while  racing  across  the  modern 
bridge  with  its  high  protective 
wall  blotting  out  the  once  calming 
view.  No  longer  that  river  a solid 
barrier  for  the  demarcation  of  the 
rural  and  urban  physicians  and 
their  hospital,  for  that  barrier  lies 
further  out  beyond  the  perimeter. 
The  demarcation  must  now  fade 
into  historic  significance.  Surely 
differences  between  rural  and 
urban  medicine  will  continue  to 


exist,  but  such  variances  must 
become  increasingly  ones  of 
scale  and  not  of  quality. 

Hanging  upon  the  wall  in  my 
reception  room  is  a sepia  tone 
photograph  of  four  Underwood 
brothers,  all  country  doctors.  They 
sit  in  coat  and  tie  astride  four  fine 
and  well  groomed  horses,  saddle 
bags  in  place,  prepared  to  leave 
to  make  their  rounds  through  the 
countryside  about  their  tiny 
hamlets.  The  year  is  1910.  Those 
hamlets  have  no  physician  now. 
They  are  all  congregated  in  the 
nearby  town.  The  family  physician 
who  sutured  my  lacerated  foot  on 
his  living  room  couch  is  now  a 
Board  surgeon  in  the  city.  The 
hospital  where  1 learned  of 
surgical  instruments  is  now  a 
nursing  home.  The  clay  tennis 
court  lies  quietly  beneath  the  new 
municipal  building.  The  river 
flows  quietly  and  peacefully  on  its 
way  to  the  Gulf. 
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Physicians  Supply  in  Georgia 

M.  Julian  Duttera,  M.D. 


Elsewhere  in  this  journal,  an 
important  and  informative 
article  by  Dever  et  al.  describes 
the  1986  Georgia  Physicians 
Survey  conducted  by  the 
Composite  State  Board  of  Medical 
Examiners.  The  data  from  this 
survey  are  of  great  importance  to 
all  physicians  in  Georgia.  The 
impact  of  these  data  will  vary 
depending  on  the  physicians’ 
i location,  but  the  information  will 
i be  particularly  useful  in 

I understanding  where  physicians 

I are  currently  practicing  as  well  as 
I aid  in  planning  for  the  future.  For 
the  first  time  we  have  data  which 
accurately  define  who  is 
practicing  in  the  state  and  where 
they  are  practicing. 

The  most  striking  finding  in  the 
survey  is  that  there  is  still  a 
substantial  deficit  of  physicians  in 
Georgia.  We  have  148  physicians 
per  100,000  population  as 
compared  to  the  current  national 
I average  of  192  physicians  per 
j 100,000  or  to  the  Gemanac  ideal 
j of  200  physicians  per  100,000  as  a 
' goal  set  for  1990.  Even  the 
! metropolitan  area  of  Atlanta  has 
I . fewer  physicians  than  the  national 
II  average,  with  185  physicians  per 
1 100,000.  When  one  considers  the 

non-metropolitan  areas  of 
Georgia,  the  number  drops  to  84 
physicians  per  100,000,  a 
I substantial  and  significant  deficit. 

1 The  article  by  Dever  et  al.  also 
j contains  projections  of  the 


physician  data  to  the  year  2000, 
with  projected  increases  in 
physicians  and  population.  It  is 
estimated  that  in  the  year  2000, 
using  the  assumptions  outlined  in 
the  Dever  paper,  that  the 
physician  per  100,000  patient 
population  will  be  160,  suggesting 
the  persistence  of  a severe  deficit. 
Projecting  this  figure  another  way, 
based  on  AMA  data  and  the  rate 
of  increase  of  physicians  over  the 
last  25  years,  one  would  conclude 
that  the  deficit  would  not  be  as 
severe  by  the  year  2000  but  would 
approach  the  200  physicians  per 
100,000  people.  There  is  certainly 
no  reason  to  project  from  the 
AMA  data,  however,  that  the  rural 
population  will  get  a larger 
proportion  of  these  physicians. 

The  deficit  of  physicians  in 
rural  areas  remains  a major 
problem  both  for  the  physicians 
who  practice  in  those  areas  and 
for  the  State  of  Georgia. 

Physicians  in  rural  areas  can 
expect  continued  high  demand 
for  their  services  and  long  hours. 
Scarce  medical  care  may  make 
these  areas  of  Georgia  less 
attractive  for  industrial 
development  and  thereby 
contribute  to  the  problem  of  “two 
Georgias.” 

Efforts  are  underway  on  several 
fronts  which  should  yield 
favorable  results.  The  Medical 
Education  Board  and  the  Medical 


•The  most  striking 
finding  in  the  survey  is 
that  there  is  still  a 
substantial  deficit  of 
physicians  in 
Georgia.  J 

Association  of  Georgia  continue 
to  sponsor  the  Medical  Fair  in 
conjunction  with  a number  of 
other  organizations.  This  Fair 
provides  a well  developed 
placement  format  for 
communities  of  less  than  15,000 
and  has  allowed  these 
communities  access  to  residents 
unlike  anything  previously 
available  to  these  communities. 
Unfortunately,  very  small 
communities,  and  particularly 
those  without  hospitals,  find 
themselves  at  a disadvantage  in 
this  setting  because  of  the  lack  of 
organizational  efforts  and 
recruiting  expertise.  The  Medical 
Education  Board  has  put  a triple 
indemnity  clause  into  its 
scholarship  program  which  will 
make  it  much  more  expensive  for 
scholarship  recipients  to  buy  out 
of  their  scholarships.  Failure  to 
keep  a scholarship  commitment 
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will  require  the  payment  of  more 
than  $75,000  from  a physician 
who  does  not  comply  with  the 
terms  of  the  contract.  In  addition, 
specialization  of  the  scholarship 
recipients  has  been  strictly  limited 
to  the  primary  care  specialties. 

The  Joint  Board  of  Family 
Practice  now  has  two  fulltime 
recruitment  staff  members  whose 
principal  function  is  to  help  place 
physicians  from  family  practice 
training  programs  within  the  State 
of  Georgia.  They  also  serve  as  a 
clearinghouse  for  other  specialties 
who  are  interested  in  practice 
within  the  state,  including 
physicians  trained  in  other  parts 
of  the  country. 

Mercer  University  School  of 
Medicine  continues  to  emphasize 
practice  in  rural  areas,  although 
some  doubt  is  cast  on  this 
mission  by  the  fact  that  not  a 
single  senior  in  the  1988  class 
continued  training  in  a family 
practice  training  program,  the 
specialty  most  likely  to  serve  in  a 
small  community. 

The  economic  implications  of 
high  demand  for  services  and 
low  physician  numbers  has  a 
positive  side  for  physicians. 
Medical  Economics  reported  that 
the  1985  net  income  for 
physicians  in  Georgia  was  the 
highest  of  any  of  the  13  major 
states  which  they  surveyed, 
$130,830.  This  finding  occurred 
despite  the  fact  that  first  visit  and 
re-visit  charges  for  Georgia  were 
below  the  U.S.  median  visits  in 
1986.  It  was  postulated  that 
income  was  high  because  Georgia 
physicians  saw  a heavier  caseload 
than  physicians  in  other  parts  of 
the  country,  with  an  average  of 
113  patients  a week  reflecting  the 
smaller  number  of  doctors  in  the 
state. 

Based  on  projections  in  the 
survey  or  on  the  more 


conservative  projections  using 
AMA  data,  it  would  appear  that 
demand  will  remain  high  for 
services,  and,  therefore,  physician 
income  should  remain  good  (as 
long  as  fee-for-service  payment  is 
the  predominant  method  of 
reimbursement).  On  the  other 
hand,  access  to  medical  care  for 
patients,  particularly  in  rural  areas 
will  be  more  difficut,  and  this  is 
certainly  a negative  for  the 
population  of  the  state. 

e economic 
implications  of  high 
demand  for  services 
and  low  physician 
numbers  has  a positive 
side  for  physicians.  ^ 

It  is  also  interesting  to  speculate 
about  the  implications  of 
these  numbers  for  a penetration 
of  the  HMOs  within  the  state.  It  is 
clear  that  states  with  major 
penetration  of  HMOs,  such  as 
California  and  Minnesota,  are  also 
those  with  major  excesses  of 
physicians.  According  to  1986 
AMA  figures,  California  ranks 
seventh  in  the  country,  with  267 
non-federal  physicians  per 
100,000,  and  Minnesota  ranks 
fourteenth,  with  226  non-federal 
physicians  per  100,000.  By 
comparison,  Georgia  ranks  thirty- 
sixth.  It  is  interesting  to  speculate 
whether  the  lack  of  “excess” 
medical  manpower  will  make 
penetration  of  HMOs  more 
difficult  into  the  state  market. 

It  is  hoped  that  these  data  will 
prepare  us  to  better  deal  with  the 
realities  of  medical  practice  rather 
than  using  our  own  pre-conceived 
biases,  which  may  have  been 
misleading  in  the  past  because  of 
the  absence  of  reliable  data. 
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China  and  the  Democratic  Students 

Charles  B.  Gillespie,  M.D. 


I RECENTLY  HAD  the  Opportunity 
to  experience  some  of  the 
most  extraordinary 
demonstrations  of  courage  and 
determination  in  my  life.  On  May 
18,  1 departed  on  a trip  to  China, 
never  realizing  that  the  then  active 
student  demonstrations  would 
continue  to  the  point  of 
confrontation  as  we  know  it  now. 
As  soon  as  1 arrived  in  Shanghai,  1 
realized  that  the  cry  for  freedom 
went  far  beyond  the  protests  of 
the  students  in  Tiananmen 
Square.  1 immediately  found 
1 myself  in  the  middle  of  thousands 
I of  chanting,  marching  Chinese 
students  and  citizens  who  were 
asking  their  government  to 
respond  to  their  demands  for 
democratic  reforms.  Perhaps  the 
most  moving  moment  during  this 
j first  encounter  was  when  the 

(demonstrators  appeared  with  a 
15-foot  symbol  among  their  many 
"signs  and  banners  — none  of 
which  1 understood.  That  symbol 


moment  “their”)  Statue  of  Liberty. 
Their  faces  and  the  “V”  for  victory 
signs  they  presented  to  all  who 
watched  showed  true  hope  in 

II  improving  their  futures.  There 
j were  the  young,  old,  civilians, 

I and  military  in  those  crowds.  And 
1 at  that  time,  not  one  incidence  of 
1 1 violence  was  to  be  seen 

anywhere.  It  is  hard  to  describe 
my  feelings  after  noting  such 
: uniformity  of  purpose.  1 shall 
never  forget  what  1 saw  and  felt 
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that  night  in  that  “freedom 
crowd.” 

And  then  there  was  Beijing.  At 
first,  I retained  the  same  feelings 
from  Shanghai.  The  students 
occupying  Tiananmen  Square 
were  equally  pleasant  and 
peaceful.  They  asked  for  the 
support  of  every  visitor  they  saw. 
There  were  requests  for  our 
autographs  and  written  statements 
that  we  supported  the  movement 
towards  democracy.  1 was  even 
asked  to  call  President  Bush  and 
tell  him  about  the  students  and 
what  they  are  trying  to  achieve. 
Once  again,  no  violence  was 
seen.  Admittedly,  hygiene  was  a 
problem  in  the  Square  area,  as  no 
facilities  were  close  by,  but  even 
that  was  being  managed  well  by 
the  volunteers  and  public  sanitary 
workers.  1,  along  with  everyone 
else  1 spoke  to,  was  convinced 
that  their  movement  was  patriotic 
and  their  political  ideals 
legitimate.  In  simplistic  terms, 
those  in  the  Square  were 
expressing  their  disillusionment 
after  decades  of  unfulfilled 
promises  — they  were  demanding 
nothing  less  than  a say  in  how 
they  are  governed.  Similar  feelings 
were  being  actively  expressed  in 
at  least  30  other  Chinese  cities 
and  around  the  world.  While  Mao 
Tse-tung’s  heirs  fumed  and 
plotted  within  their  compounds, 
the  world  watched  in  amazement 
as  the  future  of  one-fifth  of 
humanity  was  played  out. 

Despite  such  early  calls  from 


^ It  is  hard  to  describe 
my  feelings  after  noting 
such  uniformity  of 
purpose,  I shall  never 
forget  what  I saw  and 
felt  that  night  in  that 
**freedom  crowd,**  ^ 


one  army  commander  who  said  to 
the  demonstrators:  “We  can  help 
each  other  and  keep  peace  in  the 
Square  — be  calm,”  the  world 
now  knows  what  happened  when 
the  politicos  could  not  solve  their 
internal  disputes.  The  armed 
soldiers  that  followed  the  rigid 
orders  of  their  communist 
dictators  had  been  brought  in 
from  outside  the  capital,  most 
unaware  of  the  nature  of  the 
massive  prodemocracy  protests. 
They  had  been  told  they  were  to 
go  on  manoeuvres  and  were  only 
to  control  rioting  mobs  of 
criminals.  In  contrast  with  the  first 
military  units,  these  new  soldiers 
were  armed  with  tear  gas,  high- 
pressure  hoses,  and  AK-47  rifles. 
And  then  these  new  soldiers  were 
put  to  work.  . . . 
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Why  was  all  this  occurring?  In 
speaking  wiht  many  local 
citizens  while  in  China,  1 
concluded  that  their  demands  for 
more  freedom  and  democracy 
was  bound  to  happen.  As  in  many 
other  countries,  the  school 
campuses  have  provided  the  best 
incubators  for  change  and  new 
ideas.  In  China,  as  elsewhere, 
workers,  farmers,  and  many 
others  have  looked  to  the 
students  to  spearhead  the  new 
leadership  movements,  as  they 
are  usually  the  “cream  of  the 
crop”  from  an  intellectual 
standpoint.  They  have  decided 
that  the  world  movement  towards 
democracy  now  fits  their  needs  as 
well.  At  this  time,  they  have  kept 
their  demands  simple  — freedom 
from  corruption,  freedom  of 
speech,  freedom  of  the  press  and 
the  right  to  elect  their  leaders  in 
open  contests.  Only  about  10 
percent  of  the  people  are 
members  of  the  Communist  Party. 
The  other  90  percent  just  do  not 
believe  it  is  appropriate  for  the 
majority  to  be  left  out  of  the 
political  process. 

At  first,  1 did  not  believe 
China’s  officialdom  would  ignore 
the  popular  clamor  in  the  Square 
and  elsewhere,  even  though  it 
was  obvious  that  it  would  not  be 
easy  for  them  to  share  power  with 
the  citizenry  after  40  years  of 
absolute  rule.  True,  the  “going 
would  be  rough”  for  both  sides, 
as  their  resilience  and 
pragmatism  would  be  put  to  the 
test  from  minute  to  minute.  In  the 
end,  however,  Mao’s  old 
statement  that  governments  will 
survive  only  through  the  end  of  a 
gun  once  again  held  true. 

it  is  very  difficult  for  me  to 
accept  the  fact  that  many  of  the 
students  with  whom  I spoke  are 
now  dead  in  the  name  of 
democracy,  not  just  for 
themselves  but  perhaps  for  all  of 


us.  The  courage  of  those 
individuals,  and  particularly  the 
single  student  who  recently 
walked  in  front  of  the  tank 
column,  should  make  us  all 
realize  that  these  people  are 
working  for  all  of  us.  What  1 now 
realize  more  than  ever  is  that 


none  of  us  should  ever  take  our 
democracy  for  granted  nor  fail  to 
support  all  persons  around  the 
world  who  show  us  their  signs  of 
victory  and  freedom.  We  should 
all  help  them  build  their  “Ladies 
of  Liberty”  in  every  instance. 
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Council  of  Biology  Editors,  Inc.,  Dept.  B,  9650  Rockville  Pike,  Bethesda.  Maryland  20814.  (301)  530-7036 
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QUIET  THOUGHTS 


From  Bynum ’s  scrap-book: 

GELETT  BURGESS,  1856-1951,  Massachusetts-born  author 
and  poet.  It  was  about  a century  ago,  while  editing  “The 
Lark”  (1895-7)  that  he  wrote  his  famous  quatrain,  “The 
Purple  Cow”: 

“/  never  saw  a purple  cow, 

/ never  hope  to  see  one; 

But  I con  tell  you  anyhow, 

I’d  rather  see  than  be  one!” 

Most  of  the  things  he  wrote  were  designed  for  the 
especial  delight  of  children.  But  he  often  took  an 
opportunity  to  nudge  grown-ups  on  matters  of  behavior. 

“The  Educated  Heart” 

“Everything  can  be  done  beautifully  by  the  Educated 
Heart,  from  the  lacing  of  a shoestring  so  it  won ’t  come 
loose,  to  passing  the  salt  before  it  is  asked  for. 

When  you  do  a favor,  do  it  to  a full  length  of  the  rope. 
Don ’t  send  a telegram  in  just  ten  carefully  selected  words; 
add  a few  extra  phrases  that  make  the  reader  perceive  that 
you  care  more  for  him  than  the  expense. 

You  call  once  or  twice  at  the  hospital,  do  you  ever  call 
again?  Not  unless  you  have  an  Educated  Heart.  But  one 
there  was  who  wrote  letters  every  day.  One  who  rescued 
the  clock  that  always  had  something  in  front  of  it  so  you 
couldn ’t  see  the  time,  who  was  careful  not  to  hit  the  bed, 
who  talked  to  you  instead  of  the  Distinguished  Caller  who 
happened  to  be  present. 

Nothing  is  so  rare  as  The  Educated  Heart  — the 
Educated  Heart  does  kindness  with  STYLE!  And  what  a 
becoming  style  it  is.  Persons  with  an  Educated  Heart 
constitute  man ’s  true  aristocracy,  as  if  by  instinct  they  are 
able  to  put  themselves  in  anothers’  place.  They  do  a 
kindness  in  the  kindest  way!” 

Richard  Bynum  Weeks,  M.D. 

Retired  Surgeon, 

St.  Simons  Island 


We  invite  contributions  to  this  Department.  Please  send  them  do  the  Journal, 
938  Peachtree  St.,  Atlanta  30309. 


CALENDAR 


AUGUST  1989 

24-27  — Sea  Island:  Tri-State 
Otolaryngology  Association. 
Category  1 credit.  Contact 
Robert  A.  Gadlage,  MD,  2121 
Fountain  Dr.,  Ste.  C,  Snellville 
30278. 

SEPTEMBER  1989 

9 — Atlanta:  Pediatric 
Dermatology  for  the  Primary 
Care  Physician.  Category  1 
credit.  Scottish  Rite  Children’s 
Hospital,  CME  Office,  1001 
Johnson  Ferry  Rd.,  Atlanta 
30363.  PH:  404/256-5252. 

11-12  — Atlanta:  Interventional 
Radiology  for  Technicians  & 
Nurses.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

11-15  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

15-17  — Augusta:  Clinical 
Psychiatry.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:  404/721- 
3967. 

18-19  — Atlanta:  Third  Annual 
Menopause  Conference. 
Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

-23  — Hilton  Head,  SC: 
Frontiers  in  Nutrition.  Category 
1 credit.  Contact  Div.  of  Cont. 

Ed.,  MCG,  Augusta  30912.  PH: 

; 404/721-3967. 

I 22-23  “ Atlanta:  Lung  Cancer 
I Conference.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 


22-23  — Atlanta:  Medical  Retina 
Workshop.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

23  — Atlanta:  Second  Annual 
Cleft  Lip  & Palate  Symposium: 
Oral-Musculo-Skeletal 
Considerations  in  Cleft  Care. 

Category  1 credit.  Scottish  Rite 
Children’s  Hospital,  CME  Office, 
1001  Johnson  Ferry  Road, 
Atlanta  30363.  PH:  404/256- 
5252. 

25-26  — Atlanta:  Quantitive 
Thallium  Myocardial 
Tomography.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

25-28  — Atlanta:  Advanced 
Demonstrations  in 
Percutaneous  Transluminal 
Angioplasty  XXII.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

25-26  — Atlanta:  Congress  of 
Neurological  Surgeons. 

Contact  CNS,  1840  North  Soto 
St.,  Room  100B,  Los  Angeles, 

CA  90033.  PH:  213/224-5435. 

25-29  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

OCTOBER  1989 

4-6  — Atlanta:  Bilary 
Lithotripsy  and  Adjunct 
Procedures.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 


5-6  — Atlanta:  GA  Chapter, 
American  Academy  of 
Pediatrics.  Category  1 credit. 
Contact  William  C.  Mankin,  4059 
Land  O’Lakes  Dr.,  NE,  Atlanta 
30346.  PH:  404/237-3922. 

9-1 1 — Savannah:  Neonatology 
— The  Sick  Newborn.  Category 
1 credit.  Contact  Div.  of  Cont. 

Ed.,  MCG,  Augusta  30912.  PH: 
404/721-3967. 

9-13  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

12-14  — Atlanta:  Renal  Disease 
Conference.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

12- 15  — Sea  Island:  Georgia 
Orthopaedic  Society.  Category 
1 credit.  Contact  Jeff  Nugent, 
M.D.,  105  Collier  Rd.,  Ste.  5000, 
Atlanta  30309.  PH:  404/355- 
0743. 

13- 14  — St.  Simon’s  Island: 
Nephrology  Update  1989. 
Sponsored  by  The  National 
Kidney  Foundation  of  Georgia. 
Category  1 credit.  Contact 
NKGG,  1639  Tullie  Circle,  Suite 
108,  Atlanta  30329.  PH:  404/ 
248-1315  or  800/633-2339. 

1 5-20  — Atlanta:  American 
College  of  Surgeons.  Contact 
ACS,  55  E.  Erie  St.,  Chicago,  IL 
60611.  PH:  312/664-4050. 

1 5-20  — Atlanta:  American 
Society  of  Colon  & Rectal 
Surgeons.  Contact  ASCRS,  800 
E.  Northeast  Hwy.  #1080, 
Palatine,  IL  60067.  PH:  312/359- 
9184. 
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Hospitals  Honor  Four 
Georgia  Legislators 

Four  Georgia  legislators  took 
top  honors  this  month  for 
their  work  in  promoting  health 
care  in  the  state. 

The  four  were  recipients  of  the 
Georgia  Hospital  Association’s 
Legislator  Appreciation  Awards, 
which  are  given  each  year  to  state 
lawmakers  who  have  made 
outstanding  achievements  in  the 
promotion  of  health  care  delivery. 

They  are  Sen.  Terrell  Starr  of 
Clayton  County,  Rep.  Jim  Beck  of 
Valdosta,  Rep.  Terry  Coleman  of 
Eastman,  and  Rep.  Buddy 
Childers  of  Rome. 

Sen.  Starr  was  honored  for  his 
work  in  helping  fund  the  state 
Medicaid  program  and  also  for 
his  support  of  a hospital  rate 
adjustment  in  this  year’s  Medicaid 
budget. 

Rep.  Jim  Beck  is  chairman  of 
the  Medicaid  subcommittee  on 
appropriations.  During  this  year’s 
General  Assembly,  that  committee 
recommended  several 
improvements  that  will  benefit  the 
hospital  industry,  including  rate 
adjustments,  swing  beds  for  small 
rural  hospitals,  outlier 
adjustments,  and  expanded 
eligibility  for  the  medically  needy. 
Those  recommendations  made 
the  issues  matters  of  serious 
consideration  in  the  legislature. 

Rep.  Terry  Coleman  also 
supported  a hospital  rate 
adjustment.  Further,  he  is  the 
author  of  legislation  that  will  help 
young  physicians  locate  in 
medically  underserved  areas  of 
the  state  by  financing  their 


educational  debt. 

Rep.  Childers  has  for  many 
years  given  consideration  to  the 
issues  affecting  hospitals  and  this 
year  authored  the  hospital 
assocation’s  proposal  that  would 
have  required  all  counties  to 
contribute  to  the  cost  of  indigent 
health  care.  Although  the  bill  did 
not  pass,  the  heated  discussion 
that  followed  prevented  the 
problem’s  being  swept  under  the 
rug. 

Rep.  Childers  further  authored  a 
resolution  creating  the  Access  to 
Health  Care  Study  Commission, 
which  will  study  the  problem  of 
the  shortage  of  health  care 
professionals  and  make 
recommendations  for  state  action. 


Government  Eyes  Billing 
For  Itinerant  Surgery 

Physicians  who  perform 
itinerant  surgery  have  come 
under  the  watchful  eye  of  the 
Office  of  the  Inspector  General 
(OIG). 

As  a result  of  its  recent  findings 
that  more  than  half  of  itinerant 
surgeons  bill  Medicare  global  fees 
even  though  they  do  not  provide 
postoperative  care,  the  OIG  has 
recommended  that  the  Health 
Care  Financing  Administration 
instruct  the  Medicare  carriers  to 
recover  overpayments  from  those 
surgeons  who  continue  to  do  so. 

The  government  study  was 
conducted  in  1985  and  1986  and 
investigated  itinerant  surgery 
performed  in  72  rural  hospitals. 
The  OIG  has  recommended  that 


This  page  is  sponsored  by  the  Georgia  Hospital  Association 


rural  physicians  and  their  hospital 
administrators  set  up  procedures 
that  wilt  ensure  patients  receive 
adequate  pre-  and  postoperative 
care  and  will  also  allow  for 
second  surgical  opinions  for  the 
patients.  In  addition,  the  OIG 
want  the  peer  review 
organizations  to  review  the 
procedures  itinerant  surgeons 
perform. 


Medicare  Considers 
Expense  Limits  for 
Physicians 

The  House  Ways  and  Means 
Committee’s  health  panel  has 
approved  a package  of  money- 
saving measures  that  would  put 
Medicare  expenditure  targets  on 
physicians  beginning  in  fiscal 
year  1990.  Under  the  proposal, 
the  government  could  set  separate 
targets  for  hospital-based 
physicians,  for  example,  or  targets 
based  on  state  or  regional 
expenses.  If  physicians  in  one 
group  overspent  their  target,  that 
group  would  have  less  money  to 
spend  the  following  year. 

In  addition,  the  committee’s 
package  would  limit  doctors’ 
ability  to  “balance  bill”  their 
Medicare  patients. 

The  measure  is  part  of  the 
overall  effort  of  budget 
reconciliation  and  will  soon  go  to 
the  full  Ways  and  Means 
Committee  for  a vote.  The 
outcome  may  be  in  its  favor,  as 
the  proposal  is  gaining  allies  in 
Congress  as  well  as  in  the 
administration. 
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The  Georgia  Army  National  Guard  announces  its  newest  attraction  in  Atlanta, 
the  1 17th  Mobile  Army  Surgical  Hospital  (MASH).  We  are  seeking  doctors,  nurses 
and  medical  specialists  to  fill  a cast  of  300  for  the  real  thing!  Serve  your  state  and 
country  one  weekend  a month  and  two  to  three  weeks  each  summer.  In  return, 
we  offer  excellent  pay  and  benefits.  Please  call  our  Army  National  Guard  Medical 
Recruiter,  MAJ  Delloyd  Wilson,  at  the  toll  free  number  listed  below,  or  write  to: 
AMEDD  Recruiting,  Post  Office  Box  17965,  Atlanta,  Georgia  30316-0965. 

•••••••••••••••••••••••••••••••••••••••••••••••••••••• 

§ 
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A Gothic  Tale: 

Rural  Hospitals  in  Georgia 

W.  Douglas  Skelton,  M.D.,  Denise  D.  Kornegay,  M.S.W.,  C.  Annette  Maxey,  M.S.W. 


An  Overview  Nationally 

Across  the  nation,  many  rural 
hospitals  have  closed  or  are 
on  the  brink  of  closure.  The  effect 
of  the  loss  of  rural  hospitals  on  the 
economies  and  on  the  health  status 
of  the  rural  communities  they  serve 
will  negatively  impact  the  eco- 
nomic future  of  many  rural  areas, 
as  well  as  further  reduce  the  health 
status  of  the  poor  and  the  elderly 
who  are  represented  in  higher  num- 
bers in  most  rural  areas. 

Hospitals  in  large  numbers  were 
financed  by  the  Federal  Hill-Burton 
program  of  the  1940s,  which  at- 
tempted to  assure  every  American 
of  accessible  medical  care  within 
their  own  community.'  The  small, 
rural  hospitals  were  built  to  meet 
the  needs  of  an  agrarian  society.  As 
the  economies  of  rural  America 
changed,  many  people  left  the  farms 
for  the  opportunities  of  America’s 
urban  areas.  This  demographic 
change  is  a major  contributor  to  the 
current  difficulties  of  the  rural  hos- 
pital, i.e.,  less  people  to  serve  and 
more  of  those  the  poor,  the  elderly, 
and  in  Georgia,  minorities.^  Also, 
the  Hill-Burton  hospitals  are  now 


For  all  rural  hospitals, 
nearly  two-thirds  of 
revenues  are  generated 
through  Medicare  and 
Medicaid;  whereas  less 
than  one-half  of  urban 
hospital  revenues  are 
dependent  upon  these 
reimbursement 
systems. 


old  and  in  need  of  expensive  re- 
placement or  renovation. 

Until  the  1970s,  the  hospital  was 
often  the  largest  and  most  econom- 
ically successful  employer  in  a ru- 
ral community.  When  medical  care 


Dr.  Skelton  is  Dean  and  Provost  of  Mercer  Univer- 
sity School  of  Medicine.  He  is  also  Chairman  of 
the  State  Health  Policy  Council  and  Chairman  of 
the  State  AIDS  Task  Force.  Ms.  Kornegay  is  the 
Associate  Director,  Office  of  Health  Policy,  Mercer 
University  School  of  Medicine.  Ms.  Maxey  is  Ex- 
ecutive Director,  State  Health  Planning  Agency. 

Send  reprint  requests  to  Ms.  Kornegay  at  Office 
of  Health  Policy,  Mercer  University  School  of  Med- 
icine, Macon,  GA  31207. 


costs  became  a concern  in  the 
1970s,  the  government  began  a se- 
ries of  cost  reduction  efforts  that 
moved  the  federal  government  into 
a cost-based  reimbursement  of  care 
rather  than  a retroactive/charge 
based  reimbursement.  This  re- 
sulted in  hospitals  being  paid  a flat 
fee  for  a specified  service,  regard- 
less of  acuity  of  illness  or  length  of 
stay. 

Federal  reimbursement  has  not 
kept  pace  with  the  cost  of  care  and 
at  the  same  time,  private  payers  have 
been  less  and  less  willing  to  pay 
bills  inflated  to  cover  the  federal 
reimbursement  differentials  or  to 
care  for  indigent  patients.  Payment 
problems  were  exacerbated  by  a 
greater  need  for  services  by  the 
poor,  including  the  minority  poor, 
who  with  little  or  no  ability  to  pay, 
often  delay  care  until  their  illnesses 
are  more  severe.  Rural  hospitals 
struggling  to  meet  individual  pa- 
tient needs  for  more  care  were  faced 
with  declining  numbers  of  avail- 
able physicians  and  other  medical 
care  providers. ^ 

The  decline  of  inpatient  hospital 
utilization  and  the  shift  to  outpa- 
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tient  care  has  had  a major  impact 
on  smaller  hospitals.  Since  1980, 
small  and  rural  hospitals  nationally 
have  experienced  a decline  of  42.3% 
in  admission;  11.2%  in  average 
lengths  of  stay;  23%  in  average  daily 
census,  and  34.2%  in  occupancy 
rates.’  An  absolute  decline  in  the 
total  number  of  hospitals  began 
after  1977.  Nearly  all  of  the  hospi- 
tals that  closed  had  fewer  than  200 
beds;  65%  had  fewer  than  100  beds.' 

The  Situation  in  Georgia 

How  vulnerable  are  Georgia’s  ru- 
ral hospitals  to  these  trends?  In  the 
spring  of  1987,  Governor  Joe  Frank 
Harris  expressed  his  concern  about 
Georgia’s  rural  hospitals  by  asking 
the  State  Health  Policy  Council 
(SHPC)  and  the  State  Health  Plan- 
ning Agency  (SHPA)  to  convene  a 
Task  Force  to  assess  the  problems 
and  make  recommendations  as  ap- 
propriate to  the  needs  of  rural  Geor- 
gians. The  Task  Force  was  com- 
prised of  representatives  from  the 
Association  of  County  Commis- 
sioners, the  Georgia  Municipal  As- 
sociation, Mercer  University  School 
of  Medicine,  Morehouse  School  of 
Medicine,  the  Medical  College  of 
Georgia,  the  Georgia  Academy  of 
Family  Physicians,  the  Georgia 
Nurses  Association,  the  Georgia  As- 
sociation of  County  Boards  of 
Health,  the  Georgia  Business  Coun- 
cil, the  Georgia  Medical  Associa- 
tion, the  State  Medical  Education 
Board,  the  Department  of  Medical 
Assistance,  the  Office  of  Regulatory 
Services/  Department  of  Human  Re- 
sources, the  Georgia  Osteopathic 
Medicine  Association,  the  Georgia 
Hospital  Association,  the  Georgia 
Rural  Health  Association,  the  Co- 
operative Extension  Service,  and  the 
State  Health  Policy  Council.  Dr. 
W.  Douglas  Skelton,  Provost  and 
Dean  of  the  Mercer  University 
School  of  Medicine,  served  as 
chairperson.  The  Task  Force  report 
: v/as  sent  to  the  Governor  in  June  of 
’ 1988,  after  having  been  reviewed 
I and  endorsed  by  the  State  Health 
j Policy  Council  in  April  and  May  of 
j that  same  year.  Summarized  below 
are  the  findings  and  recommen- 
dations included  in  the  full  report 
to  the  Governor. 


Report  of  the  Task  Force 

The  Task  Force  began  their  work 
by  reviewing  the  current  status  and 
recent  past  of  Georgia’s  rural  facil- 
ities. Regarding  the  availability  of 
practitioners  in  the  rural  areas,  they 
found  that  as  a county  in  Georgia 
becomes  more  rural,  the  number  of 
health  professionals  per  100,000 
population  decreases.’^  Within  non- 
metropolitan statistical  areas,  the 


To  compound  the  lack 
of  health  care 
manpower  in  the  rural 
areas,  the  Task  Force 
found  that,  like  those 
nationally,  the  hospitals 
in  the  rural  areas  were 
constructed  largely 
during  the  Hill-Burton 
era. . . . 


central  Georgia  region  had  the  low- 
est rate  of  professionals  per  100,000 
population.  The  southwest  also  had 
a high  degree  of  need  for  additional 
health  professions.  To  compound 
the  lack  of  health  care  manpower 
in  the  rural  areas,  the  Task  Force 
found  that,  like  those  nationally,  the 
facilities  in  the  rural  areas  were 
constructed  largely  during  the  Hill- 
Burton  era,  and  most  had  not 
undergone  serious  renovations  or 
replacements  since  their  opening. 
A capital  source  for  renovations  and 
replacements  was  a need  identified 
in  the  Task  Force’s  work.'* 

In  Georgia,  the  declines  in  rural 
hospital  utilization  are  also  appar- 
ent. Table  1 depicts  the  historic  ag- 
gregate occupancy  rates  for  rural 
and  urban  hospitals  in  Georgia  for 
the  period  of  1982-1985.  As  shown 


by  this  table,  the  average  daily  cen- 
sus has  also  declined. 

As  indicated  in  Table  1 , primary 
rural  hospitals  (located  in  a non- 
MSA  county  with  population  den- 
sity per  square  mile  less  than  100 
persons),  experienced  a substan- 
tial decrease  in  annual  occupancy 
and  in  average  daily  census  in  re- 
cent years.  Since  1976,  approxi- 
mately 12  rural  hospitals  have 
closed  in  Georgia.  In  1987,  the  year 
of  the  Task  Force’s  activity,  61%  of 
the  state’s  general  acute  care  hos- 
pitals were  in  rural  areas. 

Demographic  changes  were  evi- 
dent in  Georgia.  A 1987  Rural  Eco- 
nomic Development  Study  pub- 
lished by  the  Department  of 
Community  Affairs  (DCA)  found  a 
below  average  growth  rate  for  rural 
Georgia.  Approximately  40%  of  the 
state’s  total  population  resides  in  a 
mral  area,  however,  48%  of  the  aged 
65  and  older  live  in  the  rural  areas. 
The  median  age  of  rural  Georgians 
has  accelerated  at  a higher  rate  than 
urban  Georgia.  Median  age  statis- 
tics do  not  fully  represent  the  most 
troubling  rural  population  trend, 
i.e.,  a significantly  higher  percent- 
age of  rural  Georgians  are  either 
over  the  age  of  65  or  under  age  18.^ 
These  age  groups  make  the  greatest 
demand  on  the  health  care  system. 

Having  ascertained  that  rural 
hospitals  in  Georgia  were  in  fact, 
experiencing  financial  as  well  as 
demographic  pressures,  the  Task 
Force  addressed  specific  issues.  Of 
prime  importance  was  the  Task 
Force  statement  that  "...  the  pres- 
ence of  viable  rural  hospitals  was 
necessary  to  insure  access  and 
availability  of  health  care  services 
to  all  Georgians.”"’ 

Nine  public  meetings  and  10  ru- 
ral hospital  case  studies  identified 
concerns  which  were  grouped  un- 
der the  headings:  Community 
Health  Care  Needs;  Indigent  Care; 
Regulatory  and  Reimbursement  Is- 
sues; Access  to  Capital;  and  Health 
Care  Professional  Recruitment  and 
Retention.  Several  findings  and  rec- 
ommendations from  the  sections  on 
Community  Health  Care  Needs,  In- 
digent Care,  and  Reimbursement 
Issues  are  discussed  in  this  article. 
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Community  Health  Care  Needs 

The  Task  Force  developed  a list 
of  basic  medical  care  services  that 
should  be  reasonably  available  to 
every  community.  This  list  in- 
cludes: primary  and  ambulatory 
care  including  routine  health  main- 
tenance, immunization,  prenatal 
and  postnatal  care;  programs  for 
disease  prevention  and  health  pro- 
motion; emergency  medical  serv- 
ices including  stabilization  and 
available  ground  ambulance  trans- 
port services;  basic  diagnostic  ca- 
pabilities such  as:  x-rays  (extremi- 
ties and  chest),  fluoroscopy,  and 
laboratory  (chemistries,  urine, 
blood,  bacteriologies,  and  other 
services  at  the  same  level  of  com- 
plexities); selected  acute  short  term 
hospital  services  such  as  services 
for  uncomplicated  childbirth  within 
30  minutes  travel  time,  inpatient  and 
outpatient  surgeries,  respiratory  and 
physical  therapies,  and  other  non- 
surgical  medical  treatments;  pri- 
mary and  emergency  dental  care 
accessible  within  30  minutes  travel 
time;  mental  health  services  in- 
cluding outpatient  and  crisis  inter- 
vention; in-home  services  includ- 
ing home  health  services;  long-term 
care  facilities;  end-stage  renal  dis- 
ease chronic  dialysis  treatments 
within  30  minutes  travel  time;  and 
transportation  available  to  insure 
geographic  accessibility  to  all  serv- 
ices.'* 

The  Task  Force  anticipated  that 
rural  communities  would  use  the 
list  as  a guide  to  help  in  the  iden- 
tification of  community  health 
needs.  Rural  hospitals  are  needed 
- to  provide  some  of  these  services 
and  may  also  provide  other  services 
such  as  adult  day  and  respite  care, 
well  and  sick  child  care,  employee 
assistance  programs  for  local  in- 
dustries, transport  services,  health 
promotion/disease  prevention  pro- 
grams, and  other  programs  appro- 
priate for  special  populations  that 
may  reside  in  their  community. 
These  programs  meet  other  com- 
munity needs  and  improve  the  hos- 
pital’s finances. 

Recommendation:  The  Task 

Force  recommended  that  an  Of- 
fice of  Rural  Health  be  estab- 


lished to  perform  such  services 
as  technical  assistance  to  rural 
communities  and  to  rural  hos- 
pitals to  facilitate  a local  plan- 
ning process  that  would  identify 
the  needs  and  capabilities  of  the 
community. 

Indigent  Care 

Currently  in  Georgia,  there  does 
not  exist  a consensus  about  a strat- 
egy for  addressing  uncompensated 
indigent/charity  care.  In  Georgia, 
rural  and  urban  acute  care  general 
hospitals  aggregately  provide 
equivalent  levels  of  uncompen- 
sated care.  According  to  the  indi- 
gent care  survey  reports  for  the  last 
half  of  1986,  rural  and  urban  hos- 
pitals provided  an  aggregate  2.7% 
of  uncompensated  care  of  their  to- 
tal adjusted  gross  revenues.®  How- 
ever, this  figure  did  vary  for  rural 
and  urban  bed-size  categories.  Not 
surprisingly,  it  is  the  small  (less  than 
50  beds)  rural  hospitals  and  the 
large  (200  -I-  beds)  urban  hospitals 
that  deliver  the  highest  percentages 
of  uncompensated  care.  Uncom- 
pensated care  is  a problem  for  all 
providers;  it  has  become  a major 
problem  for  the  small  rural  and  large 
urban  facilities,  especially  those  that 
are  referred  to  in  Georgia  as  public 
hospitals. 

Recommendations:  The  Task 
Force  urged  the  Governor  to  op- 
pose the  adoption  or  creation  of 
any  policies  that  might  encour- 
age a two-tier  system  of  delivery 
of  basic  health  care  in  the  state 


A Task  Force  was 
assembled  at  the 
request  of  Governor 
Joe  Frank  Harris  to 
assess  the  problems 
and  make 

recommendations  as 
appropriate  to  the 
needs  of  rural 
Georgians. 


of  Georgia.  Further,  they  urged 
the  development  of  a plan  to  as- 
sure access  to  an  entire  contin- 
uum of  basic  health  care  to  all 
Georgians.  An  increase  in  serv- 
ices provided  by  county  health 
departments  and  primary  care 
centers,  as  well  as  continued  ex- 
pansion of  Medicaid,  were  antic- 
ipated components  of  such  a 
plan.  The  Task  Force  joined  the 
Association  of  County  Commis- 
sioners in  their  call  for  a Gover- 
nor’s Blue  Ribbon  Task  Force  to 
study  the  Indigent  Care  problem 
in  Georgia. 

Regulatory  and  Reimbursement 
Issues 

Regulations  that  are  established 
to  affect  an  entire  industry  create 
different  problems  for  each  seg- 
ment of  that  industry.  This  has  been 


TABLE  1 — Historic  Hospital  Utilization  in  Georgia’s 
Rural  and  Urban  Facilities 

Key:  ADC  = 

Average  Aggregate  Daily  Census 

AAOR 

= Average  Aggregate  Occupancy  Rate 

Secondar 

Urban 

Rural 

Primary 

ADC  1982 

190.7 

126.7 

27.0 

ADC  1983 

188.2 

126.9 

26.1 

ADC  1984 

179.5 

118.0 

24.6 

ADC  1985 

168.5 

110.8 

21.2 

AAOR  1982 

62.2% 

65.5% 

48.1% 

AAOR  1983 

62.6 

65.5 

48.7 

AAOR  1984 

57.9 

60.3 

42.8 

AAOR  1985 

59.3 

57.8 

39.3 

Source:  Joint  Hospital  Questionnaires,  1982-1985.  State  Health  Planning  Agency. 
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the  experience  of  the  rural  hospital 
under  the  Medicare  and  Medicaid 
reimbursement  systems.  Medicare 
payments  for  services  delivered  in 
rural  settings  have  a major  impact 
on  the  finances  of  the  rural  hospi- 
tals. Rural  areas  generally  have  a 
disproportionately  higher  percent- 
age of  elderly  than  urban  areas.  El- 
derly persons,  as  a group,  have  been 
shown  to  require  more  hospital  care 
than  any  other  age  cohort.  With  the 
advent  of  DRGs  and  the  rural/urban 
differential  upon  which  payment  is 
based,  many  rural  hospitals  have 
experienced  revenue  losses.  In 
Georgia,  rural  hospitals  rely  heavily 
on  the  revenues  generated  by  their 
Medicare  and  Medicaid  patients.  In 
the  aggregate,  small  rural  hospitals 
derive  66.3%  of  their  total  adjusted 
gross  revenues  from  Medicare  and 
Medicaid.'^  For  the  same  size  urban 
facility,  the  percentage  is  52%.'^  For 
all  rural  hospitals,  nearly  two-thirds 
of  revenues  are  generated  through 
Medicare  and  Medicaid,  whereas 
less  than  one-half  of  urban  hospital 
revenues  are  dependent  upon  these 
reimbursement  systems.  Clearly, 
rural  hospitals  have  less  full-pay  pa- 
tients to  compensate  for  their  Med- 
icaid/Medicare losses. 


The  decline  of  inpatient 
hospital  utilization  and 
the  shift  to  outpatient 
care  has  had  a major 
impact  on  smaller 
hospitals. 


Recommendations:  The  Task 
Force  urged  the  Department  of 
Medical  Assistance  (DMA)  to  ex- 
plore Medicaid  reimbursement 
for  swing  beds,  i.e.,  nursing  home 
beds  in  hospitals,  as  well  as  to 
increase  the  levels  of  reimburse- 
ment to  physicians  to  encourage 
broader  participation  in  the  Med- 
icaid program.  Further  recom- 
mendations to  DMA  centered 
around  changes  in  the  outlier 
payment  mechanism,  as  well  as 
a request  for  additional  educa- 
tional programs  for  hospital  ad- 
ministrators concerning  Medic- 
aid policies  and  procedures. 
Georgia’s  Congressional  delega- 
tion was  urged  to  address  such 
issues  as  Medicare  reimburse- 
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ments  for  transferred  patients, 
and  the  “upperlimit”  reimburse- 
ment policy  governing  Medic- 
aid’s reimbursement  levels. 

In  conclusion,  the  Task  Force 
found  that  rural  hospitals  in  this 
state  are  indeed  facing  a troubled 
future.  The  Task  Force  agreed  that 
healthy  and  viable  rural  hospitals 
were  necessary  to  the  medical  care 
delivery  system  in  Georgia  to  assure 
accessible  and  available  basic 
medical  care  services  to  all  Geor- 
gians. 
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Looking  Back  To  See  the  Present 


In  this  short  life 
That  lasts  only  an  hour 
How  much  — how  little  — is 
Within  our  power 

Emily  Dickinson 


Anyone  who  has  lived  long 
enough  to  reach  the  age  of  65 
is  a long  lifer,  and  1 am  one  of  them. 
1 am  glad  to  be  viably  alive  at  67 
and  living  in  these  changing,  chal- 
lenging, transformational  times. 

1 am  also  one  of  the  oldest  and 
longest  actively  practicing  psychi- 
atrists and  psychotherapists  in 
Georgia.  The  past  40  years  have 
been  exciting  and  tumultuous 
times,  and  I’d  like  to  comment  on 
some  of  my  professional  and  per- 
sonal observations  and  experi- 
ences. 


Professional  Reflections 

When  1 first  came  to  Georgia  in 
1946,  1 was  fortunate  to  be 
mentored  over  the  15-month  period 
of  my  internship  at  Emory  Univer- 
sity Hospital  by  Dr.  Lawrence  Wool- 


Leonard  T.  Maholick,  M.D. 


As  inspiring  as 
President  Kennedy’s 
mandate  for  a 
revolutionary  change  in 
the  concept  and 
delivery  of  helping 
services  through 
community  centers 
was,  the  enthusiasm 
and  interest  in  the 
programs  gradually 
faded  after  his 
assasination  in  1963. 


ley  who  was  the  professor  of  psy- 
chiatry at  Emory.  He  came  to  Emory 
from  the  School  of  Medicine  at  the 
University  of  Maryland  in  Baltimore 
where  he  also  happened  to  be  a 
favorite  teacher.  Then,  in  1947, 1 be- 
came the  first  psychiatric  resident 
at  Emory  and  came  under  the  men- 
torship of  John  Warkentin  and  Carl 


Dr.  Maholick  has  retired  recently.  He  resides  at 
2070  Six  Branches  Dr.,  Roswell,  GA  30076. 


Whitaker  who  were  brought  to  At- 
lanta by  Woolley  to  direct  the  psy- 
chiatric department.  Later,  1 did  a 
stint  in  the  service  on  the  psychi- 
atric wards  of  Oliver  General  Hos- 
pital in  Augusta.  Afterwards,  1 left 
for  a psychoanalytic  exposure  at  the 
Riggs  Center  in  Stockbridge,  Mas- 
sachusetts, following  which  1 re- 
turned to  Georgia  as  the  first  full- 
time psychiatrist  and  director  of 
Georgia’s  first  Mental  Health  Clinic 
in  Savannah  in  1950. 

At  that  time,  there  may  have  been 
15  psychiatrists,  5 to  10  clinical  psy- 
chologists, and  perhaps  a handful 
of  psychiatric  social  workers  in  this 
state.  There  were  two  small  private 
hospitals,  one  University  Hospital 
Clinic,  one  enormous  state  hospi- 
tal, and  two  or  three  small  under- 
staffed outpatient  public  health 
mental  health  clinics. 

In  a recent  count  of  the  services 
and  facilities  available  in  the  At- 
lanta metropolitan  area  alone,  1 
found  there  were  some  328  psy- 
chiatrists, over  200  psychologists, 
some  40  or  more  clinical  social 
workers;  more  than  20  general,  pri- 
vate psychiatric  and  specialty  hos- 
pitals; numerous  community  men- 
tal health  and  other  types  of 


AUGUST  1989,  Vol.  78 


543 


outpatient  clinical  facilities;  plus 
probably  hundreds  of  allied  and 
other  alternative  practitioners  sell- 
ing their  services  to  the  public,  to 
say  nothing  of  the  myriad  of  self- 
help  groups.  The  extent  to  which 
the  public  has  accepted,  sought  out, 
and  developed  all  manner  of  per- 
sonal, emotional,  and  mental  health 
resources  and  services  is  phenom- 
enal. 


We  as  a society  have 
gone  through 
extraordinarily 
tumultuous  times, 
moments  of  great 
despair  and  high 
exhilaration,  with  the 
underlying,  knowing 
dread  that  we  had 
unleashed  atomic 
power  with  the 
capability  of  planetary 
destruction. 


When  1 first  ventured  into  pri- 
vate practice  in  Columbus, 
Georgia,  in  1952,  I had  very  little 
support,  with  a few  notable  excep- 
tions, from  my  medical  colleagues 
and  meager  acceptance  from  the 
general  public.  Referrals  were  few 
and  far  between  initially,  so  that 
after  a year  1 was  about  to  quit  and 
leave  for  a salaried  clinical  posi- 
tion. Most  of  the  early  patients  I saw 
were  acute  or  chronic  schizophren- 
ics who  were  not  very  welcomed  by 
anyone  and  were  not  especially 
amenable  to  outpatient  psycho- 
therapy, which  was  my  major  in- 
terest. The  few  who  were  good  can- 
didates for  therapy  were  also  very 
poor  and  had  difficulty  paying  a fee, 
■which  was  $25  per  session  at  that 
time.  No  insurance  coverage  was 
available  for  any  kind  of  psychiatric 
service,  in  or  out  of  the  hospital.  1 


saw  very  few  men  — probably  three 
to  four  women  to  each  man,  and 
that  3:1  ratio  prevailed  overall 
through  the  years  until  the  1970s. 
Now  1 see  an  equal  number  of  men 
and  women. 

In  the  late  forties  and  early  fifties, 
there  really  were  no  effective  chem- 
otherapeutic interventions.  There 
were  no  antipsychotics,  neither  to 
treat  schizophrenic  nor  manic  de- 
pressive disorders.  There  were  no 
antidepressants,  no  safe,  reliable 
antianxiety  drugs.  1 was  on  the  scene 
participating  in  and  observing  the 
development  of  all  of  our  current 
drug  armamentarium,  which  is  now 
extensive  and  growing.  I remember 
the  splash  made  by  Miltown  (me- 
probamate) , the  first  of  a new  class 
of  antianxiety  drugs,  and  how  it  was 
touted  as  being  the  answer  to  the 
world’s  tensions.  1 recall  the  ex- 
citement of  using  Rawolfia,  the  In- 
dian root  drug  that  was  first  used 
to  reduce  hypertension  and  then  to 
treat  schizophrenia,  as  the  precur- 
sor to  the  phenothiazines.  1 was 
among  the  first,  so  1 was  told,  to 
use  Tofranil  (imipramine)  in  the 
southeast  for  depression  and  in  the 
early  sixties  was  already  using  it  as 
a conjunctive  therapy  in  working 
with  obsessive/compulsive  and 
phobic  disorders.  1 remember  hav- 
ing found  a legitimate  source  of 
supply  of  Lithium  in  England  and 
using  it  on  a few  brave  individuals 
with  manic-depressive  disorders 
before  the  drug  was  approved  for 
marketing  in  the  United  States. 

There  were  no  psychoatherapeu- 
tic  hospitals  in  our  area  and  less 
than  a dozen  of  such  in  the  world. 
Later,  as  the  founding  medical  di- 
rector of  the  Bradley  Center  in  Co- 
lumbus, 1 added  our  institution  to 
that  illustrious  list  of  hospitals  fo- 
cusing on  a multi-disciplined  psy- 
chotherapeutic milieu  approach  for 
long-term  difficult  cases,  even 
though  we  also  saw  short-term  ones. 
However,  in  the  early  fifties,  1 had 
to  refer  to  out-of-state  resources 
those  individuals  needing  longer 
term  hospital  care  and  treatment. 
Those  patients  in  need  of  acute 
short-term  hospitalization  were  ad- 
mitted to  the  medical  wards  of  the 
three  local  general  hospitals.  Fre- 
quently, I used  a chemically-in- 


We  are  more  willing  to 
go  to  court  to  sue  each 
other,  as  we  become 
increasingly  litigious 
which,  according  to 
some,  is  one  of  the 
early  signs  of  moral, 
ethical  decay  in  a 
society. 


duced  regressive  deep  sleep  relax- 
ation regime  for  2 to  4 days  and  with 
some  remarkably  good  results. 
There  were  no  private  interviewing 
rooms  for  psychotherapy.  The  pa- 
tient’s room  if  he  or  she  were  alone, 
the  nursing  station,  the  ward  phar- 
macy or  kitchen,  the  stairwell  or 
hallways  frequently  were  used  for 
talking  sessions. 


Originally  in  1952,  1 went  to  Co- 
lumbus chasing  a dream 
whereby  the  Public  Health  Depart- 
ment planned  to  establish  a com- 
munity-wide mental  health  pro- 
gram, the  focal  point  of  which  was 
a series  of  group  workshops  in  hu- 
man relationships.  These  were  de- 
signed to  help  individuals  to  un- 
derstand self,  enhance  awareness, 
improve  interpersonal  dialogue, 
promote  a sense  of  safety  and  se- 
curity, and  diminish  interpersonal 
boundaries.  In  this  context,  these 
were  not  therapy  groups.  Rather,  the 
workshops  were  educationally  ori- 
ented experiences  more  focused  on 
health  than  illness.  They  were  not 
presented  as  substitutes  for  clinical 
services.  These  workshops  in  hu- 
man relations  were  offered  to  the 
public  at  large  as  well  as  to  agen- 
cies and  institutions.  The  format  for 
the  group  work  had  been  tried  ex- 
tensively and  successfully  in  Savan- 
nah and  a few  small  communities 
in  southern  Georgia  in  1950  and  was 
surprisingly  accepted  quite  well. 
About  100  workshops  were  con- 
ducted with  some  two  thousand 
“normal”  individuals  over  a period 
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of  some  18  months  in  Columbus. 
Unfortunately,  the  chief  executive 
of  the  sponsoring  institution  with- 
drew support,  and  the  ambitious, 
unique  community  mental  health 
program  died. 

The  workshops  were  almost  al- 
ways powerful,  intense,  moving  ex- 
periences for  the  participants.  Shar- 
ing, caring,  and  safe  intimacy,  were 
achieved.  New  interpersonal  di- 
mensions were  possible  between 
persons. 

What  was  interesting  to  me  was 
the  fact  that  a few  professionals  in 
the  public  health  mental  health  field 
were  already  interested,  in  the  late 
forties  and  early  fifties,  in  preven- 
tion and  the  promotion  of  health  or 
wholeness.  They  were  not  solely 
preoccupied  with  “dis-ease,”  as  was 
the  tradition  or  custom,  but  more 
concerned  with  finding  ways  and 
means  of  achieving  and  maintain- 
ing “ease”  or  wholeness.  But  treat- 
ment issues  were  the  interest  and 
concern  of  both  the  buying  public 
and  providing  professionals. 

A major  breakthrough  for  mental 
health  services  came  with  the  1960 
election  of  President  Kennedy  who 
championed  a nationwide  revolu- 
tionary change  in  the  concept  and 
delivery  of  helping  services  through 
local,  community-based  mental 
health  centers.  His  program,  how- 
ever, was  to  be  founded  not  only 
on  the  provision  of  treatment  serv- 
ices but  was  to  include  programs 
of  education,  prevention,  consul- 
tation, and  the  like.  Unfortunately, 
in  the  end,  the  delivery  of  these  later 
services  was  at  best  minimal  and 
even  neglected,  and  some  20  more 
years  had  to  elapse  before  these 
ideas  were  actively  implemented.  1 
was  fortunate  to  participate  in  that 
change  process,  as  1 was  then  serv- 
ing as  a consultant  to  the  National 
Institute  of  Mental  Health  regional 
office  in  Atlanta.  As  inspiring  as 
Kennedy’s  mandate  was,  the  enthu- 
siasm and  interest  in  the  programs 
gradually  faded  after  his  assasina- 
tion  in  1963. 

In  the  private  sector,  insurance 
coverage  was  becoming  available 
and  first  provided  for  inpatient  psy- 
chiatric hospital  treatment  and  then 
later  slowly  covered  outpatient  of- 
fice psychotherapy.  This  shift  in  in- 


surance coverage  made  it  possible 
for  thousands  to  obtain  psycho- 
therapeutic services,  stimulating  an 
explosive  development  of  mental 
health  services  at  the  community 
level.  However,  as  costs  for  all 
health  delivery  services  have  con- 
tinued to  rise,  serious  questions 
have  been  asked  about  its  cost  ef- 
fectiveness. As  a result,  we  are  now 
beginning  to  move  in  the  mode  of 
“an  ounce  of  prevention.”  What  a 
few  years  can  do  to  our  shifting  per- 
ceptions! 

The  last  several  years  especially 
have  witnessed  a major  shift  in 
consciousness  regarding  our  health 
and  well  being.  We  are  encouraged 
and  accepting  of  increasing  indi- 
vidual responsibility  for  maintain- 
ing a healthy  body,  mind,  and  spirit. 
We  are  increasingly  aware  of  what 
we  eat  and  what  we  take  into  our 


With  the  restrictions 
being  imposed  by 
insurance  coverages, 
the  practice  of 
psychotherapy,  at  least 
as  I have  known  it, 
may  cease  to  exist  or 
at  least  be  markedly 
curtailed. 


bodies,  especially  tobacco,  alco- 
hol, and  drugs.  We  are  more  fo- 
cused on  regular  aerobic  exercises 
in  many  forms  for  all  ages.  And 
some  of  us  meditate,  learn  Yoga, 
Tai  Chi,  and  the  like.  We  are  more 
nutritionally  sensitive  than  ever  be- 
fore. We  have  become  very  inter- 
ested in  wellness  clinics,  longevity 
and  living  centers,  and  attend  all 
manner  of  workships  and  seminars 
that  promise  enhancement  and 
wholeness  of  our  being. 

During  these  same  years  on  the 
broader  mental  health  scene  in 


By  the  mid  seventies,  I 

found  myself  slowly, 
subtly,  increasingly 
drawn  to  matters  of  the 
spirit  — internal  space. 


Georgia,  we  witnessed  an  expose 
of  Milledgeville  State  Hospital  and 
its  removal  from  the  Welfare  De- 
partment to  the  Public  Health  De- 
partment and  later  the  establish- 
ment of  a separate  Department  of 
Mental  Health  and  Mental  Retar- 
dation. In  place  of  the  singular  state 
hospital,  several  smaller  regional 
state  hospitals  were  developed. 
During  the  Carter  administration, 
more  reforms  were  instituted,  and 
the  mental  health  programs  were 
dismantled  and  reorganized,  rede- 
fined, and  restructured.  While  large 
numbers  of  patients  have  been  dis- 
charged from  the  state  and  regional 
hospitals,  and  with  major  emphasis 
on  short-term  treatment,  we  are  now 
seeing  increasingly  large  numbers 
of  acute  and  chronic  dysfunctional/ 
psychotic  individuals  accumulat- 
ing in  the  local  community  — 
everything  changes  while  things  re- 
main the  same. 

Personal  Reflections 

For  my  part,  during  those  years 
1 worked  as  a consultant  at  one 
time  or  other  to  a host  of  commu- 
nity agencies  and  institutions, 
helped  several  communities  in 
Georgia  and  Alabama  develop  bud- 


One  physician’s 
reflections  on  his  life, 
profession,  society,  and 
world. 


ding  mental  health  programs,  wrote, 
gave  speeches,  and  conducted 
workshops,  supervised,  trained 
several  hundred  doctors,  ministers. 
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What  was  interesting 
to  me  was  the  fact  that 
a few  professionals  in 
the  public  health 
mental  health  field 
were  already 
interested,  in  the  late 
forties  and  early  fifties, 
in  prevention  and  the 
promotion  of  health  or 
wholeness. 


lawyers,  nurses,  and  caseworkers 
in  mental  health  counseling  meth- 
ods. As  Medical  Director  of  the 
Bradley  Center  in  Columbus,  1 was 
responsible  for  its  continuing  de- 
velopment for  18  years  (1955-1973), 
first  as  a private  non  profit  multi- 
disciplined  outpatient  community 
mental  health  center  and  then  later 
in  1968  also  as  a psychotherapeutic 
hospital.  Also  during  this  time,  1 was 
engaged  in  a large  and  active  clin- 
ical practice. 

After  my  second  “burn  out”  at  the 
height  of  my  career,  at  age  51  in 
1973, 1 resigned.  1 was,  at  that  time, 
in  the  process  of  developing  a new 
facility,  the  House  of  Haelon 
(wholeness),  located  across  the 
street  from  the  hospital  and  out- 
patient treatment  facilities.  This  fa- 
cility was  to  develop  programs  in 
education  for  living  and  was  in- 
tended to  bridge  the  gap  between 
“dis-ease”  and  “ease”  — illness  with 
wellness.  Its  focus  was  to  be  on 
education,  prevention,  and  the  pro- 
motion of  health.  However,  1 left 
Columbus  before  that  was  imple- 
mented and  moved,  in  pain,  to  At- 
lanta where  1 started  all  over  again, 
focusing  primarily  on  clinical  prac- 
tice. 

I By  the  mid  seventies,  1 found  my- 

I self  slowly,  subtly,  increasingly 

i drawn  to  matters  of  the  spirit  — 
internal  space.  This  interest  cul- 
minated in  the  formation  of  the  In- 
stitute for  the  Art  and  Science  of 
Living  and  the  sponsoring  of  a 


weekend  seminar  and  workshop; 
New  Dimensions  of  the  Mind,  Ex- 
ploration through  Science  and  the 
Spirit  in  March,  1980,  at  the  World 
Congress  Center  in  Atlanta.  Some 
of  the  most  brilliant,  leading-edge 
thinkers  representing  such  diverse 
fields  as  mathematics,  physics,  mu- 
sic, philosophy,  mysticism,  martial 
arts,  psychology,  and  analysis  gath- 
ered, addressing  the  same  issues, 
but  from  their  varying  perspectives. 
It  was  an  exciting,  exhilarating,  and 
stimulating  venture.  Unfortunately, 
it  also  was  a total  disaster  for  me 
financially,  since  so  few  attended 
— more  coming  from  out  of  state 
than  Atlanta  itself. 


Societal  Reflections 

During  these  last  4 decades,  we 
as  a society  have  gone  through  ex- 
traordinarily tumultuous  times,  mo- 
ments of  great  despair  and  high  ex- 
hilaration, with  the  underlying, 
knowing  dread  that  we  had  un- 
leashed atomic  power  with  the  ca- 
pability of  planetary  destruction. 
Another  grand  dream  of  interna- 
tional understanding,  cooperation, 
and  peace  manifested  itself  in  the 
formation  of  the  United  Nations.  But 
as  the  League  before  it,  it,  too,  be- 
came impotent  as  wars  continued 
unabated,  and  the  organization  be- 
came a major  platform  for  opposi- 
tional power  politics  and  manipu- 
lations. 

There  was  Sputnik.  Humankind 
was  released  from  its  ties  to  our 
earth  home,  and  w^e  engaged  in  in- 
creasing exploration  of  outer  space 
and  the  universe,  culminating  in 
man’s  landing  on  the  Moon.  We  in 
the  USA  moved  beyond  industrial 
productivity  into  the  technologic  in- 
formational age  and  from  a local 
national  economy  to  a global  in- 
ternational one.  Disease,  illness, 
and  disability  were  being  con- 
quered, as  was  Mount  Everest  and 
the  depths  of  the  oceans. 

A couple  of  major  wars  excited 
and  tormented  us.  The  world  of 
electronics  exploded,  and  we  are 
now  in  instant  touch  with  people 
and  events  around  the  world.  Com- 
puters are  impacting  us  in  our  work, 
economic,  social,  and  individual 


worlds.  Major  social  changes  ex- 
cited us,  nearly  tore  us  apart,  and 
stimulated  us  to  create  new  ways 
of  viewing  and  visioning  our  world. 

There  were  the  civil  rights  move- 
ment, the  hippie  movement,  the 
feminist  movement,  and  the  advent 
of  gay  rights.  We  became  more  con- 
sciously aware  of  the  extent  of  hu- 
man hunger  world  wide.  There  were 
the  anti-Vietnam  demonstrations 
and  now  the  anti-nuclear  groups. 
More  recently,  the  anti-abortion 
groups  became  more  visible  and 
vocal.  And  we  are  more  willing  to 
go  to  court  to  sue  each  other,  be- 
coming increasingly  litigious  which, 
according  to  some,  is  one  of  the 
early  signs  of  moral,  ethical  decay 
in  a society. 


In  another  arena  of 
clinical  care,  third 
party  payers  have  all 
but  eliminated  long- 
term intensive 
psychotherapeutic 
hospital  treatment 
simply  by  defining  the 
limits  of  hospital  days 
and/or  dollars  the 
coverage  will  provide. 


The  self-help  groups  have  in- 
creased enormously  in  numbers 
and  diversity.  Sexual  attitudes  and 
behaviors  were  profoundly  liberal- 
ized as  were  divorce  laws,  and  we 
went  on  a “free  sex”  and  divorce 
spree. 

The  traditional  family  image  has 
been  assaulted  from  all  sides.  More 
people  are  living  as  single  units. 
There  are  more  single  parent  fam- 
ilies and  mixed  and  extended  fam- 
ilies. Many  individuals  think  in 
terms  of  support  groups  and  net- 
working in  lieu  of  and  in  addition 
to  traditional  family  ties  and  units. 
Increasingly,  there  are  two  income 
workers  — career  track  families. 
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And  sadly,  perhaps  partially  as  a 
result  of  the  above,  there  are  more 
emotionally  disturbed  youngsters, 
particularly  adolescents,  than  ever 
before. 

We’ve  gone  through  the  age  of 
anxiety,  the  age  of  depression,  and 
currently  we  are  heavily  into  the  age 
of  addiction.  The  latter  seems  to 
have  come  about  with  our  consid- 
erable national  focus  on  alcohol, 
drugs,  and  cigarette  abuse.  But 
we’ve  expanded  those  horizons  to 
encompass  the  way  we  abuse  food, 
sex,  work,  gambling,  and  even  love 
as  a manifestation  of  addiction. 
Most  recently,  the  devastating  po- 
tential of  a panepidemic  of  AIDS 
terrifies  our  world.  AIDS  may  well 
be  heralding  in  a host  of  new  im- 
mune deficiency  diseases. 

At  the  same  time,  we’ve  also 
become  an  increasingly  more 
informed,  better  educated,  more 
sophisticated,  richer,  culturally  di- 
versified, more  open  and  direct,  a 
more  sharing  and  caring  society, 
and  have  increasing  options  at  our 
disposal.  We  also  have  become  in- 
terested and  concerned  about  the 
well-being  of  our  planet,  its  envi- 
ronment, and  the  people  living  on 
its  surfaces.  While  concurrently  we 
are  also  more  scared,  frightened, 
suspicious,  defensive,  and  aware 
that  we  can  more  totally  destroy 
ourselves  than  ever  before  in  our 
whole  history.  And  at  the  same  time, 
we  are  moving  in  a direction  of  de- 
siring to  live  more  peacefully  and 
harmoniously  with  all  peoples.  And 
increasingly,  we  think  more  in  terms 
of  compromise  rather  than  combat 
to  resolve  our  differences. 


Looking  from  another  perspec- 
tive with  regard  to  the  practice 
of  medicine,  we  have  experienced 
enormous  shifts  from  the  highly  in- 
dividualized private  practitioner  to 
its  current  increasing  commercial- 
ization. We’ve  moved  from  the  small 
solo  practitioner  to  partnerships  and 
group  practices  to  professional  cor- 
porations, mega  groups,  HMOs, 
IPAs,  PPOs,  and  other  alternative 
health  care  systems.  For  whatever 
reasons,  we’ve  allowed  ourselves 
to  be  shorn  of  much  of  our  profes- 


sionalism by  third  parties  whose 
primary  interests  have  been  profits. 
Medicine  is  just  another  product  to 
be  dispensed  and  maintained  by 
service  providers.  Patients  are  now 
consumers  who  want  quality  serv- 
ices at  the  least  possible  cost.  Com- 
mercial business  managers  have, 
on  many  levels,  moved  in  to  define 
not  only  the  nature  of  the  product 
but  also  its  quality,  quantity,  and 
how  the  services  are  to  be  dis- 
pensed. This  has  been  done,  of 
course,  in  the  name  of  cost  effec- 
tiveness (profits). 

Perhaps  the  above  is  somewhat 
of  an  overstated  simplification  of 
the  situation,  and  no  doubt  there 
have  been  many  instances  where 
both  the  givers  and  receivers  of 
services  have  abused  the  system. 
Also,  greed,  excessive  fees,  and  ac- 
cumulation of  considerable  wealth 
through  the  practice  by  some  phy- 
sicians have  helped  tarnish  the  im- 


We  have  experienced 
enormous  shifts  from 
the  highly 

individualized  private 
practitioner  to  the 
current  increasingly 
commercialization. 


age  of  doctors  and  medicine.  This 
is  not  to  say  that  physicians  aren’t 
worthy  of  a very  good  standard  of 
living  and  a good  return  on  their 
total  and  considerable  investment. 
They  work  hard,  have  long  hours, 
and  carry  heavy  responsibilities  and 
demands. 


More  Professional  Reflections 

As  with  the  whole  of  medicine, 
many  significant  changes  have  also 
taken  place  in  the  practice  of  psy- 
chiatry. In  the  early  years  of  insti- 
tutional and  hospital  psychiatry, 
physicians  and  psychiatrists  played 


major  responsible  roles  in  provid- 
ing both  direct  clinical  care  and  ad- 
ministrative leadership.  Also,  in  the 
early  days  of  the  public  health  men- 
tal health  programs  in  the  fifties, 
psychiatrists  provided  a major  share 


We  have  also  become 
an  increasingly  more 
informed,  better 
educated,  more 
sophisticated,  richer, 
culturally  diversified, 
more  open  and  direct, 
a more  sharing  and 
caring  society.  . . . 


of  clinical  and  administrative  du- 
ties. This  was  even  true  in  the  six- 
ties at  the  beginnings  of  the  com- 
munity mental  health  centers’ 
movement.  However,  psychiatrists 
gradually  withdrew  and  moved  in- 
creasingly to  private  practice,  es- 
pecially as  insurance  coverage  ex- 
panded to  include  mental  health 
services.  The  void  created  by  this 
exodus  was  filled  at  all  levels  by 
other  professionals,  notably  clini- 
cal psychologists  and  psychiatric 
social  workers.  It  has  been  inter- 
esting to  see  that  as  private  practice 
opportunities  became  increasingly 
available  to  them,  many  of  the  psy- 
chologists and  clinical  social  work- 
ers also  have  withdrawn  from  the 
institutions  and  centers.  In  fact,  it 
is  now  possible  in  some  systems 
for  anyone  with  a bachelor’s  or 
master’s  degree  to  administer  pro- 
grams and  provide  direct  clinical 
services.  Health  insurance  com- 
panies are  also  moving  in  the  di- 
rection of  legitimizing  a wide  spec- 
trum of  clinical  caretakers/service 
providers.  This  movement  may  be 
legitimate  in  the  name  of  cost  ef- 
fectiveness (profits),  but  how  aware 
is  the  buying  public  of  what  it  is 
that  is  being  purchased? 
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In  another  arena  of  clinical  care, 
third  party  payers  have  all  but 
eliminated  long-term  intensive  psy- 
chotherapeutic milieu  hospital 
treatment  simply  by  defining  the 
limits  of  hospital  days  and/or  dol- 
lars the  coverage  will  provide.  Em- 
phasis currently  is  placed  on  short- 
term hospital  treatment,  with  symp- 
tomatic relief  as  a primary  goal,  and 
then  a discharge  back  into  the  com- 
munity and  outpatient  care.  Fre- 
quently, this  process  has  much 
merit  and  is  quite  appropriate. 
However,  outpatient  psychotherapy 
also  has  been  curtailed,  by  limiting 
the  number  of  sessions  allowed  per 
year  or  by  limiting  the  annual  dollar 
amount  permissible  for  therapy,  or 
by  defining  the  percentage  of  the 
usual  and  customary  charges  pay- 
able or  a combination  thereof. 
Again,  the  consumer  probably 
doesn’t  know  about  these  limita- 
tions until  the  services  are  about  to 
be  utilized. 

On  the  one  hand,  there  is  the 
promise  of  broad  mental  health 
services,  while  in  practice  they  are 
greatly  restricted  and  limited.  Un- 
fortunately, it  may  take  several  dec- 
ades before  the  public  at  large  be- 
comes fully  aware  of  the  illusionary 
nature  of  the  promise  and  demand 
changes. 


Professional  Projections 

Meanwhile,  with  the  restrictions 
being  imposed  by  insurance  cov- 
erages, the  practice  of  psychother- 
apy, at  least  as  1 have  known  it,  may 
cease  to  exist  or  at  least  be  mark- 
edly curtailed.  It  may  not  soon  be 
possible  for  responsible  individu- 
als to  utilize  individual  psycho- 
therapy to  explore  the  world  of  in- 
ternal space  — thought,  feelings, 
fantasies,  images,  dreams,  and  the 
like  — to  achieve  a depth  of  un- 
derstanding of  self  and  others  and 
acquire  an  inner  sense  of  well  being 
— inner  health,  if  you  will. 

If  health  insurance  carriers  will 
only  provide  for  short-term  coun- 
seling focused  primarily  on  symp- 
tomatic or  dysfunctional  relief,  or 
acute  problems  of  living  or  other 


life  situational  crises,  psychiatrists 
may  well  leave  the  field  of  necessity 
to  those  other  service  providers  so 
designated  by  insurance  payers  or 
alternative  care  systems  who  will 
accept  a lesser  monetary  return  for 
their  work.  Of  course,  some  psy- 
chiatrists may  be  quite  willing  to 
work  for  less  money.  Then  again. 


1 remember  the  splash 
made  by  Miltown,  the 
first  of  a new  class  of 
anti-anxiety  drugs,  and 
how  it  was  touted  as 
being  the  answer  to  the 
world’s  tensions. 


the  insurance  carriers  may  elimi- 
nate the  necessity  for  all  service 
providers  simply  be  defining  the 
above  human  needs  as  “normal”  or 
at  least  “non  diseases,”  therefore 
nonreimbursible.  As  mentioned 
elsewhere,  it  may  take  a decade  or 
more  for  public  consciousness  to 
be  raised  to  the  level  of  awareness 
about  the  unavailability  of  long-term 
psychotherapy  and  demand  better, 
more  comprehensive  psychothera- 
peutic coverage. 


In  the  midst  of  the  above  mach- 
inations, with  the  explosion  of 
knowledge  and  interest  in  mind  al- 
tering drugs  and  states  of  con- 
sciousness, the  world  of  biological 
psychiatry  has  come  upon  us.  Many 
psychiatrists  are  moving  into  this 
area  as  a specialty.  Here  there  ap- 
pears to  be  greater  focus  on  symp- 
toms and  complaints  and  less  in- 
terest in  talking,  listening,  or 
dialogue.  The  objective  is  to  get  a 
clear  enough  picture  of  how  the 
brain  and  body  are  dysfunctional  so 
as  to  be  able  to  prescribe  the  ap- 
propriate drug  or  drugs  to  correct 


the  malfunction  and  effect  symp- 
tomatic relief  and  then  follow.  In 
this  sense,  psychiatry  may  become 
more  connected  to  the  traditional 
practice  of  medicine. 

If  talking  and  listening  and  shar- 
ing and  caring  are  not  of  any  great 
significance  or  substance  (I  believe 
they  are)  — and  prescribing  mind 
altering  drugs  are  (I  do  believe  they 
have  value),  then  we  are  rapidly  ap- 
proaching the  point  where  it  just 
might  be  possible  to  do  away  with 
both  talking  and  prescribing  psy- 
chiatrists. Even  now  with  our  com- 
puter potential,  I can  visualize  a 
consumer  going  into  a local  phar- 
macy, grocery/produce  center,  or 
even  a 7-11  store  equipped  with  a 
mental  health  computer  booth,  sit 
down  and  take  a psychological  di- 
agnostic test  and  punch  out  his  or 
her  symptoms  and  complaints.  In  a 
few  minutes,  the  consumer  re- 
ceives a printout  describing  his  or 
her  psychological  profile  along  with 
strengths  and  weaknesses  plus  a 
detailed  analysis  of  the  problem  or 
problems,  the  options  to  be  exer- 
cised to  resolve  the  problems,  and 
when  indicated,  dispense  the  ap- 
propriate drug  with  instructions  ac- 
companied by  a list  of  side  effects. 
An  itemized  statement  with  total 
cost  is  given.  A credit  card  is  in- 
serted, the  insurance  form  is  com- 
pleted, and  is  automatically  for- 
warded to  the  insurance  company. 
Who  needs  any  mental  health  serv- 
ice provider!  And  maybe  that’s  really 
not  so  far  off  the  mark. 

It  is  my  own  personal  belief  that 
my  professional  existence  as  a psy- 
chotherapist is  an  artifact  — a re- 
flection of  the  void  that  exists  in  our 
society  in  our  times.  I do  what  peo- 
ple can  do  but  don’t  — talk,  listen 

— listen  until  the  other  can  hear, 
share,  and  care.  Talk  the  untalka- 
ble.  Feel  the  unfeelable.  Think  the 
unthinkable.  Explore  the  invisible, 
but  knowable,  inner  space.  Until  the 
centerpoint  of  calm  — of  silence 

— is  found  and  experienced.  When 
all  of  humanity  comes  to  that  place, 
not  only  shall  we  not  need  any  psy- 
chotherapists but  we  shall  all  be 
linked  hand  to  hand  and  heart  to 
heart,  living  in  harmony  — in  love 

— with  ourselves,  each  other,  and 
our  planet  — we  are  the  world! 
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Fteer  Review  in  the  1990s 

A Look  at  the  Georgia  Medical  Care  Foundation 


Ralph  A.  Murphy,  M.D.,  Tom  W.  Williams,  C. 


I Introduction 

By  now,  we  are  all  familiar  with 
the  concept  and  practice  of 
j physician-sponsored  peer  review 
activities,  particularly  as  they  relate 
to  government-funded  health  care 
delivery  systems,  i.e.  Medicare  and 
Medicaid.  As  health  care  expendi- 
tures continue  to  increase  and  con- 
cerns for  quality  of  care  intensifies, 
the  federal  government  has  stepped 
up  its  efforts  to  monitor  physicians 
and  hospitals.  Interestingly,  the 
programs  seem  to  be  focusing  more 
on  information  sharing  and  edu- 
cation rather  than  the  more  punitive 
actions  such  as  monetary  penalties 
and  sanctions. 

In  this  and  subsequent  issues  of 
\h&  Journal,  we  will  attempt  to  high- 
light the  major  aspects  of  the  fed- 
eral Peer  Review  Process  and  its 
implications  for  physicians  in  Geor- 
gia. As  the  first  of  a three-part  se- 
ries, this  article  will  summarize  the 
major  types  of  review  activities  re- 
; quired  and  provide  an  overview  of 
I the  actual  medical  record  review 
! process.  The  second  article  will 


As  the  first  of  a three- 
part  series,  this  article 
will  summarize  the 
major  types  of  review 
activities  required  and 
provide  an  overview  of 
the  actual  medical 
record  review  process. 


cover  the  expanded  review  of  in- 
vasive surgical  procedures  in  both 
the  inpatient  and  ambulatory  set- 
tings. in  a final  article,  we  will  dis- 
cuss the  Georgia  Medical  Care 
Foundation’s  (GMCF)  quality  inter- 
vention plan.  This  plan  will  be  the 
central  focus  of  GMCF  activity  dur- 
ing the  present  contract  and  will 


Dr.  Murphy  is  Medical  Director  of  the  Georgia  Med- 
ical Care  Foundation;  Mr.  Williams  is  Executive 
Director,  GMCF,  and  Mr.  Ryan  is  Associate  Exec- 
utive Director,  PRO  Program  Management,  GMCF. 
Send  reprint  requests  to  Dr.  Murphy  at  GMCF,  4 
Executive  Park  Dr.,  Ste.  300,  Atlanta,  GA  30329. 
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require  the  involvement  of  practic- 
ing physicians  throughout  the  state. 
Although  the  Program  is  funded 
from  Washington,  DC,  the  PRO  stat- 
ute is  clear  in  that  the  decisions  are 
to  be  made  by  “local  peers.”  The 
Quality  Intervention  Plan  is  GMCF’s 
proposal  for  ensuring  review  by  “lo- 
cal peers.” 

Background 

Before  describing  the  salient  as- 
pects of  the  Peer  Review  Program 
for  the  period  of  April  1,  1989  — 
March  31,  1992,  it  is  appropriate  to 
briefly  describe  GMCF’s  back- 
ground and  its  role  in  peer  review 
activities  in  Georgia  during  the  past 
20  years. 

The  GMCF  was  created  by  MAG 
in  October,  1970,  as  a physician- 
sponsored  non-profit  medical  peer 
review  organization  to  meet  the 
emerging  demand  for  utilization 
management  services  from  industry 
and  government.  GMCF  was  in- 
volved in  the  Experimental  Medi- 
cal Care  Review  Organization 
(EMCRO)  which  began  in  1971. 
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GMCF  is  a peer  review 
progr£an  funded  by 
Medicare  but 
implemented  by 
Georgia  physicians 
with  a primary  focus 
on  quality  review. 


Soon  after  that,  the  Professional 
Services  Review  Organization 
(PSRO)  came  on  the  scene.  In  1984, 
this  was  followed  by  the  Utilization 
and  Quality  Control  Peer  Review 
Organization  (PRO).  As  Medicare 
programs  expand  and  costs  of  serv- 
ices escalate,  the  federal  govern- 
ment continues  to  try  to  devise  ways 
to  control  utilization  and  to  ensure 
quality  of  care. 

The  majority  of  physicians  ap- 
pear to  support  the  idea  of  medical 
peer  review  by  appropriate  spe- 
cialists, with  adequate  appeals  and 
safeguards,  as  the  best  way  to  pro- 
vide the  needed  controls.  That  con- 
tinues to  be  GMCF’s  primary  pur- 
pose. 

Currently,  GMCF’s  membership 
elects  20  practicing  medical  doc- 
tors from  10  districts  throughout  the 
state  to  its  Board  of  Directors.  There 
are  also  2 osteopathic  physicians, 
2 dental  specialists,  and  1 repre- 
sentative each  for  Medicare  bene- 
ficiaries, CHAMPUS  beneficiaries, 
the  Georgia  State  Medical  Society, 
the  Georgia  Health  Care  Associa- 
tion, and  the  Georgia  Hospital  As- 
sociation. 

GMCF  has  evolved  into  three  ma- 
jor divisions  as  follows: 


PRO  Contract  — Medicare 
(1981  — Present) 

Nursing  Home  Review  — 
Medicaid 
(1973  — Present) 

Physician  Services  Review  — 
Medicaid 

and  Private  Insurance  Companies 
(1971  — Present) 


PRO  Required  Activities 

As  the  Peer  Review  Organiza- 
tion in  Georgia  for  the  period  April 
1989  - March  1992,  GMCF  will  be 
continuing  most  of  its  in-patient 
hospital  reviews  and  implementing 
several  review  programs  in  other 
settings.  In  addition,  we  have  re- 
cently initiated  review  of  hospital 
admissions  reimbursed  by  the  Ci- 
vilian Health  and  Medical  Program 
for  the  Uniformed  Services  (CHAM- 
PUS). Overall,  GMCF  will  be  con- 
ducting approximately  125,000  re- 
views each  year.  Approximately  half 
of  those  reviews  will  be  retrospec- 
tive chart  review  of  hospital  admis- 
sions. Forty  percent  will  involve 
procedure  review  in  both  hospital 
and  ambulatory  setting  (note  — 
most  procedure  review  is  con- 
ducted by  phone,  prior  to  the  pro- 
cedure). The  remaining  10%  of  re- 
view activity  includes  review  of  care 
rendered  by  Home  Health  Agen- 
cies, Skilled  Nursing  Facilities, 
Hospital  Outpatient  Departments 
and  Health  Maintenance  Organi- 
zations. It  is  important  to  note  that 
review  in  these  “other”  settings  is 
limited  to  quality  review  only,  i.e., 
the  The  Fiscal  Intermediary  (e.g.. 
Blue  Cross  for  Medicare  Part  A or 
Aetna  for  Medicare  Care  Part  B)  will 
still  be  responsible  for  making  uti- 
lization (payment)  determinations 
in  these  settings. 

The  Peer  Review  Process 

For  inpatient  reviews,  GMCF  is  re- 
quired to  review  each  chart  in  the 
following  areas: 

1 . Quality  of  Care 

2.  Appropriateness  of  discharge 

3.  Necessity  of  admission 

4.  Necessity  of  invasive  proce- 
dure, if  applicable 

5.  DRG  validation  (i.e.,  calcula- 
tion of  payment) 

6.  Coverage  (Is  procedure  cov- 
ered by  Medicare?) 

Based  on  the  high  volume  of 
cases  to  be  reviewed,  GMCF  used 
non-physician  reviewers  to  “screen” 
cases  selected  for  review.  These 
individuals  include  Registered 
Nurses,  LPNs,  and  Registered  Rec- 
ords Professionals.  Utilizing  estab- 
lished criteria,  these  non-physician 


reviewers  have  the  authority  to  ap- 
prove any  case  under  review.  If  a 
problem/concern  is  identified  by  the 
non-physician  reviewer,  the  cases 
is  referred  for  review  by  a GMCF 
physician  consultant. 


The  import2uit  thing  to 
remember  here  is  the 
role  of  practicing 
physicians  in  the 
process. 


The  physician  consultant  does 
not  use  the  criteria  referenced  above 
but  rather  relies  on  his/her  profes- 
sional judgment  and  medical  ex- 
pertise. The  reviews  are  assigned  to 
physicians  of  the  appropriate  spe- 
cialty, who  are  actively  practicing 
in  settings  similar  to  the  attending 
physician.  If  the  GMCF  physician 
identifies  a potential  problem,  a 
preliminary  notice  is  generated  to 
the  responsible  party.  The  notice 
explains  GMCF’s  findings,  requests 
additional  information,  and  pro- 
vides up  to  30  days  for  a response. 

Upon  receipt  of  additional  infor- 
mation, the  case  is  assigned  to  a 
second  GMCF  physician  consultant 
for  review.  This  review  is  intended 
to  confirm/refute  preliminary  find- 
ings. If  a problem  is  noted,  the  re- 
sponsible party  is  notified  and  ad- 
vised of  his/her  right  to  request  a 
reconsideration.  If  a request  is  re- 
ceived, GMCF  will  arrange  for  a re- 
view of  the  case  by  a third  physician 
of  the  appropriate  specialty. 


It  should  be  noted  here  that  qual- 
ity of  care  determinations  are  not 
subject  to  appeal  at  this  time;  how- 
ever, all  quality  issues  will  be  re- 
viewed by  a committee  of  GMCF 
physicians  before  any  further  ac- 
tion is  taken.  We  will  be  discussing 
the  specifics  of  the  Quality  Inter- 
vention Plan,  including  the  release 
of  information,  in  a later  article. 
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The  important  thing  to  remember 
here  is  the  role  of  practicing  phy- 
sicians in  the  process.  Based  on 
recent  efforts  to  involve  more  phy- 
sicians, we  have  received  commit- 
ments from  over  700  colleagues 
from  around  the  state.  We  are  pres- 
ently credentialing  many  of  those 
physicians  and  plan  to  incorporate 
them  into  their  peer  review  process. 
We  have  also  opened  offices  in  Sa- 
vannah and  Tifton  to  accommodate 
the  physician  consultants.  Success 
in  this  area  translates  into  a more 
broad-based  review  program  with  a 
more  equitable  distribution  of  the 
workload  throughout  the  state. 

In  addition  to  these  review  activ- 
ities, GMCF  is  required  to  conduct 
meetings  with  physicians  and  pro- 
viders to  discuss  peer  review  find- 
ings. These  meetings  will  include 
statewide  and  regional  sessions  as 
well  as  conferences  with  individual 
providers,  as  requested. 

These  information-sharing  ses- 
sions are  essential  in  any  peer  re- 
view effort,  and  we  look  forward  to 
meeting  with  you. 

Summary 

Although  it  is  not  possible  to 
completely  summarize  all  of  the 
policies  and  procedures  of  a pro- 
gram as  complex  as  the  PRO  pro- 
gram in  one  article  (or  even  three), 
it  is  useful  for  establishing  the 
framework  of  these  activities  over 
the  next  3 years.  Many  of  us  are 
skeptical  of  the  government’s  role 
in  the  medical  review  process,  and 
some  of  us  can  recall  specific  in- 
stances where  problems,  e.g., 
j backlogs,  have  diverted  us  from  our 
j primary  mission  — to  insure  quality 
I care.  It  is  imperative,  as  we  begin 
i this  new  PRO  contract,  that  we  all 
I recognize  what  the  PRO  program  is 
and  what  it  is  not.  Specifically,  it  is 

1 


As  the  Peer  Review 
Organization  in 
Georgia  for  the  period 
April,  1989-March, 
1992,  GMCF  will  be 
continuing  most  of  its 
in-patient  hospital 
reviews  and 
implementing  several 
review  programs  in 
other  settings. 


not  a program  of  quotas  wherein 
GMCF  is  required  to  produce  a cer- 
tain number  of  denials,  quality 
problems,  sanctions,  etc.  It  is  a peer 
review  program  funded  by  Medi- 
care but  implemented  by  Georgia 
physicians  with  a primary  focus  on 
quality  review. 

A second  point  that  needs  to  be 
made  here  concerns  the  scope  of 
PRO  findings  relative  to  the  volume 
of  cases  reviewed.  As  with  any 
quality  assurance  program,  it  is 
necessary  to  look  at  many  cases  to 
determine  if  there  are  problems.  It 
is  important  to  note  here  that  GMCF 
recognizes  that  most  health  care 
delivered  in  Georgia  is  appropriate. 
In  fact,  Mr.  Thomas  Morford,  Na- 
tional PRO  Program  Director  of  the 
Health  Care  Financing  Administra- 
tion, recently  testified  to  Congress 
as  follows  “clearly,  the  most  im- 
portant observation  thus  far  is  that 
the  PROS  have  not  uncovered  any 
systemic  quality  problems  in  the 


Medicare  program.  The  instances 
of  substandard  quality  found  by  the 
PROs  have  been  isolated  and  do 
not  indicate  a trend  towards  a pro- 
gram-wide deficiency  in  the  quality 
of  hospital  care.  This  is  a significant 
finding,  because  it  indicates  that  the 
vast  majority  of  physicians  and  hos- 
pitals in  this  country  practice  high 
quality  medicine.”  GMCF’s  findings 
during  the  past  3 years  corroborates 
Mr.  Morford’s  testimony. 

Our  mission,  therefore,  is  to  con- 
tinue to  refine  our  procedures  for 
identifying  aberrancies.  We  must 
continue  to  work  to  minimize  dis- 
ruptions to  providers  who  are  de- 
livering quality  care.  In  this  regard, 
review  levels  in  each  hospital  have 
dropped  from  a high  of  40%  of  all 
admissions  in  1986  to  approxi- 
mately 15%  in  1989.  We  will  con- 
tinue to  monitor  these  levels  to  fo- 
cus our  resources  in  the  areas  of 
greatest  need. 

Finally,  PROs  are  repositories  of 
large  amounts  of  data  that  can  be 
used  effectively  to  assist  physicians 
and  providers  in  the  management 
of  their  own  utilization/quality  as- 
surance systems.  During  this  con- 
tract, we  will  be  working  with  you 
to  identify  the  types  of  information 
that  should  be  shared  and  the  for- 
mat for  distributing  same.  Ob- 
viously, strict  adherence  to  estab- 
lished confidentiality  regulations  is 
essential  in  all  disclosures. 

It  is  incumbent  that  physicians, 
providers,  and  GMCF  work  together 
in  the  coming  months  to  establish 
an  effective  information  exchange 
system  which  will  protect  an  indi- 
vidual’s right  to  privacy  and  yet  pro- 
vide useful  information  to  all. 

Next  Month: 

PRO  Review:  Surgical  Review 
Activities 
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At  the  Ridgeview  Institute,  “progress”  in 
health-care  delivery  has  passed  us  by.  Our 
highly-qualified,  experienced  physicians— 
not  MBAs  or  CPAs— still  call  the  shots. 
Because  Ridgeview  is  still  non-profit,  still  not 
owned  by  any  chain. 

At  Ridgeview  we  haven’t  figured  out  yet  how 
“efficient”  it  is  to  treat  all  our  adolescents  and 
children  on  one  unit.  We  still  believe  that  some 
patients  need  a special  program  for  chemical 
dependence  and  dual  diagnoses.  For  those  with 
conduct  disorders,  we  offer  a highly  structured, 
confrontive  milieu.  Younger  children  benefit 
from  our  cognitive-behavioral  track.  Older  kids 
gain  more  in  the  insight-oriented  program. 

Because  quality  is  still  our  bottom  line, 
Ridgeview  has  enough  qualified  staff  to  make 
truly  individualized  treatment  a reality.  There 
are  seventeen  full-time  licensed  family 


therapists,  who  are  very  creative  and  skilled  at 
working  with  families  outside  Atlanta.  There 
is  an  on-campus  school— the  equal  of  most 
private  academies— offering  class  sizes  of  6-10. 

Of  course  we  have  made  some  changes. 
You  can  call  a toll-free  number  now— until 
midnight  seven  days  a week— and  consult  a 
Masters-degreed  assessment  specialist.  They’ll 
help  select  the  appropriate  program  and 
attending  physician.  They’ll  assist  your  patient’s 
family  with  everything  from  information  to 
travel  plans. 

The  best  of  the  old,  combined  with  the 
best  of  the  new— that’s  why  the  Ridgeview 
Institute  is  Atlanta’s  World-Class  Treatment 
Center  for  children  and  adolescents  as  well  as 
adults.  We’d  love  to  work  with  you  the  next 
time  you  have  a patient  who  needs  something 
a little  bit  old-fashioned. 


Atlanta’s  World-Class  Treatment  Center 
3995  S.  Cobb  Drive  • Smyrna,  GA  30080  • (404)  434-4567  • Toll  Free  1-800-345-9775 


Physician  Suppfy  and  Distributfon 

in  Georgia 


G.  E.  Alan  Dever,  Ph.D.,  M.T.,  C.  Dee  Thomson,  Dianne  P.  Williams, 

Denise  D.  Kornegay,  M.S.W. 


I 


Over  the  past  several  years,  phy- 
sician demand  and  supply  in 
the  United  States  has  been  sub- 
jected to  close  scrutiny.’  The  Grad- 
uate Medical  Education  National 
Advisory  Committee  (GMENAC)  has 
suggested  that  there  will  be  70,000 
more  physicians  than  are  required 
• in  1990,  followed  by  surplus  of 
150,000  physicians  by  the  year 
2000.2  A recent  study  by  Schwartz, 
et  al.,2  however,  suggests  that 
GMENAC’s  prediction  of  a massive 
; physician  surplus  will  not  occur  and 
— that,  in  fact,  there  will  be  a need  for 
physicians  by  the  year  2000.  After 
considering  several  pertinent  and 
critical  assumptions,  the  authors 
state  that  “there  will  be  no  surplus 
in  the  year  2000;  in  fact,  our  best 
estimate  is  that  demand  will  exceed 
supply  by  some  7,000  physicians.” 
It  is  our  contention  that  we  are  fac- 
ing a similar  but  more  serious  sit- 
uation in  Georgia,  one  in  which 
there  will  be  a substantial  need  for 
physicians  by  the  year  2000.  The 
purpose  of  this  paper,  therefore  is 
to  describe  current  and  future  char- 
acteristics of  the  physician  supply 
in  Georgia.'’ 


Trends  in  physician 
supply  are  not  easy  to 
determine.  It  is  very 
difficult  for  individuals 
and  associations  to 
agree  on  the  most 
appropriate  method  for 
determining  physician 
supply. 


Georgia’s  Physician  Supply 

In  1986,  there  were  8,975  physi- 
cians providing  care  to  Georgians. 
This  represented  a physician-to- 
population  ratio  of  148/100,000 
population.  Table  1 depicts  physi- 
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clan  supply  by  county  population 
groupings,  MSA,  and  Non-MSA  over 
time.  The  data  clearly  demonstrate 
a situation  where  Georgia  is  well 
below  the  GMENAC  standards  in  al- 
most all  geographic  subdivisions  of 
the  state.  Clearly,  the  least  popu- 
lated counties  and  the  Non-MSA 
areas  experience  the  lowest  phy- 
sician-to-popu!ation  ratios.  More 
specifically,  counties  with  popula- 
tion from  0-9,999  and  10,000-19,999 
along  with  the  central  Non-MSA 
area  have  the  lowest  physician 
supply.  Given  the  current  under- 
supply of  physicians  in  Georgia, 
what  can  we  expect  by  the  years 
1990  and  2000? 

Trends  in  physician  supply  are 
not  easy  to  determine.  It  is  very  dif- 
ficult for  individuals,  organizations, 
and  associations  to  agree  on  the 
most  appropriate  method  for  deter- 
mining physician  supply.  However, 
if  the  physician  population  contin- 
ues to  grow,  not  at  an  average  an- 
nual rate  of  336  (as  determined  from 
AMA  data),^  but  at  an  increasing  rate 
(as  evidenced  in  the  1978-1985  pe- 
riod), we  estimate  that  more  than 
400  physicians  will  be  added  each 
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TABLE  1 - 

— Total  Phyi 

sicians,  by  Number  and  Rate,*  County  Population 
Non-MSA  Georgia  1968,  1980,**  1986 

Groupings,  MSA,  and 

Category 

# 

1968 

Rate 

1980* 

# Rate 

1986 

# 

Rate 

County  Poputation 

0 - 9,999 

— 

— 

104 

32.2 

98 

38.0 

10,000  - 19,999 

— 

— 

381 

50.6 

382 

51.0 

20,000-  49,999 

— 

— 

1,023 

90.6 

965 

75.0 

50,000  - 149,999 

— 

— 

1,112 

128.4 

1,405 

127.0 

Over  150,000 

— 

— 

5,688 

237.8 

6,024 

227.0 

State  Totalt 

5,247 

118.9 

8,308 

152.1 

8,975 

148.0 

MSA 

Albany 

80 

94.0 

145 

129.0 

159 

127.0 

Athens 

107 

82.4 

209 

114.5 

189 

133.0 

Atlemta 

2,534 

164.3 

4,147 

198.8 

4,557 

185.0 

Augusta 

569 

307.4 

878 

365.4 

945 

349.0 

Chattauiooga 

33 

36.4 

53 

50.1 

55 

49.0 

Columbus 

208 

140.2 

312 

162.6 

298 

148.0 

Macon 

259 

112.6 

386 

146.4 

418 

147.0 

Sav£uinah 

239 

123.8 

406 

184.1 

393 

167.0 

MSA  Total 

4,029 

154.7 

6,536 

192.1 

7,014 

183.0 

NON-MSA 

Northwest 

315 

69.5 

483 

91.5 

508 

90.0 

Northeast 

147 

65.8 

250 

93.7 

273 

95.0 

Central 

324 

69.1 

345 

70.6 

364 

69.0 

Southwest 

227 

63.5 

336 

85.2 

348 

82.0 

Southeast 

205 

66.9 

358 

93.4 

367 

87.0 

Non-MSA  Total 

1,218 

67.3 

1,772 

86.0 

1,860 

84.0 

State  Total 

5,247 

118.9 

8,308 

152.1 

8,975 

148.0 

’‘‘Rate  is  per  100,000  population  emd  is  rounded  to  nearest  whole  number. 

tTotal  will  not  equal  the  sum  of  all  population  groupings  because  of  unknown  county  of  practice  (98.9%  of  all  physiciws 
completed  the  category  “County  of  Practice”). 

MSA  = Metropolitan  Statistical  Area;  Non-MSA  = Non-Metropolitan  Statistical  Area. 

*’^“A  Study  of  Health  Manpower  in  Georgia”  (April  1985)  reports  on  physician  data  collected  in  1980.  These  data  did  not  exclude 
retired  or  out-of-state  physicians.  Any  comparison,  therefore,  between  1980  emd  1986  data  should  be  made  with  extreme  caution. 


year  to  Georgia’s  physician  supply. 
Thus,  by  1990,  we  would  add  1,600 
new  physicians  while  losing  1,025 
due  to  retirement.  This  computa- 
tion results  in  a net  gain  of  575  phy- 
sicians. Due  to  the  expected  pop- 
ulation growth,  however,  the  1990 
physician-to-population  ratio  would 
remain  unchanged  from  1986  — 
148.1/100,000  population. 

In  the  year  2000,  the  situation  is 
projected  to  be  quite  similar.  By 
2000,  we  expect  to  add  5,600  new 
physicians  while  losing  2,651  due 
to  retirement  — a net  gain  of  2,949 
physicians.  The  resulting  physi- 
cian-to-population ratio  of  160/ 
100,000  is  still  well  below  the  1990 
GMENAC  standard  of  191.4/100,000. 
The  1990  and  2000  supply  of  pri- 
mary care  specialties  and  the  re- 
quirement for  each  is  shown  in 
Figure  1 . The  tv^^o  primary  care  spe- 
cialties which  will  be  in  the  greatest 
demand  are  family  practice  and  in- 


ternal medicine. 

The  projected  rapid  growth  in 
Georgia’s  population  is  a major  fac- 
tor impacting  on  the  apparent  fu- 
ture shortage  of  physicians.  We  are 


A recent  study 
suggests  that 
GMENAC’s  prediction 
of  a massive  physician 
surplus  will  not  occur 
and  that,  in  fact,  there 
will  be  a need  for 
physicians  by  the  year 
2000. 


expected  to  grow  from  6 million  in 
1986  to  6.5  million  in  1990,  and  to 


7.5  million  by  the  year  2000;  an- 
other critical  factor  is  the  number 
of  physicians  who  will  retire  by  the 
year  2000.  These  two  factors  are 
major  determinates  to  the  future 
overall  physician  supply.  A more 
critical  and  certainly  more  urgent 
issue  however,  is  the  problem  of 
maldistribution. 

Maldistribution 

There  is  a maldistribution  of  phy- 
sicians in  Georgia.  With  regard  to 
the  total  numbers  of  physicians,  this 
fact  is  not  new.  However,  for  the 
first  time  in  1986,  major  maldistri- 
bution trends  are  emerging  among 
primary  care  providers.  To  illus- 
trate, Table  2 depicts  primary  care 
physicians  by  county  population 
groupings  and  MSA/Non-MSA 
groupings.  With  the  exception  of 
family  practice,  all  other  primary’ 
care  specialties  become  more  prev- 
alent as  a county’s  population  in- 
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TABLE  2 - 

- Physicians  By  Specialty,  Number,  and  Rate*  County  Population  Groupings, 
MSA,  and  Non-MSA,  Georgia  1986 

Category 

Family 
Practice 
# Rate 

OBIGYN 
# Rate 

Pediatrics 
# Rate 

Internal 
Medicine 
# Rate 

General 
Surgery 
# Rate 

Other 
Specialty 
# Rate 

Total 
Physicians 
# Rate 

COUNTY  POPULATION 
0 - 9,999  60 

24 

2 

1 

4 

1 

8 

3 

6 

2 

16 

6 

98 

38 

10,000-  19,999 

210 

28 

14 

2 

10 

1 

44 

6 

32 

4 

66 

9 

382 

51 

20,000-  49,999 

268 

21 

73 

6 

62 

5 

125 

10 

88 

7 

340 

26 

965 

75 

50,000  - 149,999 

213 

19 

108 

10 

98 

9 

187 

17 

109 

10 

680 

61 

1,405 

127 

Over  150,000 

580 

22 

381 

14 

462 

17 

1,143 

43 

330 

12 

2,983 

113 

6,024 

227 

Totalt 

1,344 

22 

579 

10 

641 

11 

1,517 

25 

566 

9 

4,113 

68 

8,975 

148 

MSA 

Albany 

18 

14 

14 

11 

9 

7 

19 

15 

12 

10 

84 

67 

159 

127 

Athens 

33 

23 

14 

10 

11 

8 

17 

12 

13 

9 

100 

71 

189 

133 

Atlanta 

441 

18 

281 

11 

zn 

15 

895 

36 

255 

10 

2,208 

90 

4,557 

185 

Augusta 

78 

29 

60 

22 

77 

28 

192 

71 

45 

17 

462 

170 

945 

349 

Chattainooga 

20 

18 

5 

4 

2 

2 

5 

4 

5 

4 

18 

16 

55 

49 

Columbus 

54 

27 

24 

12 

15 

7 

40 

20 

22 

11 

138 

69 

298 

148 

Macon 

81 

29 

36 

13 

24 

8 

51 

18 

29 

10 

191 

67 

418 

147 

SavannsJi 

51 

22 

28 

12 

20 

9 

60 

26 

30 

13 

197 

84 

393 

167 

Total  MSA 

776 

20 

462 

12 

535 

14 

1,279 

33 

411 

11 

3,398 

89 

7,014 

183 

NON-MSA 

Northwest 

141 

25 

35 

6 

25 

4 

68 

12 

38 

7 

195 

35 

508 

90 

Northeast 

74 

26 

14 

5 

17 

6 

36 

13 

20 

7 

108 

38 

273 

95 

Central 

132 

25 

17 

3 

45 

9 

45 

9 

33 

6 

117 

22 

364 

69 

Southwest 

99 

23 

24 

6 

21 

5 

38 

9 

33 

8 

132 

31 

348 

82 

Southeast 

109 

26 

26 

6 

24 

6 

41 

10 

30 

7 

135 

32 

367 

87 

Total  Non-MSA 

555 

25 

116 

5 

101 

5 

228 

10 

154 

7 

687 

31 

1,860 

84 

Total  State 

1,344 

22 

579 

10 

641 

11 

1,517 

25 

566 

9 

4,113 

68 

8,975 

148 

*Rate  is  per  100,000  population  and  is  rounded  to  nearest  whole  number. 

tTotal  will  not  equal  the  sum  of  all  population  groupings  because  of  unknown  county  of  practice  (98.9%  of  all  physici2ms 

completed  the  category  “County  of  Practice”). 
MSA  = Metropolitan  Statistical  Area;  Non-MSA 

= Non-Metropolitan  Statistical  Area. 

creases.  The  rate  of  family  practi- 
tioners remains  relatively  stable 
regardless  of  county  population. 

Of  the  MSA  regions,  Augusta 
maintains  the  highest  rates  across 
all  primary  care  specialties.  Again, 
the  central  Non-MSA  region  has 
rates  consistently  lower  than  other 
Non-MSA  regions  except  in  the  spe- 
cialty of  pediatrics  in  which  it  has 
the  highest  Non-MSA  rate. 

Sixty-eight  percent  of  all  physi- 
cians are  located  in  nine  counties 
which  collectively  comprise  44%  of 
the  state’s  population.  Of  all  phy- 
sicians located  in  counties  exceed- 
ing 20,000  population,  only  13%  are 
family  practitioners.  To  compare, 
this  specialty  represents  57.2%  of 
all  physicians  practicing  in  coun- 
ties with  less  than  20,000  residents. 

Physician  Demographics 

Demographic  characteristics  of 
physicians  are  critical  to  the  un- 
derstanding of  physician  man- 
power planning.  Several  major  de- 


mographic trends  will  influence  the 
practice  of  medicine  in  years  ahead. 
Because  of  the  “baby-boom”  gen- 
eration, several  age  groups  will  in- 
crease in  number  while  others  de- 
crease. These  fluctuations  will 
require  increases  in  some  physi- 
cian specialty  practices,  whereas 
other  changes  in  age  cohorts  will 
have  a negative  impact.  The  most 
pronounced  trend  which  will  in- 
crease the  need  for  physicians  will 
be  the  growth  in  the  population  over 
age  65. 

Age  Characteristics  of  Physicians 

Variation  in  the  average  age  of 
physicians  by  specialty  is  not  very 
pronounced.  The  youngest  average 
age  is  44  (internal  medicine)  and 
the  oldest  50  (general  surgery).  The 
average  age  of  all  physicians  in- 
creases with  the  degree  of  rural- 
ness, i.e.,  older  physicians  are  in 
the  most  rural  areas  — county  pop- 
ulation groupings  of  less  than 
10,000. 


Analyzing  numbers  of  physicians 
by  selected  age  groups  reveals 
much  more  relevant  information. 
Thirty-two  percent  of  all  physicians 
are  in  the  35-44  age  group  — the 
highest  percentage  for  all  age 
groups.  This  pattern  is  identical  for 
both  black  and  white  physicians. 
The  second  highest  percentage  of 
all  physicians  (26%)  is  in  the  55  or 
older  age  group.  Essentially,  this 
means  that  slightly  more  than  one- 
forth  of  all  physicians  will  reach  re- 
tirement age  (65)  by  the  year  2000. 
Not  all  physicians  retire  at  age  65, 
however,  as  evidenced  by  the  fact 
that  9.2%  who  are  over  65  are  still 
practicing. 

Race  and  Sex  Characteristics 

Data  relative  to  race  and  sex  in- 
dicate maldistribution,  with  fewer 
black  and  women  physicians.  As 
more  women  and  blacks  are  ad- 
mitted into  medical  schools,  this 
maldistribution  may  eventually  be 
adjusted.  Currently,  87.9%  of  all 
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physicians  are  white,  and  4.7%  are 
black;  however,  there  are  more  mi- 
noritv  eroup  physicians  than  blacks 
(7.4%). 

The  geographic  distribution  of 
physicians  by  sex  is  quite  unequal. 
The  male  to  female  ratio  is  8.3;  for 
MSAs  it  is  7.5,  whereas  for  Non- 
MS.As  the  ratio  is  12.7. 

Data  relative  to  sex  and  specialty 
show  that  women  are  attracted  to 
pediatrics,  obstetrics/gynecology, 
and  internal  medicine  as  their  top 
three  career  choices.  Their  pre- 
dominant choice  is  pediatrics; 
women  represent  26.7%  of  all  phy- 
sicians who  select  pediatrics  as  a 
specialty.  In  absolute  numbers, 
women  do  choose  other  special- 
ties; however,  they  represent  only 
8.4%  of  all  physicians  in  this  cat- 
egory. 


Supply  and  Distribution  of 
Foreign  Medical  Graduates 

In  the  United  States,  including 
Georgia,  the  majority  of  physicians 
are  U.S.  medical  graduates 
(USMGs).  In  1986,  1.5%  to  7%  of 
all  residents  were  foreign  medical 
graduates  (FMGs).  In  Georgia, 
13.6%  of  all  physicians  were  FMGs. 
By  their  tendency  to  locate  in  rural 
areas,  FMGs  provide  an  extremely 
valuable  service  in  alleviating  the 
needs  of  many  of  the  medically  un- 
derserved areas  in  the  state.  In 
Georgia,  FMGs  account  for  12.7% 
of  physicians  in  the  MSAs,  and 
17.1%  in  the  Non-MSAs.  Further, 
there  is  an  inverse  relationship  be- 
tween the  percentage  of  FMGs  and 
the  degree  of  urbanization,  with  the 
percentage  of  FMGs  decreasing  as 


an  area  becomes  more  urban.  Al- 
though the  percentage  of  FMGs  is 
greater  in  rural  areas,  the  actual 
number  is  greater  in  populations  of 
more  than  150,000. 

Physician  Acceptance  of 
Specific  Patients 

An  issue  that  is  of  continuing 
concern  to  the  medical  and  public 
health  communities  is  physician 
acceptance  of  Medicaid,  Medicare, 
and  obstetric  patients. 

It  is  conceivable  that  the  per- 
centage of  physicians  accepting 
these  types  of  patients  could  be  im- 
proved in  Georgia.  Of  responding 
physicians,  71.2%  accept  Medicaid 
patients  and  83.8%  accept  Medi- 
care. Among  the  physicians  partic- 
ipating in  Medicaid,  there  is  great 
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variation  by  specialty.  Percentages 
range  from  52%  of  all  obstetricians 
to  84.6%  of  all  general  surgeons. 
For  physicians  participating  in 
Medicare,  there  also  exists  a range 
of  participation  among  specialties. 
General  surgeons  and  internists 
have  the  highest  percentage,  at  95% 
and  92%,  respectively.  Predictably, 
pediatricians  express  the  lowest 
percentage  (31.6%)  as  they  gener- 
ally do  not  care  for  the  elderly.  It 
should  be  noted,  however,  that  a 
solo  practicing  pediatrician  in  a ru- 
ral area  may  serve  essentially  as  a 
family  doctor,  treating  all  family 
members  regardless  of  age. 

Geographically,  acceptance  of 
these  patients  varies  a great  deal. 
For  both  Medicaid  and  Medicare, 
an  inverse  relationship  is  seen  be- 
tween urbanization  and  percent  of 
physicians  participation  in  these 
programs.  In  layman’s  terms,  a 
larger  percentage  of  doctors  accept 
Medicaid  and/or  Medicare  in  the 
more  rural  areas.  Further,  the  per- 
centage of  Medicaid  acceptance 
rates  in  MSAs  is  67.7%  and  83.4% 
in  Non-MSAs.  There  is  no  essential 
difference  found  by  comparing  MSA 
and  Non-MSA  Medicare  and  ob- 
stetric patients. 

Quality  of  Life 

To  improve  Georgia’s  physician 
supply  and  maldistribution  prob- 
lems, we  must  begin  to  improve  the 
overall  quality  of  life  in  this  state. 
Clearly,  education,  socioeconomic 
status,  health  status,  and  health  ac- 
cess are  all  factors  which  relate  to 
quality  of  life.  In  most  of  Georgia’s 
rural  areas,  many  of  these  factors 
show  a poor  level  of  attainment. 
High  unemployment  rates,  a high 
percentage  of  high  school  drop 
outs,  lower  educational  attainment, 
high  numbers  of  families  living  be- 
low the  poverty  level,  high  infant 
mortality,  high  death  rates  from 
strokes,  low  physician-to-popula- 
tion  ratios  and  poor  accessibility  to 
medical  care  characterize  the  over- 
all poor  quality  of  life  in  rural  Geor- 
gia.® 

Notably,  the  southwest  and  cen- 
tral sections  of  the  state  have  major 
areas  where  poor  quality  of  life  is 
evident.  These  areas  also  correlate 


quite  well  to  areas  of  low  physician 
rates.  It  is  the  quality  of  life  which 
must  be  addressed  if  we  expect  to 
improve  the  supply  and  distribution 
of  physicians  in  Georgia.  We  must 
provide  a quality  of  life  which  is 
attractive  to  physicians  and  to  all 
citizens  of  the  state. 

Summary 

Physician  supply  in  Georgia  must 
be  considered  an  urgent  issue.  Sev- 
eral important  points  must  be  rec- 
ognized and  addressed."*  The  low- 
est physicians  rates  are  in  the  more 
rural  county  population  groupings. 
The  only  county  population  group- 
ing with  a surplus  of  physicians  is 
in  the  over  150,000  population.  The 
majority  of  physicians  are  concen- 
trated in  the  metropolitan  pounties. 


Among  the  physicians 
participating  in 
Medicaid,  there  is  great 
variation  by  specialty. 


Sixteen  percent  of  all  physicians 
practice  in  the  134  counties  having 
less  than  50,000  population. 

The  majority  of  physicians  are  in 
primary  care  specialties.  Family 
practice  is  the  most  dominant  spe- 
cialty in  rural  areas. 

By  the  year  2000,  Georgia  can  ex- 
pect to  add  5,600  physicians  due  to 
growth.  By  the  year  2000,  Georgia 
can  expect  to  lose  2,600  physicians 
due  to  retirement. 

Family  practitioners  are  the  most 
uniformly  distributed  of  the  spe- 
cialties examined.  They  are  also  the 
specialty  most  needed. 

The  average  age  of  Georgia  phy- 
sicians is  46.  General  surgeons  are 
in  the  oldest  average  age  group  (50), 
whereas  internists  are  in  the  young- 
est (44).  Older  physicians  are  con- 
centrated in  the  more  rural  areas. 
A significant  number  of  all  physi- 
cians are  over  age  55.  The  majority 
of  these  will  be  retired  by  the  year 


Sixty-eight  percent  of 
all  physicians  in 
Georgia  are  located  in 
nine  counties  which 
collectively  comprise 
44%  of  the  state’s 
population. 


2000.  Physicians  over  age  65  rep- 
resent 9.2%  of  all  physicians  from 
the  survey. 

In  Georgia,  13.6%  of  all  physi- 
cians were  Foreign  Medical  School 
Graduates.  They  tend  to  locate  their 
practices  in  medically  underserved 
areas.  The  specialty  choices  most 
frequently  favored  by  FMGs  are:  pe- 
diatrics, internal  medicine,  family 
practice,  and  obstetrics/gynecol- 
ogy. A total  of  71.2%  of  all  physi- 
cians accept  Medicare  patients; 
83.8%  accept  Medicare  patients. 
Ninety-two  percent  of  all  obstetri- 
cians accept  obstetric  patients,  but 
this  participation  is  threatened  by 
problems  with  malpractice  insur- 
ance. 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


BUILDING  922,  NORTH  END 
FORT  GILLEM 

FOREST  PARK,  GA  30050-5000 
(404)  362-3374 

* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDKINE.  BE  AUYOU  CAN  BE. 


558 


Journal  of  MAG 


Why  Fami^  Practice  Residents 
Choose  Not  to  Practice  Obstetrics 


James  L.  Fletcher,  Jr.,  M.D.,  Meyer  P.  Schwartz,  M.D. 


Declining  access  to  obstetrical/ 
prenatal  care  is  a growing  cri- 
sis in  the  United  States.'  According 
to  a survey  by  the  American  Acad- 
emy of  Family  Physicians  (AAFP), 
more  than  half  of  U.S.  family  phy- 
sicians (FP)  who  in  the  past  per- 
formed obstetrics  (OB)  have  dis- 
continued the  service;  of  these, 
about  28  percent  cited  reasons  re- 
lated to  liability  insurance/malprac- 
tice (Ll/M),  and  about  36  percent 
cited  other  reasons.  Whereas  in 
1968  about  31  percent  of  U.S.  de- 
liveries were  performed  by  FPs,  now 
the  proportion  is  probably  less  than 
10  percent. 2 The  AAFP  has  reported 
that  in  1986  alone,  about  23  percent 
of  its  members  stopped  delivering 
babies  because  of  the  Ll/M  situa- 
tion.^ 

Obstetricians  likewise  have  been 
plagued  by  malpractice  suits  and 
hefty  insurance  premiums  and  are 
dropping  OB  at  a significant  rate. 
Insurance  companies,  on  the  av- 
erage, increased  obstetricians’  an- 
nual premiums  by  238  percent  be- 
tween 1982  and  1987.'  The 
American  College  of  Obstetricians 
and  Gynecologists  reported  that 
about  12  percent  of  its  membership 
ceased  delivering  babies  in  1985 


The  demands  of  OB  on 
personal  and 
professional  life 
seemed  to  influence 
family  medicine 
residents  choice  of 
practicing  OB  at  least 
as  much  as 
considerations  of 
malpractice  liability 
and  litigation. 


and  that  in  1987  there  was  a further 
12  percent  withdrawal.''  If  present 
trends  continue  toward  the  end  of 
the  century,  outside  of  teaching 
hospitals,  will  any  physicians  still 
be  delivering  infants? 

The  southeastern  U.S.  is  said  to 
have  suffered  the  heaviest  losses  of 
OB  services.^  In  Georgia,  it  is  cur- 
rently estimated  that  67  of  159 
counties  have  no  physician  in  res- 


Drs.  Fletcher  and  Schwartz  are  from  the  Depart- 
ment of  Family  Medicine,  Medical  College  of  Geor- 
gia, Augusta,  GA  30912.  Send  reprint  requests  to 
Dr.  Fletcher. 


idence  who  delivers  babies  (per- 
sonal communication,  Georgia 
Dept,  of  Public  Health,  November, 
1988).  Georgia  is  largely  a rural 
state.  Since  FPs  have  traditionally 
served  many  smaller  communities 
and  the  rural  population,  a study 
was  undertaken  to  determine  atti- 
tudes of  the  most  recent  class  of 
family  medicine  resident  trainees 
toward  the  inclusion  of  OB  in  their 
projected  practices. 

Methods 

In  the  late  spring  of  1988,  a brief 
(one  and  one-half  pages)  question- 
naire was  mailed  to  each  of  the  41 
resident  physicians  graduating  from 
the  six  accredited  family  medicine 
residency  training  programs  in 
Georgia.  (These  are  located  in  At- 
lanta, Augusta,  Columbus,  Macon, 
Savannah,  and  Rome.)  Each  phy- 
sician was  asked  to  complete  the 
questionnaire  anonymously,  stat- 
ing whether  he  or  she  planned  to 
include  obstetrics  in  his/her  prac- 
tice and  explaining  negative  re- 
sponses. The  questionnaire  at- 
tempted to  determine  the  relative 
importance  of  several  suggested 
underlying  reasons  chosen  not  to 
practice  OB. 
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TABLE  1 — Influence  of  Various  Reasons  for  Deciding  Not  to  Include  Obstetrics  (OB)  in  Practice  (N  = 28) 

Great 

influence 

Some 

influence 

Little 

influence 

No 

influence 

Malpractice  costs 

16 

3 

3 

0 

Demands  on  personal  life 

15 

5 

2 

0 

Demands  on  professional  life 

14 

6 

2 

0 

Fear  of  litigation 

11 

8 

3 

0 

Lack  of  support  for  doing  OB  in  practice  setting 

2 

8 

5 

7 

Unpleasant  obstetrician  models  during  training 

2 

4 

5 

11 

Find  OB  unpleasant 

2 

1 

4 

15 

Inability  to  get  OB  hospital  privileges 

1 

5 

9 

7 

Inadequate  training  in  residency 

1 

5 

8 

8 

Lack  of  positive  family  practice  role  models  during  training 

1 

4 

10 

6 

Insufficient  OB  patients 

1 

2 

9 

9 

TABLE  2 — Respondents’  Ranking  of  Reasons  for  Deciding  Not  to  Include  Obstetrics  in  Practice 

Demands  on 
personal  life 

Demands  on 
professional  life 

Malpractice  Fear  of 

costs  litigation 

Number  ranking  item  first  in 
importance 

10 

1 

6 2 

Number  ranking  item  second  in 
importamce 

3 

6 

5 5 

The  first  part  of  the  questionnaire 
requested  brief  demographic  data 
including  the  site  of  the  training 
program.  The  second  part  of  the 
questionnaire  offered  11  possible 
reasons  for  not  practicing  OB  and 
asked  the  respondent  whether  each 
reason  was  of  great,  some,  little,  or 
no  influence  in  his/her  decision. 
The  third  part  of  the  questionnaire 
reiterated  the  1 1 reasons  and  asked 
the  respondent  to  rank  them. 


Results 

Of  41  questionnaires  mailed,  28 
were  returned  (68  percent).  Six  (21 
percent)  respondents  planned  to 
practice  OB;  22  (79  percent)  did  not. 

Table  1 displays  the  results  of  Part 
II  of  the  questionnaire.  Malpractice 
costs  were  cited  as  the  most  fre- 
quent (n  ==  16)  reason  greatly  in- 
fluencing resident  physicians’  neg- 
ative decisions.  The  second  most 
frequently  cited  reason  of  great  in- 
fluence (n  = 15)  was  demands  of 
OB  on  personal  life.  Third  most  fre- 
quently cited  (n  = 14)  was  influ- 
ence on  one’s  professional  life. 


Eleven  respondents  cited  fear  of  lit- 
igation as  a great  influence  in  a neg- 
ative decision.  Inability  to  obtain 
hospital  privileges,  inadequate 
training,  and  lack  of  positive  family 
medicine  teaching  role  models  each 
were  cited  by  one  respondent  as 
reasons  greatly  influencing  deci- 
sions. The  significant  majority  of  re- 
spondents (n  - 15)  stated  they  did 
not  find  OB  unpleasant  to  practice. 
Other  reasons  volunteered  (one  re- 
spondent each)  as  leading  to  a de- 
cision against  OB  practice  were: 
lack  of  support  from  obstetricians 
(great  influence),  no  interest 
(switching  to  another  specialty), 
and  lack  of  OB  services  at  the  local 
hospital. 

Part  III  of  the  questionnaire  (Ta- 
ble 2)  revealed  10  respondents 
ranking  OB’s  demand  on  personal 
life  as  the  number  one  ranking  rea- 
son for  a negative  decision;  six  cited 
malpractice  costs,  and  two  fear  of 
litigation  as  the  most  important  rea- 
sons. Demand  upon  professional 
life  was  most  often  cited  (n  = 6) 
as  the  number  two  reason  for  a neg- 
ative decision;  malpractice  costs 
and  fear  of  litigation  each  were  cited 


as  the  number  two  reason  by  5 re- 
spondents. No  respondent  ranked 
inadequate  training  or  lack  of  fam- 
ily medicine  teaching  role  models 
as  the  first,  second,  or  third  most 
important  reason  influencing  a de- 
cision. One  respondent  cited  ina- 
bility to  get  hospital  privileges  as 
the  second  most  important  reason. 


Discussion 

The  issue  of  LI/M  is  the  cause 
most  often  cited  for  U.S.  physicians 
deciding  to  forego  or  curtail  the 
practice  of  OB.  Prior  to  this  study, 
the  authors  had  hypothesized  that 
reasons  other  than  LI/M  consider- 
ations were  of  significant  influence 
in  the  decision  of  family  medicine 
residents  not  to  practice  OB.  This 
has  been  suggested  by  the  AAFP 
study2  (36  percent  cited  “other”  rea- 
sons vs.  28  percent  citing  LI/M),  and 
an  informal  rank  order  study  con- 
ducted among  graduates  of  the  Uni- 
versity of  Connecticut  Family  Prac- 
tice Program  which  showed  71 
percent  of  respondents  citing  de- 
mands on  personal  life  as  a reason 
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for  discontinuing  OB  versus  66  per- 
cent who  cited  malpractice  costs  as 
important.'* 

Responses  to  Part  III  of  the  ques- 
tionnaire clearly  demonstrate  that 
demands  on  personal  life  are  very 
important  as  a physician  considers 
a service  to  patients  that  often  will 
require  a rapid  (and  sometimes 
lengthy)  physician  response  at  night 
and  on  weekends.  This  trend  is  clear 
from  Part  111  even  with  the  com- 
bined rankings  of  malpractice  costs 
and  fear  of  litigation  versus  per- 
sonal life  (6  -f  2 vs.  10).  Similarly, 
demands  upon  professional  life  (eg, 
being  called  away  from  an  office 
full  of  patients  to  delivery  a baby) 
outranked  both  considerations  of 
malpractice  and  litigation  as  sec- 
ond in  importance. 

While  the  data  of  Part  II  are  not 
quite  congruent,  with  one  more  re- 
spondent attributing  “great  influ- 
ence” to  malpractice  costs  than  to 
demands  on  personal  life  (16  vs. 
15),  if  responses  in  Part  II  of  both 
“great”  and  “some”  influence  are 
combined,  more  respondents  cited 
personal  life  than  malpractice.  Sim- 
ilarly, if  “great  influence”  re- 
sponses of  demands  on  personal 
and  professional  life  are  combined, 
these  outnumber  responses  of 
combined  malpractice  and  fear  of 
litigation  (29  vs.  27). 

Redress  of  the  malpractice 
nightmare  of  the  1980s  has 
often  focused  on  tort  reform.  Leg- 
islative tort  reform  relevant  to  med- 
ical liability  thus  far  has  been  slow 
in  coming  and  imperfect  in  exe- 
cution. Furthermore,  it  seems  nec- 
essary that  judicial  reform  accom- 
pany legislative  efforts.  A recent 
medical  liability  decision  by  the  Il- 
linois Supreme  Court  generates  a 
ray  of  hope  that  the  judiciary  might 
also  finally  prove  responsive.^ 
Nevertheless,  this  small  study 
suggests  that  influences  other  than 
considerations  of  LI/M  were  oper- 
ative among  Georgia  family  medi- 
cine residency  graduates  as  they 
decided  whether  to  practice  OB.  The 
reasoning  undergirding  a negative 


decision  is  probably  not  so  single- 
issue as  some  have  suggested.  As 
Kurtzweil*  has  written,  a “one-size- 
fits-all  solution”  probably  does  not 
exist  for  the  OB  crisis.  The  data  from 
this  study  suggest  that  merely  ad- 
dressing Ll/M  might  not  necessarily 
replenish  the  ranks  of  physicians 
delivering  babies. 

This  should  not  be  construed  so 
as  to  diminish  efforts  at  tort  reform. 
It  has  been  estimated  that  lawsuits 
against  U.S.  family  physicians  more 
than  doubled  between  1981  and 
1984,  primarily  because  of  obstet- 
rical claims.”  Perhaps  issues  of  de- 
mands upon  personal  and  profes- 
sional life  would  not  weigh  as 
heavily  upon  the  young  physician 
who  did  not  dread  a large  insurance 
premium  or  fear  being  sued.  The 
respondents  in  this  study  clearly 
stated  that  LI/M  issues  were  impor- 
tant, and  tort  and  malpractice  in- 
surance reform  must  be  addressed 
as  two  of  the  influential  changes 
necessary  to  entice  physicians  back 
into  the  delivery  room. 

Regarding  other  factors,  it  is  sig- 
nificant that,  as  judged  from  our  re- 
spondents, young  FPs  do  not  dis- 
like OB.  Nor  do  they  feel  they’ve 
been  inadequately  trained.  Nor  was 
obtaining  hospital  privileges  to  de- 
liver babies  seen  as  a major  issue 
— although  it  might  have  been  had 
there  been  more  affirmative  re- 
sponders. Nor  is  a lack  of  family 
practice  teaching  role  models  seen 
as  an  impediment.  This  might  be 
surprising  in  light  of  the  fact  that 
only  about  40  percent  of  clinically 
active  teaching  faculty  in  family 
medicine  programs  in  Georgia 
practice  OB.  (Personal  communi- 
cation, Georgia  Family  Medicine 
Residency  Programs,  November, 
1988.) 

A debate  has  been  ongoing  be- 
tween obstetricians  and  FPs 
as  to  who  delivers  the  better  OB 
care.  Two  recent  studies  suggest 
that  high  quality  OB  care  is  deliv- 
ered by  FPs  in  a variety  of  set- 
tings,®and  other  studies  have 
shown  that  FPs  provide  OB  care  (at 
least  to  lower  risk  patients)  as  safely 


as  obstetricians.®’®'*^  Furthermore, 
in  a recent  report  from  Maine,  On- 
ion and  Mockapetris***  have  docu- 
mented that  in  the  early  1980s,  FPs/ 
GPs  delivered  commensurately 
more  lower-socioeconomic  (and 
presumed  higher  risk)  pregnancies 
than  their  obstetrical  colleagues. 
Thus  it  can  be  argued  that  a place 
for  FPs  indeed  remains  in  the  prac- 
tice of  OB. 

In  summary,  this  small  study  has 
suggested  that  among  family  med- 
icine residency  programs  in  Geor- 
gia, only  about  one-fifth  of  1988 
graduates  plan  to  include  OB  in  their 
practice.  From  recent  data,  addi- 
tional attrition  of  this  proportion 
over  ensuing  years  would  be  ex- 
pected.®'* The  demands  of  OB  on 
personal  and  professional  life 
seemed  to  influence  these  plans  at 
least  as  greatly  as  considerations  of 
malpractice  liability  and  litigation. 
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MRI  UPDATE 


Figure  1 


Clinical  information: 

Recently,  there  has  been  much 
discussion  in  the  literature  of  the 
neurological  symptoms  caused 
by  the  spirochete  borrelia 
burgborferi.  The  disease  is 
transmitted  by  a tick  bite  and  is 
associated  with  clinical 
symptoms  of  headaches, 
multiple  arthralgias,  and  non- 
specific neurological  symptoms. 
Given  the  appropriate  clinical 
history,  a diagnosis  of  Lyme 
disease  can  readily  be  confirmed 
by  an  MR  scan. 

Findings:  Figure  l is  a 

T2-weighted  axial  image 
through  the  brain.  Abnormal 
focal  areas  of  increased  signal 
intensity  can  be  identified  within 
the  centrum  semiovale 
bilaterally  (small  arrows).  These 
lesions  are  primarily  located 
within  the  white  matter  but  are 
of  differing  sizes.  Figure  2 is  also 
an  axial  image  through  the  brain 
but  at  a level  through  the  lateral 
ventricles.  This  section  shows  a 


Figure  2 


lesion  located  within  the  medial 
gray  matter  of  the  right  frontal 
lobe  anterior  to  the  corpus 
collosum  (large  arrow). 
Additional  areas  of  abnormal 
increased  signal  intensity  can  be 
identified  adjacent  to  the 
occipital  horns,  in  the  gray-white 
matter  interface  of  the  left 
parietal  operculum  (small 
arrow),  and  in  the  deep  white 
matter  of  the  frontal  lobes  in  the 
region  of  the  anterior  corona 
radiata  (arrowheads).  Figure  3 is 
through  the  posterior  fossa  as 
well  as  the  lower  frontal  and 
temporal  lobes.  Abnormal  areas 
of  increased  signal  intensity  are 
demonstrated  in  the  left  anterior 
pons  (large  arrow)  in  the  anterior 
right  temporal  lobe  (small 
arrow),  in  the  right  cerebellar 
peduncle  (arrowhead),  and  in  the 
medial  right  temporal  lobe 
(curved  arrow). 

The  MR  images  clearly 
demonstrate  the  predominantly 
white  matter  involvement,  multi- 
focal nature,  and  the  absence  of 


Figure  3 


mass  effect  associated  with  these 
lesions.  In  the  absence  of  clinical 
history,  the  MR  appearance 
would  be  most  consistent  with  a 
demyelinating  process  such  as 
multiple  sclerosis.  However,  as 
this  case  presented  in  a nine  year 
old  male  following  exposure  to 
ticks,  the  differential  diagnosis 
becomes  that  of  Lyme  disease. 
The  diagnosis  was  further 
confirmed  by  the  findings  of 
similar,  although  less  extensive 
lesions,  in  the  patient’s  sibling. 

Comment:  The  patient  in  the 
case  above  had  a CT  scan  prior 
to  the  MR  study  which  was 
negative.  This  case  clearly 
demonstrates  the  increased 
sensitivity  of  MR  over  CT  in 
detection  of  white  matter 
processes.  However,  the  case  also 
demonstrates  the  relative  non- 
specificity of  the  findings.  In  this 
case,  the  clinical  history  was 
most  important  in  determining 
the  true  etiology  of  the  patient’s 
findings. 
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LEGAL 


Safeguarding  Your  Medical  License  After  Retirement 

Deborah  M.  Bittel 

^ By  placing  your 
medical  license  on  an 
‘^inactive**  status  when 
you  retire,  you  can 
avoid  any 
administrative 
revocation  of  your 
license  and  simplify  the 
reactivitation  of  that 
license,  y 

J”  HAS  BEEN  RETIRED 
JL^  now  for  approximately  6 
months.  When  he  retired,  like 
many  other  doctors,  he  simply 
allowed  his  medical  license  to 
lapse  by  virtue  of  not  paying  his 
bi-annual  registration  fee.  Now  he 
is  facing  the  revocation  of  that 
license  in  accordance  with  the 
statutes  governing  medical 
licenses.  Although  the  procedure 
is  purely  administrative  and  the 
record  does  not  indicate  any 
disciplinary  action,  the  end  result 
is  a “revocation”  of  his  license. 
Moreover,  “Dr.  J”  has  become 
involved  in  his  son’s  little  league 
team  and  wants  to  provide 
medical  assistance  to  his  son’s 
injured  friends.  However,  with  the 
revocation  of  his  license  he 
cannot  participate  in  any  type  of 
medical  practice.  Although  he 
does  not  wish  to  participate  in  an 
active  practice,  even  furnishing 
medical  coverage  briefly  for  a 

summer  camp  or  some  charitable 
organization  is  prevented  due  to 
the  revocation  of  his  license. 
Furthermore,  the  complicated 
process  for  restoring  his  license 
has  made  “Dr.  J”  reconsider 
getting  involved  in  a non-active 
medical  practice. 

This  hypothetical  situation 
raises  the  question  concerning 
what  a physician,  such  as  “Dr.  J,” 
at  the  time  of  retirement,  can  do 
to  prevent  the  revocation  of  his 
license  and  still  participate  in 
some  way  without  entering  active 
practice.  The  simple  answer  is 
that  “Dr.  J”  could  have  requested 
that  his  license  be  placed  on  an 
“inactive”  status,  thereby  avoiding 
any  administrative  revocation  of 
his  license  and  simplifying  the 
prospect  of  reactivating  that 
license. 

In  this  month’s  Legal  Page,  we 
provide  an  overview  of  the  current 
Georgia  statutory  provisions 
governing  the  revocation  of  a 
medical  license;  we  also  discuss 
the  difference  between  the 
revocation  of  a license  and 
placing  it  on  inactive  status. 

Overview  of  Statutory 
Fr2imework 

Chapter  43-34  of  the  Georgia 
Code  (the  “Statute”)  governs  the 

practice  of  medicine  in  the  State 
of  Georgia;  Section  43-34-37  of  the 
Statute  provides  a laundry  list  of 
instances  where  the  Composite 
State  Board  of  Medical  Examiners 
(the  “Board”)  is  granted  the 
authority  to  issue  a license  to  an 
applicant  or  to  discipline  a 
licensed  physician.  For  example, 
the  Board  may  discipline  or 
refuse  to  grant  a license  to  a 
physician  upon  a finding  that  the 
physician  has  failed  to 
demonstrate  the  qualifications  or 
standards  for  licensure  contained 
in  the  Statute  or  in  the  rules  and 
regulations  of  the  Board.'  The 
Board  may  also  discipline  or 
refuse  to  grant  a license  to  a 
physician  if  that  physician 
knowingly  made  misleading, 
deceptive,  untrue,  and  fraudulent 
representations  in  the  practice  of 
medicine  or  in  any  document 
connected  with  that  practice; 
fraudulently  obtained  a license  to 
practice  medicine;  made  a false 
or  deceptive  bi-annual  registration 
with  the  Board;  was  convicted  of 
a felony;  or  committed  a crime 
involving  moral  turpitude  without 
regard  to  conviction.^ 

Other  things  physicians  may  do 
which  could  give  rise  to  a Board 
revocation  proceeding  include: 
advertising  for  or  soliciting 
patients;^  making  untruthful, 
improbable,  flamboyant,  or 
extravagant  claims  concerning 
their  professional  excellence; 
engaging  in  any  unprofessional,'* 
unethical  or  deceptive  conduct  or 

This  article  was  prepared  at  the  request  of  the 
Journai  Ms.  Bittl  is  a summer  associate  in  the 
law  firm  of  Vincent,  Chorey,  Taylor,  & Feil,  Suite 
1700,  The  Lenox  Building,  3399  Peachtree  Rd., 
NE,  Atlanta,  GA  30326.  Send  reprint  requests  to 
Mr.  Berg  at  the  same  address. 
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practice  harmful  to  the  public, 
which  may  or  may  not  necessarily 
result  in  actual  injury  to  any 
person;  performing,  procuring  or 
aiding  in  the  performance  or 
procuring  of  a criminal  abortion; 
or  knowingly  maintaining  a 
professional  connection  or 
association  with  any  person  who 
is  in  violation  of  the  Statute  or  the 
rules  or  regulations  of  the  Board. 
Additionally,  a revocation 
proceeding  may  be  initiated  if  a 
physician  violated  or  attempted  to 
violate  a law,  rule,  or  regulation 
of  the  State  of  Georgia,  any  other 
state,  the  Board,  the  United 
States,  or  any  other  lawful 
authority  (without  regard  to 
whether  the  violation  is  criminally 
punishable  as  long  as  that  law 
relates  to  or  in  part  regulates  the 
practice  of  medicine),  committed 
any  act  or  admission  which  is 
indicative  of  bad  moral  character 
or  untrustworthiness,  has  been 
adjudged  mentally  incompetent  by 
a court  of  competent  jurisdiction, 
has  become  unable  to  practice 
medicine  with  reasonable  skill 
and  safety  to  patients  by  reason  of 
illness  or  use  of  alcohol,  drugs, 
narcotics,  chemicals,  or  any  other 
type  of  material  or  as  a result  of 
any  mental  or  physical  condition.^ 

Perhaps  most  importantly,  the 
Board  has  the  authority  to 
discipline  or  refuse  to  grant  a 
license  to  a physician  if  that 
licensee  or  applicant  has  had  his 
license  to  practice  medicine 
revoked,  suspended,  or  annulled 
by  any  lawful  licensing  authority, 
or  had  other  disciplinary  action 
taken  against  him  by  any  lawful 
licensing  authority,  or  was  denied 
I a license  by  any  lawful  licensing 
I authorit>’.® 

When  the  Board  finds  that  any 
person  does  not  qualify  for  a 
license  or  finds  that  any  person 
should  be  disciplined  pursuant  to 
the  Statute,  the  Board  can  take 


LEGAL 


one  or  more  of  a number  of 
possible  actions:  Refuse  to  grant 
a license  to  an  applicant  or 
revoke  the  license  of  a physician, 
administer  a public  or  private 
reprimand,  suspend  any  license 
for  a definite  period,  or  limit  or 
restrict  any  license.  The  Board 
also  has  the  authority  to  condition 
the  penalty,  or  withhold  formal 
disposition,  upon  the  physician’s 
submission  to  and  completion  of 
the  care,  counselling,  or  treatment 
of  a physician  or  other 
professional  persons  as  directed 
by  the  Board.  In  addition  to  the 
previous  actions,  the  Board  may 
make  a finding  adverse  to  the 
licensee  or  applicant  but  withhold 
imposition  of  judgment  and 
penalty,  or  it  may  impose  a 
judgment  or  penalty  but  suspend 
enforcement  of  that  judgment  and 
place  the  physician  on  probation. 
Moreover,  in  its  discretion,  the 
Board  may  restore  and  reissue  a 
license  to  practice  medicine 
issued  under  the  Statute  and,  as  a 
condition  of  the  restoration,  may 
impose  any  disciplinary  or 
corrective  measure  as  provided  in 
the  Statute.^ 

The  basic  policy  behind  the 
Statute  was  enunciated  in  Geiger 
V.  Jenkins,^  where  the  court  found 
that  the  right  to  practice  medicine 
is  a conditional  right  which  is 
subordinate  to  the  State’s  power 
and  duty  to  safeguard  the  public 
health.  Thus,  it  is  the  universal 
rule  that  in  the  performance  of 
that  duty  and  in  the  exercise  of 
that  power,  the  State  may  regulate 
and  control  the  practice  of 
medicine  and  those  who  engage 
in  that  practice,  subject  only  to 
the  limitation  that  the  measures 
adopted  must  be  reasonable, 
necessary,  and  appropriate  to 
accomplish  the  legislature’s  valid 
objective  of  protecting  the  health 
and  welfare  of  its  citizens.  The 
Statute  has  survived  numerous 


constitutional  challenges.  For 
example,  in  Jackson  v.  Composite 
State  Board  of  Medical 
Examiners,^  the  court  found  that 
the  Statute  was  not 
unconstitutionally  vague  and  that 
there  was  no  denial  of  equal 
protection  or  violation  of  a 
physician’s  due  process  rights 
with  respect  to  the  rules  and 
regulations  necessarily  adopted 
by  the  Board  to  effectuate  the 
already  mentioned  policies. 


^Following  the 
expiration  of  the 
penalty  period,  the 
Board  may  revoke  the 
license  for  failure  to 
renew,  and  such 
revocation  removes  all 
rights  and  privileges  to 
practice  medicine  and 
surgery  in  the  Stately 


To  Revoke  or  Not  Revoke 

Under  Section  360-2-.07  of  the 
Rules  of  the  Composite  State 
Board  of  Medical  Examiners,  the 
procedures  to  revoke  or  place  a 
license  on  inactive  status  are 
more  fully  discussed.  That  Section 
provides  that  unrestricted  medical 
licenses  must  be  renewed  bi- 
annually.  If  not  renewed  bi- 
annually,  the  Statute  provides  for 
a penalty  period  for  late  renewal. 
This  period  is  the  6-month  period 
immediately  following  the 
expiration  date  for  the  last 
renewal  cycle.  During  this  period, 
the  penalty  fee  for  late  renewal 
applies.  Following  the  expiration 
of  the  penalty  period,  the  Board 
may  revoke  the  license  for  failure 
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to  renew,’®  and  such  revocation 
removes  all  rights  and  privileges 
to  practice  medicine  and  surgery 
in  this  State. 

Any  practitioner  whose  license 
is  revoked  through  this 
method  must  apply  for  licensure 
to  be  considered  for 
reinstatement.  Revocation  for 
failure  to  renew  may  be  reported 
to  the  public  and  to  other  State 
licensing  boards,  and  will  be 
reported  as  a revocation  for 
failure  to  renew  and  will  not  be 
treated  as  a disciplinary  action 
revocation.”  Nevertheless,  this 
Section  points  out  two 
unattractive  elements  of  the 
revocation  procedure.  The  first  is 
that  after  a revocation,  if  a 
physician  desires  to  be  reinstated, 
he  must  apply  for  licensure,  as  if 
he  was  never  licensed  in  the  first 
place.  This  means  that  changed 
circumstances,  such  as  any 
malpractice  actions,  even 
favorably  resolved  ones,  can 
reduce  the  likelihood  of  the 
issuance  of  a new  license.  The 
second  unattractive  aspect  is  that 
this  failure  to  renew  will  be 
reported  as  a revocation,  which, 
although  not  due  to  a disciplinary 
action,  connotes  a negative 
impression.  Although  it  may  be 
reported  to  the  public  and  other 
State  licensing  boards  as  a 
revocation  for  failure  to  renew, 
the  use  of  the  word  “revocation” 
implies  an  involuntary 
confiscation  of  the  license,  rather 
than  a mere  retirement. 

However,  the  Regulations  also 
provide  that  licensees  who  wish 
to  maintain  their  medical 
licenses,  but  who  do  not  wish  to 
practice  medicine  and  surgery  in 
the  State,  may  apply  to  the  Board 
for  inactive  status  by  submitting 


an  application  and  fee.  Although 
a licensee  with  an  inactive  license 
may  not  practice  medicine  in  this 
State,  an  inactive  license  may  be 
easily  restored.  A license  that  has 
been  placed  on  inactive  status 
may  be  reactivated,  subject  to 
Board  approval  and  upon 
payment  of  the  reinstatement  fee 
and  submission  of  an  application 
as  required  by  the  Board. 
Furthermore,  physicians 

e Regulations 
provide  that  licensees 
who  wish  to  maintain 
their  medical  licenses, 
but  who  do  not  wish  to 
practice  medicine  and 
surgery  in  the  State, 
may  apply  to  the 
Board  for  inactive 
status  by  submitting  an 
application  and  fee,  y 

requesting  reinstatement  must  be 
able  to  demonstrate  to  the 
satisfaction  of  the  Board  that  they 
have  maintained  current 
knowledge,  skill,  and  proficiency 
in  the  practice  of  medicine. 
Although  the  Board  may  require 
the  physicians  to  pass  an 
examination,  the  procedure  to 
reinstate  a physician  of  inactive 
status  is  simpler  to  comply  with 
than  the  application  for  licensure 
which  is  necessary  to  reinstate  a 
revocation. 

Conclusion 

Assuming,  in  our  hypothetical 
case,  that  “Dr.  J”  did  not  desire  to 


irrevocably  stop  practicing 
medicine,  the  better  path  for  him 
to  take  would  be  to  have  his 
license  placed  on  inactive  status, 
rather  than  allowing  the  license  to 
lapse  through  failure  to  renew, 
thereby  instigating  the  possibility 
of  a revocation.  If  “Dr.  J’s”  license 
had  been  placed  on  inactive 
status,  his  license  could  have 
easily  been  reactivated  in  order  to 
allow  him  to  provide  the 
charitable  services  that  he 
desires.  However,  in  order  to  have 
his  license  reactivated  from  a 
revocation  for  failure  to  renew,  he 
must  instead  apply  for  licensure 
and  depend  on  the  Board’s 
discretion  to  restore  and  reissue  a 
license  to  practice  medicine. 

Notes 

1.  Rules  and  Regulations  of  the  State  of 
Georgia  §360-2-. 07. 

2.  O.C.G.A.  § 43-34-37. 

3.  This  aspect  of  the  Statute  appears  to  be  in 
conflict  with  the  law  of  Georgia  over  the  past 
fifteen  years  addressing  physician  advertising. 
Although  the  Statute  still  provides  for 
discretionary  discipline  when  a physician 
advertises,  current  case  law  suggests  that 
principles  which  prohibit  professional 
advertising  are  unconstitutional.  See  Virginia 
Pharmacy  Board  v.  Virginia  Consumer  Council, 
425  U.S.  748  (1976);  Bates  u.  State  Bar  of 
Arizona,  433  U.S.  350  (1977). 

4.  O.C.G.A.  § 43-34-37.  The  term 
unprofessional  conduct  as  used  in  the  Statute 
includes  any  departure  from,  or  failure  to 
conform  to,  the  minimal  standards  of  acceptable 
and  prevailing  medical  practice.  The  term  also 
involves,  but  is  not  limited  to,  the  prescribing  or 
use  of  durgs,  treatment  or  diagnostic  procedures 
which  are  detrimental  to  the  patient.  See  Rules 
and  Regulations  of  the  State  of  Georgia  § 360-2- 
.09. 

5.  Id. 

6.  Id. 

7.  Id. 

8.  316  F.  Supp.  370  (N.D.  Ga.  1970),  affd.,  401 
U.S.  985,  91  S.  Ct.  1236  (1977). 

9.  256  Ga.  264,  347  S.E.2d  581  (1986). 

10.  In  Smith  v.  State  Board  of  Medical 
Examiners,  40  Ga.  App.  456,  167  S.E.  769  (1933), 
the  court  held  this  provision  was  not  mandatory 
due  to  the  use  of  the  word  “may.”  Rather,  the 
revocation  of  the  physician’s  license  is  within 
the  Board’s  discretion. 

1 1.  Rules  and  Regulations  of  the  State  of 
Georgia  § 360-2-.07. 

12.  Id. 
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Management  of  Pain  in  Patients  with  Malignancy 

Steven  F.  Brena,  M.D.,  Steven  H.  Sanders,  Ph.D. 


Introduction 

Estimates  of  the  prevalence  of 
pain  associated  with 
malignancy  range  from  60-82%.’ 
During  1981-1982,  a survey  of  120 
patients  referred  to  the  UCLA 
Cancer  Pain  Clinic  indicated  that 
pain  secondary  to  tumor  invasion 
occurred  in  61.7%  of  patients. 
Bone  metastasis  was  the  most 
common  (18.3%),  followed  by 
neural  invasion  (15.8%)  and 
viscera  invasion  (10%).  Almost 
one-third  of  the  patients  in  the 
UCLA  survey  had  pain  secondary 
to  oncologic  therapy  for  cancer 
control  and  not  due  to  tumor 
invasion.^ 

Despite  the  prevalance  of  pain 
in  cancer  patients,  not  enough 
attention  has  been  given  to 
structured  pain  control  programs 
for  cancer  patients.  With  the 
exception  of  a few  highly 
sophisticated  cancer  pain  control 
centers,  the  overwhelming 
majority  of  cancer  patients  are 
still  treated  with  an  acute  medical 
model,  mostly  with  prescriptions 
of  various  drugs,  many  of  them 
habit-forming,  leading  to  physical 
dependence  and  tolerance.  Even 
less  attention  is  paid  to  the 
possibility  for  rehabilitation  for 
non-terminal  cancer  patients, 
despite  the  fact  that  research  data 
have  indicated  that  over  40%  of 
patients  with  cancer  in  all  sites 
do  have  a physical  and 
psychologic  impairment  which 
can  be  significantly  improved 
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This  article  provides 
a brief  overview  of  the 
physical  and 
psychologic  factors 
associated  with  cancer 
pain  and  outlines 
current  pain 
rehabilitation 
management  strategies 
which  have 
demonstrated  utility 
with  a structured,  long- 
range  treatment 
approach,  y 

through  rehabilitation  medicine.^ 
This  article  provides  a brief 
overview  of  the  physical  and 
psychologic  factors  associated 
with  pain  in  adult  cancer  patients 
and  outlines  current  pain 
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rehabilitation  management 
strategies  which  have 
demonstrated  utility  within  a 
structured,  long-range  treatment 
approach. 

Common  Physical  Factors  in 
Cancer  Pain 

Tissue  invasion  from  malignant 
growth. 

Any  tissue  of  the  body  is  likely 
to  cause  pain  whenever  the 
growth  involves  nerve  structures, 
peripheral  vessels,  or  both.  By  far 
the  most  common  cause  of 
cancer  pain  is  destruction  of  bone 
with  neurologic  complication 
from  metastatic  disease. 

Painful  syndromes  caused  by 
medical  intervention. 

The  common  denominator  for 
pain  following  cancer  therapy  is 
nerve  damage  and  circulatory 
disturbances  from  damage  to 
peripheral  vessels.  Both 
irradiation  therapy  and  extensive 
destructive  surgery,  such  as 
radical  nerve  dissection,  often 
result  in  extensive  fibrosis  of  the 
connective  tissue,  with  secondary 
entrapment  of  peripheral  nerves 
and  vascular  structures.  Surgical 
amputation  of  a limb  may  result 
in  pain  in  the  stump  or  in 
phantom  limb  pain.  Various 
neuralgias  may  develop  following 
surgical  procedure  which  has 
caused  a peripheral  nerve 
damage,  mostly  when  a 
thoractomy  has  been  performed. 
Post-chemotherapy  pain  is  caused 
by  several  lesions,  which  include 


567 


peripheral  neuropathy,  bony 
necrosis,  and  herpetic  infection. 
Mostly  in  elderly  people,  the 
herpetic  infection  may  result  in 
painful  post-herpetic  neuralgia,^ 

Psychologic  Factors  in 
Cancer  Pain 

Behavioral  and  interpersonal 
deterioration. 

General  reduction  in  activity 
levels,  loss  of  ability  to  maintain 
activities  of  daily  living,  and 
reductions  in  interpersonal  and 
social  stimulation  have  been 
found  to  significantly  exacerbate 
the  patient’s  level  of  pain  and 
distress.^'®  The  end  result  is 
decreased  emotional  and  physical 
resistance  to  the  stresses  of  both 
cancer  growth  and  cancer 
therapy,  as  well  as  more  time  and 
opportunity  to  focus  on  the 
painful  experience.^  ® 

Stress. 

The  exacerbatory  effects  of 
stress  on  clinical  pain  have  long 
been  appreciated  and  empirically 
demonstrated.®  The  host  of 
potential  physical  and 
psychosocial  stressors  for  the 
cancer  patient  is  likely  to 
significantly  contribute  to  the  pain 
experience,  with  a tendency  to 
escalate  in  magnitude  as  the 
disease  progresses.  Even  with 
remission,  there  can  be  an 
ongoing  residual  level  of  stress 
associated  with  the  fear  of 
disease  return  and  death. 

Mood  distrubances. 

Anxiety,  anger  and  depression 
all  have  demonstrable 
exacerbatory  effects  on  clinical 
pain.®’  These  mood  disturbances 
j are  quite  common  with  cancer 
I patients  and  further  add  to  the 
I pain  experience.  Actually,  specific 
1 mood  disturbances  are  embedded 
in  a more  general  grief  reaction 
experienced  in  one  form  or 
another  by  the  cancer  patient 
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throughout  the  course  of  his  or 
her  illness." 

Management  Strategies  for  Pain 
Control  in  Cancer  Patients 

Because  the  experience  of  pain 
is  a multi-dimensional  physiologic 
and  psychosocial  phenomenon, 
the  basic  philosophy  of  pain 
control  programs  is  that  proper 
management  of  pain,  mostly  in  its 
chronic  form,  should  identify, 
address,  and  possibly  correct  all 
physical,  behavioral,  and 
psychosocial  malfunctions 
associated  with  each  person  in 
pain.  Specifically,  for  the  cancer 
patient,  this  multi-dimensional 
strategy  should  be  diversified  in 
three  stages  of  intervention. 

Stage  1 

During  the  earlier  stages  of 
malignancy,  along  with 
appropriate  oncologic  treatment 
of  the  malignancy  itself,  attempts 
should  be  made  to  minimize  the 
responses  of  patients  to  early 
painful  perceptions  and  to  avoid 
the  formation  of  multiple  vicious 
cycles  of  pain  and  suffering. 

These  goals  can  be  accomplished 
through  information  and 
communication,  as  well  as  with 
the  skillful  use  of  psychologic- 
behavioral  treatment.  In  general, 
the  interventions  should  be 
focused  on  minimizing  those 
psychologic  factors  which  have 
already  been  mentioned  (i.e.,  loss 
of  activity,  loss  of  social 
stimulation,  increase  of  stress, 
and  mood  distrubances).  The 
ultimate  goal  is  to  significantly 
improve  the  patient’s  ability  to 
effectively  cope  with  the  pain  and 
distress  associated  with  both  the 
disease  itself  and  the  oncologic 
treatment.  Techniques  which  have 
been  proven  useful  to  achieve 
these  goals  include:  relaxation 
therapy,  biofeedback  treatment, 
self-  hypnosis,  and  cognitive  and 
behavioral  activity 


ultimate  goal  is 
to  significantly  improve 
the  patient*s  ability  to 
effectively  cope  with 
the  pain  and  distress 
associated  with  both 
the  disease  itself  and 
the  oncologic 
treatment,  ^ 


management.®’  Group  therapy 
may  also  be  useful  to  effectively 
address  stress  within  and  outside 
the  family,  by  providing  effective 
modeling  of  adaptive  thinking  and 
behavior  for  patients  and  family 
members. 

Stage  2 

Tumor-directed  therapy  may 
result  in  pain  reduction  by 
reducing  the  size  of  the  tumor. 
However,  during  the  more 
advanced  stages  of  the  disease,  | 
further  diminution  of  the  tumor  is 
no  longer  feasible  through 
oncologic  treatment.  At  this  stage, 
pain  becomes  a disease  entity  in 
itself,  and  further  modalities  must 
be  aimed  at  managing  it  as  a 
disease. 

A.  Analgesic  drug  management. 
Proper  analgesic  drug  therapy 
should  be  carefully  tailored  to 
each  individual,  with  careful 
consideration  of  the  nociceptive, 
levels  of  physical  and  psycho- 
social dysfunction,  and  the 
pharmaco-dynamics  of  the 
prescribed  drugs.  Analgesics, 
such  as  acetaminophen,  aspirin, 
and  the  non-steroidal  anti- 
inflammatory drugs  (NSAIDs)  are 
probably  the  drugs  of  first  choice 
in  Stage  2 cancer  patients  with 
currently  acute  episodes  of  pain. 
Both  aspirin  and  acetaminophen 
are  equally  effective  at  650  mg. 
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dosage,  with  a ceiling  effect  of 
around  600-900  mg.  Above  this 
dosage,  peak  effectiveness 
increases  slightly,  but  side  effects 
and  toxic  reactions  become  likely. 
Equipotent  doses  of  NSAlDs  have 
a greater  peak  effect  and  longer 
duration  than  aspirin.  All 
peripheral  analgesic  drugs,  with 
differing  degrees,  demonstrate 
similiar  side  effects  on  various 
body  systems. 

Central  analgesics  (opiates  and 
opiods)  should  be  reserved  to 
those  more  advanced  cases  of 
cancer  pain,  when  the  reported 
pain  intensity  is  more  severe. 
When  central  analgesic  drugs  are 
used,  the  following  points  should 
be  considered: 

(1)  regularly  scheduled  drug 
administration  on  a time 
contingency  is  far  better  than  PRN 
administration.  Allowing  for 
variations  in  potency,  efficacy, 
and  duration  of  action  of  the 
central  analgesic  drugs,  a regular 
dosage  schedule  minimizes  peaks 
and  valleys  in  pain  intensity. 

(2)  The  oral  route  of  opiates 
has  a lower  onset  of  action  than 
the  IM  or  IV  routes,  but  a longer 
duration  of  analgesia  protection. 

(3)  Tolerance  develops  in  all 
patients  who  take  central 
analgesics  habitually,  the  earliest 

-sign  being  decreased  duration  of 
analgesia.  Tolerance  develops  at 
different  speeds  according  to  the 
route  of  administation:  the  IV 
route  produces  tolerance  more 
quickly  than  the  IM  and  oral 
routes,  respectively;  since  cross- 
tolerance among  opiates  is  not 
complete,  analgesic  protection 
may  be  achieved  by  switching  a 
patient  from  a large  dose  of  one 
opiate  to  a smaller  dosage  of 
another. 

(4)  Tricyclic  antidepressants 
should  be  considered  as 
potentially  useful  in  managing 
pain  in  Stage  2.  Recent  evidence 


has  indicated  that  these  drugs 
may  actually  have  a specific  effect 
on  certain  serotenergic  pain 
pathways  within  the  central 
nervous  system,  possibly  by  inter- 
reacting with  opiate  receptors 
directly  to  produce  analgesia  and 
indirectly  to  increase  morphine 
analgesia.'®  Among  the  many 
tricyclic  antidepressant  drugs, 
when  analgesic  effect  is  the 
primary  pharmacologic  target, 
preference  should  be  give  to 
those  drugs,  such  as  Doxepin  and 
Amitriptyline,  with  higher  affinities 
for  serotonin  receptors. 
Unfortunately,  Doxepin  also 
demonstrates  the  highest  affinity 
for  histamine  receptors,  leading  to 
clinical  drowsiness.  On  the  other 
side.  Amitriptyline  has  less 
histamine  affinity;  for  this  reason. 
Amitriptyline  is  probably  the 
tricyclic  antidepressant  of  choice 
whenever  such  medication  is 
prescribed  primarily  for  analgesia, 
which  can  be  achieved  long 
before  the  doage  reaches 
antidepressant  levels. 

mong  the  many 
tricyclic  antidepressant 
drugs,  preference 
should  be  given  to 
those  drugs  with  higher 
affinities  for  serotonin 
receptors,  y 

B.  Neural  blockade.  Drug 
management  for  cancer  pain  can 
be  usefully  supplemented  by 
neural  blockage  of  nociceptor 
pathways.  In  cancer  patients, 
attempts  have  been  made  to 
prolong  the  duration  of  nerve 
blocks  (limited  to  8-12  hours 
when  a local  anesthestic  agent  is 


t present, 
sympathetic  nerve 
blocks,  celiac  plexus 
blocks,  and  epidural 
blocks  are  useful 
techniques  of  neural 
blockade  to 
temporarily  control 
cancer  pain,  y 

used)  by  injecting  a neurolytic 
agent,  such  as  alcohol  or  phenol, 
which  causes  destruction  of  nerve 
structures.  Early  literature  on  pain 
is  full  of  descriptive  reports 
extolling  the  great  usefullness  of 
nerve  blocks  in  controlling  all 
pain  syndromes,  including  cancer 
pain.'"*  However,  the  majority  of 
these  reports  have  not  withstood 
the  test  of  controlled  research  and 
have  somewhat  fallen  out  of  use. 
More  so,  the  use  of  many 
neurolytic  nerve  blocks  has  been 
discontinued,  as  the  painful 
consequences  of  nerve  damage 
and  subsequent  denervation 
syndromes  have  been  recognized. 
At  present,  sympathetic  nerve 
blocks,  celiac  plexus  blocks,  and 
epidural  blocks  have  been  able  to 
pass  the  test  of  time  and  clinical 
experience  as  useful  techniques 
of  neural  blockade  to  temporarily 
control  cancer  pain,  either  by 
using  anesthetic  solutions  or  — 
in  selective  cases  — neurolytic 
solutions.'®’ 

C.  Psychologic-behavioral 
treatment.  Finally,  upon  entering 
Stage  2 of  the  disease  process, 
the  potential  usefulness  of 
psychologic-behavioral  treatment 
to  reduce  the  pain  and  distress 
experience  becomes  even  more 
significant.  In  general, 
psychologic-behavioral  treatment 
during  State  2 involves 
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continuation  of  those  techniques 
already  employed  during  Stage  1 , 
in  concert  with  increase  in  more 
aggressive  pharmacologic  pain 
control  at  the  systemic  and 
regional  levels.  Particular 
emphasis  should  be  given  to 
titration  of  patients’  behavioral 
activity  schedule  in  keeping  with 
the  need  to  maximize  activity 
levels  and  the  reality  that 
analgesic  interventions  result  in 
some  reduction  in  behavior  and 
loss  of  function.  A marked  focus 
on  increasing  pleasurable 
activities  on  a daily  basis  and  on 
maintaining  self-control  and 
ability  to  manage  pain  and 
distress  effectively  is  quite 
important  to  offset  the  escalation 
typically  observed  in  mood 
disturbances  during  Stage  2.  Also, 
as  Stage  2 progresses,  attention 
should  be  more  directly  given  to 
potential  death  and  dying  issues 
inherent  in  such  progression. 

Stage  3 

The  terminal  phase  of  cancer 
disease  is  reached  when  a 
patient’s  life  expectancy  is  no 
greater  than  a few  months.  At  this 
stage,  usually  the  oncologic 
treatment  is  discontinued,  while 
all  the  supportive  and  analgesic 
modalities  already  in  use  during 
Stage  2 must  be  reassessed  and 
readjusted.  Routes  and  choices 
for  analgesic  drug  therapy  must 
be  adapted  to  the  needs  of  Stage 
3 terminal  patients,  given  proper 
consideration  to  nociceptive 
mechanisms  and  psychologic 
factors.  If  nausea  and  vomiting 
become  prominent,  certain 
opiates,  such  as  Numorphan  and 
morphine,  are  available  for  rectal 
usage  and  may  be  quite  useful  in 
patients  with  gastrointestinal 
obstructions,  limited  venous 
access,  and  reduced  muscular 
mass.  IM  and  IV  routes  may  be 
considered,  keeping  in  mind  that 
such  routes  inevitably  accelerate 
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the  drug  tolerance  and  physical 
dependence  processes.  Aspirin, 
NSAIDs,  and  Hydroxyzine  HCl 
have  been  shown  to  significantly 
potentiate  the  analgesic  effects  of 
opiates  and  opioids.  For  example, 
in  a double-blind,  crossover 
study,  Breckner  and  Gantz  have 
demonstrated  that  the 
combination  of  ibuprofen  with 
methadone  significantly  increased 
the  analgesic  potency  of  the  same 
dose  of  methadone,  mostly  in 
patients  with  bone  metastases.’^ 
Brompton’s  mixtures  are  popular 
for  pain  control  in  terminal 
cancer  patients:  however,  a 
double-blind  comparison  of 
morphine  solution  vs.  morphine 
in  the  Brompton’s  mixture  has 
shown  no  difference  in  analgesic 
potency  and  side  effects.'® 
Continuous  epidural  infusions  of 
an  anesthetic  agent  may  be  useful 
in  patients  with  severe  metastatic 
pain  in  the  lower  spine  and 
limbs.  The  main  advantage  is  that 
the  resultant  analgesia  is  not 
cross-tolerant  with  central 
analgesic  drugs,  thus  allowing 
some  reduction  in  dosages  of 
opiate  medication. 

In  the  unfortunate  case  where 
conservative  drug  therapy  and 
block  therapy  are  not  longer 
effective  and  the  painful 
experience  is  not  controlled  by 
the  patient’s  capability  of 
managing  himself  or  herself, 
several  neural-ablative  surgical 
procedures  are  presently 
available.  All  of  them  result  in 
destruction  of  nerve  fibers  and 
structures  and  have  clinical 
indication  only  in  patients  with 
short  life  expectancy,  before 
painful  complications  from 
iatrogenic  nerve  damage  can 
develop.  Cordotomy  remains  the 
most  useful  and  well  documented 
approach.  New  surgical 
techniques  include  radio 
frequency  lesions  in  the  dorsal 


horn  of  the  spinal  cord, 
hypophysectomy,  and  implants  of 
various  electrical  devices  for 
stimulation  of  certain  pain- 
suppressive  areas  of  the  central 
nervous  system. 

During  the  end  stage  of  cancer 
disease,  psychologic-behavioral 
strategies  should  be  focused  on 
helping  the  patient  and  family  to 
intellectually  and  emotionally 
reconcile  the  inevitability  of  death 
and  the  quality  of  living  for  the 
terminal  patient.  Behavioral 
activity  management  should 
center  around  stabilization  of 
routine  and  assisting  the  patient 
in  taking  care  of  those  activities 
in  preparation  for  death.  Such 
management  can  significantly 
reduce  stress  and  mood 
disturbances  which  exacerbate 
the  general  level  of  suffering. 
Increased  attention  to  the  grief 
process  of  family  members 
through  individual  and  group 
intervention  may  be  necessary 
and  useful  to  offset  suffering  in 
patients,  who  are  quite  often  very 
concerned  and  distressed  about 
family  grief. 

Closing  Remeurks 

With  cancer  patients,  control  of 
neuroplastic  growth  should  be 
matched  by  equally  vital  control 
of  pain,  so  that  the  patient’s 
overall  physical,  emotional,  and 
social  functioning  is  protected  as 
much  as  possible.  Every  effort 
should  be  made  to  maintain  the 
patient’s  capability  to  endure  and 
to  cope.  There  is  greater  need  for 
more  of  an  integrated  approach  to 
total  patient  management 
strategies.  Without  it,  cancer 
patients  often  experience 
emotional  and  social  “death”  long 
before  the  biologic  end  occurs. 

For  many  cancer  patients,  an 
integrated  management  approach 
can  best  be  accomplished 
through  interdisciplinary,  goal- 
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oriented  health  care,  such  as  that 
offered  in  accredited,  quality  pain 
control  rehabilitation  facilities  in 
the  United  States. 
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Re-introduce  The  Oldest 


Advance  In  Medicines. 


It’s  called  talking.  Right  or  wrong,  many  older  people  today 
feel  that  doctors  just  don’t  spend  as  much  time  talking 
with  their  patients  as  they  used  to.  Things  seem  more 
rushed  and  hurried. 

But  talking,  especially  about  medicines,  is  more  important 
than  ever  before.  Your  older  patients  may  be  taking  several 
different  medicines  and  seeing  more  than  one  doctor.  And 
many  older  people  are  treating  themselves  with  over-the- 
counter  drugs. 

Unfortunately,  an  older  person’s  response  to  medicines  is 
less  predictable  than  a younger  person’s.  They  can  experience 
altered  drug  actions  and  adverse  drug  reactions. 

So,  if  they  don’t  tell  you  first,  ask  them  what  they’re  taking 
and  if  the  medicines  are  causing  any  problems.  Take  a 
complete  medications  history  including  both  prescription 
and  non-prescription  medicines. 


Make  it  a point  to  tell  them  what  they  need  to  know  — the 
medicine’s  name,  how  and  when  to  take  it,  precautions,  and 
possible  side  effects.  Give  them  written  or  printed  information 
they  can  take  home,  and  encourage  them  to  write  down 
what  you  tell  them. 

Good,  clear  communication  about  medicines  can  increase 
compliance,  prevent  problems,  and  lead  to  better  health. 

So  re-introduce  the  oldest  advance  in  medicines.  Make 
talking  a crucial  part  of  your  practice.  It  isn’t  a thing  of  the 
past.  It’s  the  way  to  a healthier  future. 


Before  they  take  it, 
talk  about  it. 

^ National  Council  on 

Patient  Information  and  Education. 


666  Eleventh  St.  N.W.  Suite  810 
Washington,  D.C.  20001 
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PHYSICIAN  WANTED 

Suburban  Atlanta  — Partner  needed 
for  a highly  regarded,  board  certified 
Obstetrician-Gynecologist.  Well- 
equipped  office  is  located  minutes 
from  the  community  hospital.  The 
hospital  features  state-of-the-art 
equipment  and  lasar  capabilities. 
Negotiable  six-figure  salary  is  offered 
with  productivity  bonus,  paid 
malpractice,  and  a comprehensive 
benefits  package.  Enjoy  southern 
living  with  a metropolitan  flavor.  For 
more  information  call  Scott  Toth  1- 
800-327-1585  or  305-271-9213  in 
Florida. 

The  Pain  Control  and  Rehabilitation 
Institute  of  Georgia  is  currently 
offering  a full-time  entry  level  position 
for  a staff  physician.  Requirements 
include  an  M.D.  degree,  some 
experience  or  training  with  chronic 
pain  patients,  Georgia  license  or 
eligibility,  and  board  certification  or 
eligibility  in  one  of  the  following; 
anesthesiology,  family  practice. 


PM&R,  internal  medicine, 
occupational  medicine,  or  neurology. 
Duties  will  include  the  general 
practice  of  pain  medicine  and 
rehabilitation  and  involve  working 
with  an  internationally  renowned 
team  of  health  care  professionals 
(providing  direct  patient  care  for 
chronic  pain  patients).  The  Pain 
Control  and  Rehabilitation  Institute  of 
Georgia  is  a well  established  and 
CARF-certified  comprehensive  chronic 
pain  rehabilitation  facility,  which  is 
ideally  located  in  the  metropolitan 
Atlanta,  Georgia,  area.  The  position 
offers  a real  opportunity  for 
professional  development,  with  a 
competitive  salary  and  excellent 
fringe  benefits.  The  position  is 
available  effective  July  1,  1989,  with 
applications  accepted  until  the 
position  is  filled.  To  apply,  send  a 
cover  letter,  CV,  and  three  letters  of 
reference  to  Steven  F.  Brena,  M.D., 
Chairman  of  the  Board,  Pain  Control 
and  Rehabilitation  Institute  of 
Georgia,  350  Winn  Way,  Decatur,  GA 
30030.  Inquiries  about  the  position 


can  be  made  in  writing  or  by  calling 
404-297-1400. 

Georgia  Medical  Care  Foundation  is 

seeking  a board  certified  practicing 
general  internist  for  Associate  Medical 
Director-Quality  Interventions  10-12 
hours/week.  Contact  Ralph  A. 

Murphy,  M.D.,  Medical  Director, 

GMCF,  4 Executive  Pk.  Dr.,  Ste.  1300, 
Atlanta,  GA  30329,  404-982-0411. 

Part-time  physician  needed  for 
Atlanta  area  physician’s  office. 

Practice  limited  to  the  medical 
management  of  obesity.  Prefer  a 
semi-retired  or  retired  non-smoker. 

Call  J.T.  Cooper,  M.D.,  (952-7681)  for 
further  information. 

SERVICES 

$5,000-$60,000  Unsecured  Signature 

Loans  For  Physicians.  Use  for  any  need 
including  taxes,  debt  consolidation,  tu- 
ition, relocation,  investments,  etc.  No 
points  or  fees.  Competitive  rates.  Level 
payments  up  to  6 years.  Call  1-800-331- 
4952,  MediVersal  Dept.  114. 


Donate  to  Your 
Medfcol  Scfiool 
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VASOTEC 


(ENALAPRIL  MALEATE I MSD) 

VASOTEC  is  available  in  2,5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC®  (Enalapril  Maleate,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema:  Angioedema  of  the  tace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patientstreatedwithACEinhibitors,includingVASOTEC.Insuchcases,VASOTECshouldbepromptlydiscontinuedandthe 
patient  carefully  observed  until  the  swelling  disappears.  In  instances  where  swelling  has  been  contined  to  the  faceand  lips, 
me  condition  has  generally  resolved  without  treatment  although  antihistamines  have  been  useful  in  relieving  symptoms, 
Angioedema  associated  with  laryngeal  edema  may  be  fatal.  Where  there  is  invoivemeni  of  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g.,  subcutaneous  epinephrine  solution 
1:1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone,  Eleart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  of  therapy  for  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed:  caution  should  be  observed  when  initiating  therapy.  (See  DOSAGE  AND  ADMINISTRATION.)  Patients  at 
risk  for  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics:  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  of  any  etiology.  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  in  patients  at  risk  for  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments,  (See  PRECAOtlONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS.) In  patients  at  risk  for  excessive  hypotension,  therapy  shouid  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  for  the  first  two  weeks  of  treatment  and  whenever  the  dose  of  enalapril 
and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accirJent 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  it  necessary,  receive  an  intrave- 
nous infusion  of  normal  saline.  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  ot  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized.  If  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant  diuretic  may  be  necessary. 
Neutropenia/Agranuiocytosis:  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment  especially  It  they 
also  have  a collagen  vascular  disease.  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to  snow  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates.  Foreign  marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded.  Periodic  monitoring  ot  white  blood  cell 
counts  in  pafients  with  collagen  vascular  disease  and  renal  disease  should  be  considered. 

Precautions:  General:  Impaired  Renal  Function:  As  a consequence  of  inhibifing  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals. In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  of  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  anrt/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death. 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients.  These  increases  were  almost  always  reversible  upon 
discontinuation  of  enalapril  and/or  diuretic  therapy.  In  such  patients,  renal  function  should  be  monitored  during  the  lirst 
few  weeks  of  therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment.  Dosage  reduc- 
tion and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  required. 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia:  Elevated  serum  potassium  (>  5.7  mEq/L)  was  observed  in  approximately  1%  of  hypertensive  patients  in 
cfinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy.  Hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0,28%  of  hypertensive  patients.  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3.8%  ot  patients,  but  was  not  a cause  tor  discontinuation. 

Risk  factors  for  the  deveiopment  of  hyperkalemia  include  renal  insufficiency  diabetes  mellitus,  and  the  concomitant  use 
of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  if  at  all,  with  VASOTEC.  (See  Drug  Interactions.) 

SurgerylAnesthesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  fo  compensatory  renin  release.  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion. 

Inlormation  lor  Patients: 

Angioedema:  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  ot  enalapril. 
Pafients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
of  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension:  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  first  tew  days  of  therapy.  If 
acfual  syncope  occurs,  the  patients  should  be  tola  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 
pressure  because  of  reduction  in  fluid  volume.  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may  also 
lead  to  a fall  in  blood  pressure;  patients  should  be  advised  to  consult  with  the  physician. 

-Hyperkaiemia:  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician. 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e.g,,  sore  throat,  fever)  which  may  be 
a sign  of  neutropenia 

NOTE;  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted.  This  information  is 
intended  to  aid  in  the  safe  and  effecfive  use  of  this  medication.  K is  not  a disclosure  of  all  possible  adverse  or  intended 
effects. 

Drug  Interactions. 

Hypotension:  Patients  on  Diuretic  Therapy:  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  of  therapy  with 
enalapril.  The  possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  of  treatment  with  enalapril.  If  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an 
additional  hour.  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release:  The  antihypertensive  effect  of  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g.,  diuretics). 

Other  Cardiovascular  Agents:  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  significant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium:  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics.  Potas- 
sium-sparing diuretics  (e  g.,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium.  Therefore,  if  concomitant  use  of  these 
agents  is  indicated  because  ot  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monilor- 
V/?S0TEC^^  potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 

Lithium:  A few  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  of  both  drugs.  Although  a causal  relationsnip  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  frequently. 

Pregnancy-  Category  C:  There  was  no  tetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enalapril 
(333  times  the  maximum  human  dose),  Fetotoxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  of  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline,  Enalapril  was 
not  teratogenic  in  rabbits.  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  ot  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  of  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  tim,es  the  maximum  human  dose). 


Radioactivity  was  found  to  cross  the  placenta  following  administration  of  labeled  enalapril  to  pregnant  hamsters. 

There  are  no  adequate  and  well-controlled  studies  of  enalapril  in  pregnant  women.  However,  data  are  available  that  show 
enalapril  crosses  the  human  placenta.  Because  the  risk  of  fetal  toxicity  with  the  use  of  ACE  inhibitors  has  not  been  clearly 
defined,  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the 
potential  risk  to  the  fetus. 

Postmarketing  experience  with  all  ACE  inhibitors  thus  far  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  tirst  trimester  of  pregnancy  has  not  been  reported  to  affect  fetal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ot  pregnancy  has  been  associated  with  fetal  and  neonatal  morbidity 
and  mortality. 

Vtfhen  ACE  inhibitors  are  used  during  the  later  stages  ot  pregnancy,  there  have  been  reports  ot  hypotension  and  decreased 
renal  perfusion  in  the  newborn.  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  representing 
decreased  renal  function  in  the  fetus,  infants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed  for  hypoten- 
sion, oliguria,  and  hyperkalemia.  If  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood  pressure  and 
renal  perfusion  with  the  administration  ot  fluids  and  pressors  as  appropriate.  Problems  associated  with  prematurity  such 
as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  of  aCE  inhibitors,  but  it  is  not  clear  whether 
they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity. 

Nursing  Mothers:  Milk  in  lactating  rats  contains  radioactivity  following  administration  ot  mC  enalapril  maleate.  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk.  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

Adverse  Reactions:  VASOTEC  has  been  evaluated  for  safety  in  more  than  10,000  patients,  including  over  1000 
patients  treated  tor  one  year  or  more,  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  2987  patients. 

HYPERTENSION:  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were;  headache  (5,2%),  dizziness 
(4  3%),  and  fatigue  (3%), 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were:  diarrhea  (1.4%),  nausea  (1,4%),  rasn  (1,4%),  cough  (1.3%),  orthostatic  effects  (1.2%),  and  asthenia  (1.1%). 
HEART  FAILURE:  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were:  dizzi- 
ness (79%),  hypotension  (6,7%),  orthostatic  effects  (2,2%),  syncope  (2.2%),  cough  (2,2%),  chest  pain  (2.1%),  and 
diarrhea  (2.1%), 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were:  fatigue  (T8%),  headache  (1.8%),  abdominal  pain  (1,6%),  asthenia  (1.6%),  orthostatic  hypo- 
tension (1,6%),  vertigo  (1.6%),  angina  pectoris  (1.5%),  nausea  (1.3%),  vomiting  (1.3%),  bronchitis  (1.3%),  dyspnea 
(1.3%),  urinary  tract  infection  (1,3%),  rash  (1,3%),  and  myocardial  infarction  (1.2%), 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0.5%  to  1%  of  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ot  decreasing  severity  within  each 
category. 

Cardiovascular:  Cardiac  arrest:  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension):  cardiac  arrest:  pulmonary  embolism  anri  infarction; 
rhythm  disturbances:  atrial  fibrillation,  palpitation. 

Digestive:  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis. 
Nervous/Psychialric:  Depression,  confusion,  afaxia,  somnolence,  insomnia,  nervousness,  paresthesia. 

Urogenilal:  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION). 
Respiratory:  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  infection. 

Skin:  Herpes  zoster,  pruritus,  alopecia,  flushing,  phofosensitivify 

Other:  Vasculitis,  muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus, 

A symptom  complex  has  been  reported  which  may  include  fever,  myalgia,  and  arthralgia;  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present.  Rash  or  other  dermatologic  manifestations  may  occur.  These  symptoms  have  disap- 
peared after  discontinuation  of  therapy, 

Angioedema:  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal.  If  angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS.) 
Hypotension:  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0,5%  of  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy 
in  01%  of  hypertensive  patients.  In  heart  failure  patients,  hypotension  occurred  in  6,7%  and  syncope  occurred  in  2.2% 
ot  patients.  Hypotension  or  syncope  was  a cause  tor  discontinuation  of  therapy  in  1.9%  of  patients  with  heart  failure. 
(See  WARNINGS.) 

Clinical  Laboratory  Test  Findings: 

Serum  Electrolytes:  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen:  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0,2%  of  patients  with  essential  hypertension 
treated  with  VASOTEC  alone.  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS.)  In  patients  with  neart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  of 
VASOteC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ot  patients.  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  for  discontinuation  in  1.2%  ot  patients. 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ot  approximately  0,3  g % 
and  1,0  vol  %,  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  of  clinical  importance  unless  another  cause  of  anemia  coexisfs.  In  clinical  trials,  less  than  0.1%  of  pafients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown):  In  marketing  experience,  rare  cases  ot  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported. 

Liver  Function  Tests- Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred. 

Dosage  and  Administration:  Hypertension.  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  of  VASOTEC.  The  diuretic  should,  it  possible,  be  discon- 
tinued tor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ot  hypotension.  (See 
WARNINGS.)  If  the  patient  s blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed. 

If  the  diuretic  cannot  be  discontinued,  an  initial  dose  ot  2,5  mg  should  be  used  under  medical  supervision  lor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour,  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day.  Dosage  should  be  adjusted  according  to 
blood  pressure  response.  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses.  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  diminish  toward  the  end  of  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  If  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added. 

Concomitant  administration  ot  VASOTEC  with  potassium  supplements^  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  of  serum  potassium  (see  PRECAUTIONS). 

Dosage  AdiustmenI  in  Hypertensive  Patients  with  Renal  Impairment:  The  usual  dose  ot  enalapril  is  recommended  for 
patients  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  of  up  to  approximately  3 mg/dL).  For  patients  with 
creatinine  clearance  «30  mL/min  (serum  creatinine  »3  mg/dL),  the  tirst  dose  is  2 5 mg  once  daily.  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily. 

Heart  Failure:  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starting  dose  is 
2,5  mg  once  or  twice  daily.  After  the  initial  dose  ot  VASOtEC,  the  patient  should  be  observed  under  medical  supervision 
lor  at  least  two  hours  ana  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour.  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions.)  If  possible,  the  dose  of  the  diuretic  should  be  reduced,  which  may  diminish  the  likelihood 
of  hypotension.  The  appearance  of  hypotension  after  the  initial  dose  of  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  lollowinp  effective  management  of  the  hypotension.  The  usual  therapeutic  dosing  range  tor 
the  treatment  of  heart  failure  is  5 to  2[)mg  daily  given  in  two  divided  doses.  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  effective  in  a conirolleo  sludy,l)ut  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing.  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV),  patients  were 
treated  with  2.5  to  40  mg  per  day  of  VASOTEC,  almost  always  administered  in  two  divided  doses.  (See  CLINICAL  PHAR- 
MAC()LOGY,  Pharmacodynamics  and  Clinical  Ellects.)  Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response,  (See  WARNINGS.) 

Dosage  AdiustmenI  In  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia:  In  heart  failure  patients  with 
hyponatremia  serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1.6  mg/dL,  therapy  should  be  initialed  at  2.5  rng 
daily  under  close  medical  supervision,  (See  DOSAGE  AND  ADMINISTRATION.  Heart  Failure,  WARNINGS,  and  PRE^ 
CAUTIONS,  Drug  Interactions.)  The  dose  may  be  increased  to  2,5  mg  b i d.,  then  5 mg  b.i  d,  and  higher 
as  needed,  usually  at  intervals  of  lour  days  or  more,  if  at  the  lime  of  dosage  adjustment  there  is  not  MSD 
excessive  hypotension  or  significant  deterioration  of  renal  function.  The  maximum  daily  dose  is  40  mg. 
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An  insurance  company 
that  takes  your  interests 

to  heart: 


MAG  Mutual 

makes  the  difference. 


As  a physician, 
you’re  used  to  listening,  getting  to  the  heart 
of  the  matter,  then  putting  the  interests  of 
your  patients  first. 

So,  it  is  appropriate  that  a group  of 
physicians  would  put  together  a liability 
insurance  company  that  takes  the  interests 
of  Georgia  physicians  to  heart. 

That’s  just  how  MAG  Mutual  works. 
We’re  physician  owned  and  that  means  our 
insurance  and  services  are  directed  by  physi- 
cians like  yourself  concerned  with  curbing 
rising  rates  and  committed  to  changing 
Georgia’s  professional  liability  climate 
through  legislative  reform. 

We’re  also  flexible.  We  listen  and  respond 
by  providing  the  finest  service  and  best 
coverage  available  in  a wide  range  of  pro- 
grams so  you  can  choose  the  one  most  appro- 
priate to  your  insurance  needs.  From  tailor- 
made  insurance,  to  prior  acts  coverage,  to 
reporting  endorsement  options,  we  contin- 
ually refine  and  develop  programs  in 
response  to  your  input. 


And  we’re  competi- 
tive. We  offer  a wide  variety  of 
premium  discounts  such  as  our  Loss 
Excellence  Appreciation  Discount  (LEAD) 
and  our  Loss  Prevention  program  to  help  you 
keep  your  cost  of  insurance  down. 

Most  importantly  of  all,  we’re  specialists. 
We’re  attuned  to  the  Georgia  medical  profes- 
sion and  all  the  considerations  that  commit- 
ment entails.  Erom  our  service-oriented  staff 
to  our  flexible  insurance  programs,  we’re 
always  here  for  you. 

Let’s  face  it.  You  put  your  heart  into 
your  profession  because  you  know 
you  can  make  a differ- 
ence. At  MAG 
Mutual,  we  take 
your  interests 
to  heart 
because  we 
want  to  make 

the  difference  for  you.  For  more  informa- 
tion or  an  application,  call 
(404)  842-5600  or  1-800-282-4882. 


muTum 

MAG  MUTUAL  INSURANCE  COMPANY 

Eight  Piedmont  Center,  Suite  600  3525  Piedmont  Road  Atlanta,  Georgia  30305-1533  (404)  842-5600 
Mailing  Address;  Post  Office  Box  52979  Atlanta,  Georgia  30355-0979  1-800-282-4882 
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Sherman  & Son  Development  Corp.  is  pleased  to  announce  its  expansion  into 
the  Atlanta  Market,  specializing  in  the  design  and  construction  of 
state-of-the-art  total  medical  care  centers. 

As  well  capitalized  developers  and  construction  engineers  - since  1939  - 
Sherman  & Son  invites  inquiries  from  physicians 
seeking  state-of-the-art  facilities. 


SHERMAN  & SON 


.BUILDERS  AND  ENGINEERS  SINCE  1939 
77  East  Andrews  Drive,  N.W. 
Atlanta,  Georgia  30305 
(404)  233-2991 


PRACTICE  FOR  A LIVING... 

DON’T  LIVE  TO  PRACTICE! 

AFTCO  realizes  that  many  doctors,  in  spite  of  increasing  producti- 
vity, are  simply  not  enjoying  the  economic  rewards  and  beneHts 
they  believed  they  would  enjoy  as  ’’doctors.”  The  practice  dominates 
their  lives  and  they  soon  tind  themselves  ’living  to  practice”  instead  of 
”practicing  for  a living.” 


Your  practice  should  not  dominate  your  life;  it  should  provide 
satisfaction,  not  stress.  AFTCO’s  Pre-Sale  Program  was  designed 
to  allow  the  doctor  to  decrease  clinical  and  administrative 
responsibilities  and  continue  to  enjoy  a good  income.  You 
can  have  the  time  to  improve  your  ’’Quality  of  Life”  now, 
rather  than  at  some  undefined  future  retirement  date. 

Take  the  first  step  towards  improving  your  future  now, 
call  AFTCO  Associates  for  a consultation  today. 


PRACTICE  SALES/MERGERS 
EQUITY  ASSOCIATESfflPS 
PRACTICE  APPRAISALS 
CONTRACT  SERVICES 
RELOCATIONS 
CAREER  ALTERNATIVES 


600  HOUZE  WAY,  SUITE  12-D  • ROSWELL,  GEORGIA  30076 

(404)  992-0924 
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WhyDo 
Ph^idans  Rx)m 
Around  The  US. 
SendKidsTb 


At  the  Ridgeview  Institute,  “progress”  in 
health-care  delivery  has  passed  us  by.  Our 
highly-qualified,  experienced  physicians— 
not  IN^As  or  CPAs— still  call  the  shots. 
Because  Ridgeview  is  still  non-profit,  still  not 
owned  by  any  chain. 

At  Ridgeview  we  haven’t  figured  out  yet  how 
“efficient”  it  is  to  treat  all  our  adolescents  and 
children  on  one  unit.  We  still  believe  that  some 
patients  need  a special  program  for  chemical 
dependence  and  dual  diagnoses.  For  those  with 
conduct  disorders,  we  offer  a highly  structured, 
confrontive  milieu.  W)unger  children  benefit 
from  our  cognitive-behavioral  track.  Older  kids 
gain  more  in  the  insight-oriented  program. 

Because  quality  is  still  our  bottom  line, 
Ridgeview  has  enough  qualified  staff  to  make 
truly  individualized  treatment  a reality.  There 
are  seventeen  full-time  licensed  family 


therapists,  who  are  very  creative  and  skilled  at 
working  with  families  outside  Atlanta.  There 
is  an  on-campus  school— the  equal  of  most 
private  academies— offering  class  sizes  of  6-10. 

Of  course  we  have  made  some  changes. 
You  can  call  a toll-free  number  now— until 
midnight  seven  days  a week— and  consult  a 
Masters-degreed  assessment  specialist.  They’ll 
help  select  the  appropriate  program  and 
attending  physician.  They’ll  assist  your  patient’s 
family  with  everything  from  information  to 
travel  plans. 

The  best  of  the  old,  combined  with  the 
best  of  the  new— that’s  why  the  Ridgeview 
Institute  is  Atianta’s  World-Class  Treatment 
Center  for  children  and  adolescents  as  well  as 
adults.  We’d  love  to  work  with  you  the  next 
time  you  have  a patient  who  needs  something 
a little  bit  old-fashioned. 


Atlanta’s  World-Class  Treatment  Center 
3995  S.  Cobb  Drive  • Smyrna,  GA  30080  • (404)  434-4567  • Toll  Free  1-800-345-9775 
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Elcorrtp...the  best  medical  office 
computer  system  is  now  even 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  ail  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits... 


Your  Authorized  Representative 
of  Elcomp  Products  (R.E.P.)  can 

supply  the  cure  for  your  practice 
management  ailments.  The  treat- 
ment is  singular  and  straightforward 
— to  give  you  hardware,  software, 
training,  and  after-purchase  support 
as  one  package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  your  R.E.R  today— you’ll  never  | 
feel  better. 

IrDataGeneral 

ELBEfTIF’  s^sfans,  hn 

(800)441-8386  In  Georgia  (404)  565-3407 
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lOur 

Practice 

Made 

Perfect 


The  ideal  medical  practice 
would  allow  you  to  concentrate 
more  on  taking  care  of  patients, 
not  taking  care  of  business. 

Practice  Management  Services 
creates  more  time  for  you  by 
streamlining  your  billing  and 
managing  your  accounts 
receivables.  Whether  processing 
bills  and  claims  through  our 
system  or  yours,  we  keep  abreast 
of  all  the  insurance  and  legislative 
changes  and  apply  them  to  your 
best  advantage. 

Since  our  fees  are  based  on  net 
collections,  not  gross  billings,  there 
is  a built-in  incentive  to  maximize 
collection  and  eliminate  errors. 

Call  us  today  to  discuss  how  to 
perfect  your  billings,  collections 
and  human  resource  management. 


PR  AC  TICE 
MANAGEMENT 
SERVICES 


340  West  Ponce  de  Leon 
Decatur,  Georgia  30030 
(404)  377-1883 
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t^s  true  that  diabetes  is  no  longer  the 
grim  diagnosis  it  once  was.  With 
every  new  discovery  and  innovation^ 
the  disease  has  less  power  over  a patient^s 
life.  But  the  really  good  news  is  that  now 
your  patients  with  diabetes  can  get  the 
full  benefit  of  ^// these  irmovations  at  one 
place-our  state-of-the-art 
Diabetes  Medical  Center.  The 
nursing  staff^  diabetic  educa- 

^ m mm  dietitian^  social  workep 

M occupational  therapist  and 
W H physical  therapist  are  specially 
trained  to  provide  these  inno- 
vative treatments.  We  con- 
centrate on  the  lifestyle  and 
livelihood  of  your  patients- 


NOW  YOU 


YOUR  PATIENTS 
THE  0000 


helping  them  take  control 

self- 


DIABETES 


NEWS  ABOUT 

* ^ ™ ■ monitorings  diet  and  exercise. 

We  work  with  you  to  design 
the  treatment  and  education 
program  that^s  right  for  each  individual 
patient.  We  even  offer  our  daily  classes 
to  outpatients  with  individual  instmction 
as  you  require.  And  we  keep  you  abreast 
of  pi^ess  regularly 

The  Diabetes  Medical  Center 
is  supported  by  the  full  resources  of 
DeK^b  Medical  Center.  So  you  can 
count  on  cost-effective  care  and  a highly- 
skilled  professional  staff. 

The  Diabetes  Medical  Center.  The 
good  news  about  diabetes. 

For  patients  and  physicians. 

For  more  informations  call 

297-5397 


DeKalb  Medical  Center 
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Our  Auxiliary  Allies 


Recently,  a congressional 
subcommittee  was 
scheduled  to  vote  on  an  issue 
that  may  dramatically  change  the 
practice  of  medicine  in  the  United 
States  — Expenditure  Targets.  An 
undecided  congressman  on  the 
subcommittee  was  considered  to 
be  the  swing  vote.  The  AMA 
asked  us  to  activate  our  Phone 
Bank  and  even  sent  down 
observers  from  Chicago  to  check 
on  its  effectiveness.  Our  MAG 
Auxiliary  immediately  went  into 
action,  and  Congressman  Ed 
Jenkins  was  deluged  with 
effective  telephone  calls  pointing 
out  that  expenditure  targets  would 
be  the  first  step  toward  rationing 
medical  care  in  the  United  States. 
Although  he  voted  for  us,  the 
committee  as  a whole  voted 
expenditure  targets  out  of 
Subcommittee,  and  the  fight  goes 
on. 

This  is  just  one  example  of  the 
effectiveness  of  our  Auxiliary, 
probably  medicine’s  best 
advocate. 

Last  night  my  wife,  in  her 
capacity  as  Auxiliary  Resident 
Spouse  Liaison  Chairman, 
entertained  a group  of  thirty 
resident  wives  at  our  home  with  a 
Low-country  Boil.  1 was  supposed 


Joe  L Nettles,  M.D. 


to  do  the  cooking  but  could  not 
get  out  of  the  operating  room  in 
time  — but  as  usual,  things  went 
well  anyway. 

Last  week  1 attended  the 
Summer  Board  Meeting  of  the 
MAG  Auxiliary  at  Pine  Isle.  1 heard 
Immediate  Past  President  Jan 
Collins  report  on  the  myriad 
activities  of  the  past  year, 
including  the  adolescent  health 
program,  the  Healthy  Lifestyles 
campaign,  and  the  marvelous, 

“It’s  Up  To  Youth”  Teen  Health 
Forum.  1 then  watched  Grace 
Walden  lead  the  planning  for  this 
years’  Auxiliary  activities  — a 
truly  ambitious  undertaking. 

In  Georgia,  we  have  2,400 
spouses  who  are  ordained  as 
our  Auxiliary;  nationwide  we  have 
80,000. 

Just  as  1 was  too  busy  in  the 
operating  room,  the  physicians  of 
the  country  may  not  always  have 
the  necessary  time  to  devote  to 
needed  activities,  but  our 
auxiliary  can  be  depended  on  to 
assist  us  in  our  effort  to  take  care 
of  the  patients  of  this  nation. 

We  thank  you,  Auxilians. 
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NEW  MEMBERS 

Blackwelder,  Reid  B.,  Family 
Practice  — Walker-Catoosa- 
Dade  — (Active  Nl)  P.O.  Box 
963,  Trenton  30752 
Burton,  Norris  R.,  Family  Practice 
— Ben  Hill-lrvvdn  — (Active  N2) 
P.O.  Box  929,  Apollo  Dr., 
Fitzgerald  31750 

Cabral,  Justo  F.,  Family  Practice 
— South  Georgia  — (Active) 

103  Woodrow  Wilson  Dr., 
Valdosta  31602 
Copeland,  Jack  L.,  Internal 
Medicine  — Colquitt  — 

(Active)  #9  Hospital  Pk., 
Moultrie  31768 

Cowles,  Robert  S.,  Urology  — 
Crawford  W.  Long  — (Active) 
1010  Prince  Ave.,  Athens  30606 
Cox,  Brian  G.,  Nephrology/Internal 
Medicine  — Richmond  — 
(Active)  1009  Medical  Center 
Dr.,  Augusta  30907 
Farman,  Douglas  P.,  Pulmonary 
Diseases  — Richmond  — 
(Active)  820  St.  Sebastian  Way, 
Ste.  2-B,  Augusta  30902 
Freedman,  Allan,  Hematology/ 
Oncology  — DeKalb  — (Active) 
2151  Fountain  Dr.,  Ste.  304, 
Snellville  30278 

Gulley,  Sharon  G.,  Gynecology  — 
MAA — (Active)  3193  Howell 
Mill  Rd.,  Ste.  317,  Atlanta  30327 
Gussack,  Gerald  S.  Otolaryngology 
— MAA  — (Active)  1365  Clifton 
Rd.,  N.W.,  Atlanta  30322 
Hall,  Vaughan  D.,  Family  Practice 
— Elbert  — (Active  N2)  33 
Chestnut  St.,  Elberton  30635 
Howell,  Elizabeth  F.  Psychiatry  — 
MAA  — (Active)  1365  Clifton 
Rd.,  N.E.,  Atlanta  30322 
Johnson,  Alice  O.,  Internal 
Medicine/Gastroenterology  — 
MM  — (Service)  1 593  Mason 
Mill  Rd.,  N.E.,  Atlanta  30329 


Kegel,  Jennifer  L.  — MM  — 
(Student)  1529  Farnell  Court, 
Apt.  1 , Decatur  30033 
Laverson,  Steve,  General  Surgery 
— Bibb  — (Resident)  777 
Hemlock  St.,  Hospital  Box  140, 
Macon  31208 

Lawson,  David  H.,  Medical 
Oncology  — MM  — (Active) 
1327  Clifton  Rd.,  N.E.,  Atlanta 
30322 

Lynch,  Mary  G.,  Ophthalmology 
— MM  — (Active)  1327  Clifton 
Rd.,  N.E.,  Atlanta  30322 
Major,  Grant  R.,  General  Surgery 
— Troup  — (Active  N2)  303 


Smith  St.,  La  Grange  30240 
Marchetti,  Anthony  J.,  Critical 
Care  & Internal  Medicine  — 
Richmond  — (Active)  1220 
George  C.  Wilson  Dr.,  P.O.  Box 
3726,  Augusta  30912-3726 
Patrick,  Laura  E.,  Pediatric 
Radiology  — MM  — (Active 
N2)  1405  Clifton  Rd.,  N.E., 
Atlanta  30322 

Phillips,  Keith  M.,  Allergy  & 
Immunology/Pediatrics  — MM 
— (Active)  2063  Deborah  Dr., 
N.E.,  Atlanta  30345 
Rowley,  F.  Lawrence,  Psychiatry 
— MM  — (Service)  878 


At  the  June  meeting  of  the  American  Medical  Association  in  Chicago,  Alan  Nelson, 
M.D.,  President-Elect  of  the  AMA,  addresses  issues  in  Reference  Committee  F.  Ellis 
B.  Keener,  a neurosurgeon  from  Gainesville,  waits  his  turn  to  speak. 
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Peachtree  St.,  N.E.,  Atlanta 
30309 

Smith,  William  Stuart,  Cardiology 
— Richmond  — (Active)  3614 
J.  Dewey  Gray  Cir.,  Augusta 
30909 

Talley,  Roy  L.,  Anesthesiology  — 
DeKalb  — (Active)  755 
Commerce  Dr.,  Ste.  413, 

Decatur  30030 
Thrower,  Harvey  Carlton, 
Diagnostic  Radiology  — 
Spalding  — (Active)  P.O.  Box 
965,  Griffin  30224 
Weaver,  David  R.  General  Surgery 
— Muscogee  — (Resident)  P.O. 
Box  951,  Columbus  31994-2299 
Wolpert,  James  J.,  Pediatric 
Urology  — MAA  — (Active  N2) 
1901  Century  Blvd.,  N.E.,  Ste. 


Dr.  Jeff  Nugent  (R)  receives  the  Arthritis  Foundation’s  National  Volunteer  Serv- 
ice award  from  Larry  Daniel,  Southeastern  area  VP. 


14,  Atlanta  30345 


PERSONALS 

Bibb  CMS 

Milford  B.  Hatcher,  M.D.,  a sur- 
geon from  Macon,  received  the 
honorary  Doctor  of  Science  degree 
at  the  fourth  commencement  ex- 
ercises of  the  Mercer  University 
School  of  Medicine  (MUSM)  last 
June. 

The  Emeritus  Chairman  of  the 
Department  of  Surgery  and  a pro- 
fessor at  MUSM,  Dr.  Hatcher  began 
practicing  general  surgery  in  Ma- 
con in  1939.  From  April,  1982,  to 
July  1,  1986,  he  headed  the  de- 
partment of  surgery  at  MUSM  where 
he  supervised  a volunteer  staff  of 
50  surgeons  trained  in  all  surgical 
specialties. 

While  on  the  MUSM  faculty.  Dr. 
Hatcher  was  named  “Physician’s 
Physician”  and  received  the  Ath- 


Shown  here  is  the  AMA ’s  Young  Physician  Section  Governing  Council  (L  to  R): 
Neil  Winston,  Member-at-large;  S.  William  Clark,  III,  Delegate;  George  E.  McGee, 
Immediate  Past  Chairperson;  Leslie  R.  Capin,  Alternate  Delegate;  Richard  M. 
Lauve,  Chairperson;  Robert  M.  Bogin,  Chairperson-Elect;  and  Martin  Guerrero, 
Member-at-large. 
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eromatous  Award  for  “outstanding 
contribution  to  the  school.”  He  has 
been  named  “Alumnus  of  the  Year” 
at  the  Medical  College  of  Georgia. 
He  has  held  numerous  positions  of 
leadership  both  in  medical  affairs 
and  in  many  other  diverse  organi- 
zations, including  the  presidency  of 
the  Medical  Association  of  Georgia. 

Beverly  B.  Sanders,  M.D.,  a der- 
matologist from  Warner  Robins,  was 
named  a member  of  the  state  Work- 
ers Compensation  Medical  Board 
by  Gov.  Joe  Frank  Harris. 


Medical  Association  of  Atlanta. 

Jeffrey  T.  Nugent,  M.D.,  an  or- 
thopedist in  Atlanta,  recently  re- 
ceived the  Arthritis  Foundation’s 
National  Volunteer  Service  Award. 

Dr.  Nugent  is  a member  of  the 
Board  of  Directors  of  the  Arthritis 
Foundation,  Georgia  Chapter.  He 
currently  serves  as  Chairman  of  the 
Chapter’s  Patient  Services  Commit- 
tee and,  in  1987,  he  served  as  Co- 
Chairman  of  the  Foundation’s  Crys- 
tal Ball,  along  with  his  wife.  Dr.  Eliz- 
abeth Nugent. 


Whitfield-Murray  CMS 

Dalton  ophthalmologist  William 
L.  Barnwell,  M.D.,  was  elected 
president  of  the  Georgia  Society  of 
Ophthalmology. 

Dr.  Barnwell  is  a member  of  the 
medical  advisory  board  of  The 
Georgia  Society  To  Prevent  Blind- 
ness, the  Board  of  Directors  of  The 
Oscar  Jonas  Foundation;  vice  pres- 
ident of  the  medical  staff  of  Ham- 
ilton Medical  Center;  and  a Fellow 
of  The  American  Academy  of  Oph- 
thalmology. He  is  also  secretary  of 
the  Seventh  District  Medical  Soci- 
ety. 


ION  NEWS 


Seated  left  to  right:  Dr.  John  Anatalis,  vice  president,  Whitfield-Murray  County 
Medical  Society;  Dr.  William  Blackman,  secretary-treasurer;  Mrs.  Polly  Tal- 
bott, Dr.  Doug  Talbott;  Janet  Lull,  Whitfield-Murray  County  Auxiliary.  Stand- 
ing: Dr.  Robert  A.  Bums,  CMS  president. 


SOCIETIES 

As  one  of  60  county  medical 
societies  in  Georgia,  the 
Whitfield-Murray  County  Medical 
Society  (the  “Society”)  is  one  of 
the  most  active,  with  over  90 
members  representing  almost  all 
the  physicians  in  the  community. 
This  Society  has  been  especially 
busy  under  the  leadership  of  its 
president.  Dr.  Robert  Burns,  a 
general  surgeon  from  Dalton.  A 
description  submitted  by  Dr. 

Burns  of  some  of  the  topics  of 
their  monthly  meetings  follows. 

In  January,  Dr.  William  C. 
Collins,  at  that  time  a candidate 
for  President-Elect  of  the  MAG, 
spoke  to  the  Society  about 
legislative  activities.  Drs.  John 
Antalis,  William  McDaniel,  Wally 
Weeks,  and  Burns  subsequently 
participated  in  the  MAG 
Physicians  Involvement  Program 


during  the  1989  Georgia  General 
Assembly.  Dr.  Bates  Bailey  served 
as  Doctor  of  the  Day  at  the 
Capitol  while  the  legislature  was 
in  Session. 

Dr.  Bob  Bowers  presented  a 
program  on  contract  medicine  in 
February.  As  past  president  of  the 
Hamilton  County  Medical  Society 
in  Chattanooga,  Dr.  Bowers 
helped  initiate  a program  that 
actively  reviews  contracts  for 
physicians.  He  demonstrated  that 
most  contracts  have  serious 
problems  and  that  almost  all 
contracts  are  negotiable.  | 

In  March,  the  Society’s  auxiliary  i 
sponsored  a program  on  the  i 

medical  marriage.  Dr.  Doug 
Talbott  was  the  featured  speaker 
for  what  was  an  interesting  and 
stimulating  meeting. 

The  April  and  May  meetings 
were  devoted  to  developing  a 
public  Statement  on  AIDS.  This 
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statement  Of  The  Whitfield  ■ 
Murray  County  Medical  Society 


AIDS  and  the  transmission  of  the  AIDS  virus  is  a real  concern  of  every  individual  in  our  community.  Information  about 
this  disease  is  easily  misunderstood.  In  an  effort  to  assist  in  educating  the  public  and  in  order  to  allay  community 
members’  fears  about  AIDS,  we,  the  physicians  of  the  Whitfield-Murray  County  Medical  Society,  wish  to  share  the 
following  information. 

AIDS  cannot  be  transmitted  through  casual  contact  such  as  touching  or  hugging,  or  even  by  sharing  the  household 
with  an  infected  person.  AIDS  is  caused  by  a blood-borne  virus  and  cannot  be  transmitted  through  the  air,  water,  or 
sewage.  Community  members,  friends,  family  members,  and  medical  personnel  are  not  at  an  increased  risk  for 
contracting  AIDS  from  contact  with  AIDS  patients  in  the  context  of  routine  daily  care.  Only  by  engaging  in  risk 
behaviors  with  persons  infected  with  the  AIDS  virus  is  there  a danger  of  catching  the  HIV  infection. 

In  the  medical  setting,  standard  protective  precautions  should  always  be  taken  when  there  is  direct  contact  with  a 
person ’s  blood  or  body  fluids. 

AIDS  is  a communicable  disease  which  is  transmitted  by  direct  contact  with  contaminated  body  fluids  in  one  of 
four  ways: 


1.  The  AIDS  virus  (HIV)  is  transmitted  sexually  by  either  heterosexual  or  more  commonly  (in  the  United 
States)  homosexual  activity. 

2. 1.V.  drug  users  transmit  the  AIDS  virus  (HIV)  when  infected  blood  from  one  user  is  injected  into  the  blood 
stream  of  another  user  when  contaminated  needles  are  shared. 

3.  The  AIDS  virus  (HIV)  may  be  transmitted  across  the  placenta  from  the  blood  stream  of  infected  mothers  to 
their  unborn  infants. 

4.  The  AIDS  virus  (HIV)  can  be  transmitted  through  contaminated  blood  products.  This  most  commonly  oc- 
curred from  blood  transfusions  received  before  March  1985,  when  the  routine  testing  of  blood  and  blood  pro- 
ducts for  the  AIDS  virus  had  not  yet  been  established. 

Furthermore  we,  the  physicians  of  the  Whitfield-Murray  County  Medical  Society,  support  and  encourage  all  per- 
sons who  provide  care  for  the  terminally  ill  in  our  community,  including  those  terminally  ill  patients  with  AIDS.  We 
recognize  the  need  for  and  we  support  the  concept  of  a local  home  or  shelter  for  those  terminally  ill  patients  who  are 
unable  to  receive  care  in  their  own  homes.  This  allows  for  quality  medical  care  for  those  patients  and  reduces  the 
tremendous  cost  to  the  community.  Such  an  arrangement  for  AIDS  patients  should  not  put  any  members  of  the  com- 
munity at  risk  for  contracting  AIDS. 

We  have  the  assurance  from  Hamilton  Medical  Center  Hospice  that  the  patients  referred  to  such  a shelter  by  HMC 
Hospice  will  meet  the  following  criteria  for  admission; 

1 . The  referred  patient  must  be: 

a.  Terminally  ill. 

b.  Referred  by  a licensed  physician  from  the  local  area. 

c.  Approved  for  admission  to  HMC  Hospice  by  the  Hospice  Medical  Director. 

d.  Receiving  medical  care  supervised  by  his  local  referring  physician. 

e.  Residing  in  the  three-county  area  covered  by  HMC  Hospice  (Whitfield,  Murray,  and  Gordon  counties.) 

2.  The  referred  patient  will  have  been  determined  by  HMC  Hospice  to  be  homeless,  or  have  no  other  accep- 
table means  of  receiving  proper  care  in  his  home. 

3.  It  is  recognized  that  some  referred  patients  will  have  AIDS  (Acquired  Immune  Deficiency  Syndrome). 

AIDS  is  of  great  concern  to  the  physicians  of  the  Whitfield-Murray  County  Medical  Society.  We  anticipate  that  it 
will  become  a greater  problem  for  our  community  in  the  future.  We  request  of  the  general  public  a response  of 
calm  and  tolerance  toward  this  problem.  And  we  ask  that  people  show  concern,  caring,  and  kindness  for  those 
so  unfortunate  as  to  have  this  disease. 

We  also  want  to  inform  the  public  that  the  Whitfield-Murray  County  Medical  Society  through  our  Committee  on 
AIDS,  and  through  representation  on  the  Northwest  Georgia  Interdisciplinary  AIDS  Task  Force,  will  continue  to 
monitor  any  changes  in  the  disease  of  AIDS  in  our  community. 


The  physicians  of  the  Whitfield-Murray  County  Medical  Society  have  authorized  the 
release  of  this  statement  on  April  25,  1989. 


. 


Robert  A.  Burns,  M.D. 

President,  Whitfield-Murray  County  Medical  Society 
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was  in  response  to  the  negative 
community  reaction  to  a 15-bed 
residence  for  terminally  ill  AIDS 
patients  being  planned  by  a 
monastery  in  Whitfield  County. 

The  Society  released  this 
Statement  to  correct 
misinformation  that  was 
circulating  in  the  community  and 
to  explain  the  need  for  care  of 
terminally  ill  patients.  Dr.  Joy 
Benson,  chairperson  of  the 
Society’s  Committee  on  AIDS, 
provided  an  update  on  AIDS  and 
helped  write  this  important 
Statement. 

The  Society  hosted  the  MAG 
Board  of  Directors  meeting  in 
June.  This  provided  a firsthand 
look  at  some  of  the  inner 
workings  of  the  MAG.  Dr.  William 
Lumpkin  served  as  a Director 
representing  Whitfield-Murray;  Dr. 
William  Barnwell  was  Alternate 
Director. 

In  July,  Dr.  Paul  Bradley 
presented  a program  on  bioethics. 
He  had  recently  formed  an  ethics 
committee  at  one  of  the  hospitals 
there.  He  shared  some  of  the 
fascinating  information  he  had 
gathered  on  this  topic. 

Dr.  James  Blackwell  arranged 
an  informative  series  of  CME 
programs  which  ran  monthly  from 
January  through  April. 

Dr.  Eddie  Marlow  finished  his 
2-year  term  as  president  of  the  7th 
District  Medical  Society.  Dr. 
William  Barnwell  was  elected 
secretary-treasurer  of  the  7th 
District. 

(Ed.  Note:  The  Journal 
encourages  all  county  medical 
societies  to  send  us  information 
about  their  meetings.  This  report 
of  the  activities  of  one  of  our 
county  medical  societies 
represents  a good  example  of  the 
manner  in  which  such  a society 
can  contribute  to  their  profession 
and  community  involvement.) 


DEATHS 

John  Morgan  McGehee,  M.D., 

of  Cedartown,  a retired  physician 
died  of  pneumonia  last  June  in 
Rome.  He  was  81. 

Dr.  McGehee  practiced  surgery 
from  1935  until  his  retirement  in 
1972.  During  World  War  II,  he  served 
in  the  Army  in  England  and  France. 

Dr.  McGehee  graduated  from 
Mercer  University  and  received  his 
medical  degree  from  the  Emory 
University  School  of  Medicine.  He 
was  a member  of  the  International 
College  of  Surgeons  and  the  Amer- 
ican Medical  Association. 

Surviving  are  his  wife,  daughters, 
three  brothers,  three  sisters,  and  six 
grandchildren. 


* * ♦ 

The  more  money  The  Journal  of 
the  Medical  Association  of 
Georgia  makes  out  of  its 
advertisements  the  less  it  costs 
the  State  Association  to  run  the 
paper.  This  means  that  every 
member  of  the  State  Association 
has  an  interest  in  the  advertising 
columns.  If  one  business  firm 
advertises  and  another  does  not, 
partronize  the  one  that  does.  It  is 
money  in  your  pocket.  (Reprinted 
from  1912  issue  of  the  Journal 
and  still  applicable  today.) 


QUOTES 

There  is  a magic  in  the  memory 
of  a schoolboy  friendship.  It 
softens  the  heart,  and  even  affects 
the  nervous  system  of  those  who 
have  no  heart. 

Benjamin  Disraeli 

He  is  a wise  man  who  seeks  by 
every  legitimate  means  to  make 
all  the  money  he  can  honestly,  for 
money  can  do  so  many 
worthwhile  things,  not  merely  for 
one’s  self  but  for  others.  But  he  is 
an  unmitigated  fool  who 
imagines  for  a moment  that  it  is 
more  important  to  “make  the 
money"  than  to  make  it  honestly. 
One  of  the  advantages  of 
possessing  money  is  that  it 
facilitates  the  maintenance  of 
one’s  independence.  The  man 
head-over-heels  in  debt  is  more 
slave  than  independent.  He 
cannot  look  others  straight  in  the 
eye  and  carry  his  head  at  a self- 
respecting  height.  Without  a 
reasonable  sense  of 
independence  there  cannot  be 
experienced  the  most  satisfying 
brand  of  happiness. 

B.C.  Forbes 

To  please,  one  must  make  up  his 
mind  to  be  taught  many  things 
which  he  already  knows,  by 
people  who  do  not  know  them. 
Nicolas  Chamfort 

Wherever  the  art  of  medicine  is 
loved,  there  is  also  love  of 
humanity. 

Hippocrates 

The  fickleness  of  the  woman  1 
love  is  only  equaled  by  the 
infernal  constancy  of  the  women 
who  love  me. 

George  Bernard  Shaw 
The  Philanderer,  11,  1898 
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Justice  Revisited 


The  judge  must  therefore  find 
out  the  will  of  the 
government  from  words  which 
are  chosen  from  common  speech 
and  which  had  better  not  attempt 
to  provide  every  possible 

I contingency Thus  it  is  not 

j enough  for  the  judge  just  to  use  a 
j dictionary.  If  he  should  do  no 
\ more,  he  might  come  out  with  a 
i result  which  every  sensible  man 
i would  recognize  to  be  quite  the 
j opposite  of  what  was  really 
i intended;  which  would  contradict 
i and  leave  unfilled  its  plain 
1 purpose — So  you  will  see  that  a 
|i  judge  is  in  a contradictory 
position;  he  is  pulled  by  two 
\ opposite  forces.  On  the  one  hand 
' he  must  not  enforce  whatever  he 
thinks  best;  he  must  leave  that  to 
I the  common  will  expressed  by 
i the  government.  On  the  other 
' hand,  he  must  try  as  best  he  can 
I to  put  into  concrete  form  what 
that  will  is,  not  by  slavishly 
following  the  words,  but  by  trying 
honestly  to  say  what  was  the 
' underlying  purpose  expressed. . . . 

'■  And  so,  while  it  is  proper  that 
. people  should  find  fault  when 
their  judges  fail,  it  is  only 
reasonable  that  they  should 
recognize  the  difficulties.  Perhaps 
it  is  also  fair  to  ask  that  before 
the  judges  are  blamed  they  shall 
be  given  the  credit  of  having  tried 
I to  do  their  best.  Let  them  be 
severely  brought  to  book,  when 
they  go  wrong,  but  by  those  who 
will  take  the  trouble  to 
' understand. 

Learned  Hand 
Judge  of  the  U.S.  Circuit  Court 
2nd  Court 
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It  has  been  thought  that  the 
purpose  of  punishment  is  to 
reform  the  criminal;  that  it  is  to 
deter  the  criminal  and  others 
from  committing  similar  crimes; 
and  that  it  is  retribution. 

Oliver  Wendell  Holmes,  Jr. 
U.S.  Supreme  Court  Justice 

WE  TALK  this  month  of  justice. 

Of  good  justice  and  bad.  Of 
thoughtful,  creative  and 
meaningful  justice.  Also  of  rigid 
and  punitive  justice.  We  talk  of 
justice  as  vengeance.  The 
beginning  was  back  in  May,  1989, 
this  Editor’s  Corner  of  that  month, 
with  the  recounting  of  a first 
offender  trafficking  in  cocaine. 

His  adventure  started  then.  It 
carries  on  now. 

That  word,  justice,  as  do  so 
many  words  in  our  language, 
brings  to  each  of  us  a variety  of 
meanings.  To  some  it  connotes 
clearly  the  death  by  execution  for 
rape  and  murder  in  this  state  of 
ours.  To  others  it  masquerades  as 
financial  ruin  for  the  philandering 
husband  who  dares  leave  a loving 
wife.  At  times,  justice  comes 
among  us  in  the  form  of  an 
Impaired  Physician’s  Program 
characterized  by  an  understanding 
that  an  errant  physician,  drug 
dependent  and  useless,  can  be 
effectively  brought  back  into  the 
active  practice  of  medicine  rather 
than  condemned  by  a rigid 
judicial  system  to  personal  and 
professional  ruin. 

He  walked  listlessly  into  the 
courtroom.  The  Superior 


Court  room.  The  orange  fatigues, 
the  uniform,  blazed  with  startling 
brightness.  The  identilying 
insignia  on  his  back  seemed  too 
bold:  County  Inmate. 

The  father  stiffened.  The  mother 
seemed  to  shudder.  We  all,  the 
friends,  took  a deep  breath.  And 
so  it  was  that  we  came  to  this 
long  awaited  day.  It  had  been  9 
months  since  the  arrest.  Nine 
months  of  incarceration  with  a 
variety  of  criminals.  Nine  months 
of  waiting  not  for  justice  only  but 
simply  for  justice  to  make  up  its 
mind. 

A short  time  earlier  that 
morning  the  judge  had  arrived. 
Only  a brief  time  span  before  the 
flaming  orange,  escorted  by  the 
deputy,  had  walked  before  us.  A 
proper  man  he  seemed,  friendly 
greetings  to  all.  A clear  and 
helpful  explanation  to  us  who 
were  so  foreign  to  his  world.  So 
calm  and  relaxed,  or  so  he 
seemed  to  us,  in  the  midst  of 
such  shattering  decision  making.  1 
have  thought  of  the  judge  on 
occasion  since  for  so  often  had 
they  observed  of  us,  we 
physicians,  concerning  our 
calmness  in  the  company  of 
tragedy.  So  often,  too,  had  1 
though  in  regards  to  this  apparent 
emotional  control,  this  calmness 
of  ours  — if  you  only  knew. 

But  relaxed  and  comfortable 
this  judge  seemed  for  so 
momentous  an  occasion.  The 
arguments  came  quickly.  The  plea 
for  the  State  explained  the  law. 
Thirty  years  and  $100,000.  Ten 
years  and  $1,000  as  an  irreducible 
minimum.  We  spoke,  testified. 
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those  of  us  who  had  come  to  say 
that  this  child  now  grown  to 
manhood  need  not  be  given  so 
harsh  a penalty.  We  seemed  to 
see  the  child,  the  man,  and  not 
the  grievous  error  of  judgment. 

The  judge,  perhaps,  saw  it  as  we 
did,  but  then  1 thought  of  the 
other  side  of  human  nature  with 
which  he  must  deal.  Of  a sudden 
it  seemed  1 understood  him.  So 
sure  of  himself  he  seemed  to  be. 
So  distant  from  the  human 
tragedy.  So  calm  and  yet  so 
fragile.  “You  are  kidding  us,”  1 
thought. 

We  had  waited  long  enough. 
Nine  months  of  uncertainty.  Of 
unpredictability.  Of  fright.  Of  pure 
terror  in  the  middle  of  the  night. 

He  spoke  then,  he  in  the 
austere,  official  and 
intimidating  black  robe.  “1  can 
only  follow  the  law.  It  tells  me 
what  to  do.”  No  hope  here. 

Locked  into  a mandate  we  found 
ourselves. 

The  verdict  of  one  man  with  the 
law  behind  him  thundered  forth. 
“Ten  years  and  waive  the  $1,000.” 
It  was  1 who  shuddered  now.  The 
mother  sat  firm  and  unmoving. 

She  caught  me  in  an  embrace. 
“Don’t  worry,”  she  said.  “We’ll 
make  it.” 

1 thought  again  back  to  that 
time  a month  or  so  earlier  when 
she  had  told  me  in  the  face  of  my 
unseasoned  admonition  to  her, 
“I’m  not  embarrassed.  1 love  him. 
He’s  my  child.  1 will  never  give 
up!” 

It  was  a silent  ride  home.  He 
had  come  to  be  our  child.  Our 


man.  Had  justice  been  done?  “No 
doubt  about  it,”  I thought.  Was 
the  drug  problem  any  closer  to 
solution?  Clearly  not.  It  seemed 
obvious.  Did  the  judge  decide 
with  only  the  rigid  law  to  comfort 
him  or  was  there  in  the  decision 
some  faint  grasp  of  the  human 
tragedy  involved?  Speculation  only 
here  it  seemed  to  me. 

He  will  be  out  on  parole  in  a 
few  months.  The  nine  months 
already  served  awaiting  the 
meandering  vehicle  of  justice  to 
grind  relentlessly  to  its  conclusion 
will  count  against  the  10  years. 

An  early  pardon  will  shorten  the 
stay.  The  mother,  the  father,  the 
family,  the  friends  all  will  come  to 
grips  with  the  reality  of  it  all.  The 
disappointment,  the 
embarrassment,  the  dashed  hopes 
and  expectations  will  slowly  but 
surely  soften,  blur  in  future  vision. 
And  then  he  will  be  out.  Out  to 
return  to  this  world  of  ours.  To 
return  to  the  addiction  on  the 
street  corner.  To  return  to  the 
pimp  lurking  in  the  shadows.  To 
return  to  the  freedom  of  which  we 
seem  rightly  so  proud.  To  return 
to  the  freedom  of  temptation 
again.  To  that  exhilarating,  gaudy, 
breathtaking,  lifetaking, 
treacherous  freedom.  For  then  the 
time  will  come  when  the  child 
now  grown  to  manhood  is  on  his 
own  again.  The  time  in  which  we 
all  live.  The  time  of  freedom  to 
make  of  our  lives  what  we  will. 

We  were  home  now.  I 
shuddered  once  more.  The  future 
lay  before  me.  Lay  before  him. 
Open  and  beckoning. 

CRU 


IF  YOU 

DIAGNOSE 

ARTHRITIS 

PART  OF  THE 
TREATMENT  CAN 
BE  THE  ARTHRITIS 
SELF  HELP  COURSE 


with  the  many  aspects  of  their 
chronic  rheumatic  disease,  some- 
thing they  can  learn  to  do  at  the 
Arthritis  Foundation’s  Self  Help 
Course. 

Thousands  of  people  have  taken 
this  six-week  course.  And  the  result 
has  been  patients  who  better  under- 
stand their  condition,  exercise 
more  and  experience  less  pain.  That 
means  better  compliance  with  pre- 
scribed treatment. 

The  course  is  taught  by  certified 
instructors,  and  specific  treatment 
questions  are  always  referred  to  you. 

Recommend  the  Arthritis  Self  Help 
Course  today.  Call  the  Georgia  Chap- 
ter of  the  Arthritis  Foundation  for 
more  information  at  (404)  873-3240. 


ARTHRITIS 


FOUNDATION 
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Just  Too  D~-  Much  Tobacco  Raised  in  Georgia! 

Sheldon  B.  Cohen,  M.D. 


So  SPOKE  Betty  Moore,  who 
keeps  my  office  running 
smoothly  and  who  incidentally 
hails  from  South  Georgia.  She 
went  on  to  tell  me  that  tobacco 
had  been  the  main  cash  crop 
when  she  grew  up.  Everyone 
knew  this  and  jumped  to  the  tune 
of  those  who  dealt  in  the  product. 
The  money  from  tobacco  talks, 
and  legislators  indeed  listen.  This 
explains  why  we  have  only  two 
somewhat  mild  state  statutes  and 
a smattering  of  local  ordinances. 

Georgia  Laws 

1.  If  a sign  in  a public  place 
proclaims  NO  SMOKING 
(“please  do  not  smoke” 
doesn’t  count!),  then  a fine  of 
$10  to  $100  can  be  imposed 
, for  those  who  violate  the  sign. 
_ This  enables  elevators,  motor 
vehicles,  and  other  public 
places  to  have  smoke-free 
areas. 

2.  Georgia  Code  16-12-172  states, 
“Sales  of  cigarettes,  tobacco, 
tobacco  products,  or  tobacco- 
related  objects  to  persons 
under  17  years  of  age  is 
prohibited  by  law.” 
Unfortunately,  many  Georgia 
officials  do  not  realize  the 
importance  of  protecting  the 
health  of  our  young  people. 
Otherwise,  why  would  so  many 
establishments  be  allowed  to 
sell  alcoholic  beverages  to 


underage  teenagers?  False 
l.D.s,  sometimes  not  even  very 
good  ones,  are  readily 
available  and  usually  accepted 
without  question. 

Although  we  like  to  think  of 
Georgia  as  a progressive 
state,  we  lag  behind  the  rest  of 
the  country  in  our  protection  of 
non-smokers  by  legislation.  As  an 
example,  Floridians  have  the 
following  protections  which 
Georgians  do  not  have  (figures  in 
parentheses  are  the  number  of 
other  states  which  also  provide 
this  protection):  Comprehensive 
clean  indoor  laws  (25),  restricting 
smoking  in  public  workplaces 
(31),  restricting  smoking  in 
private  workplaces  (14).  These 
include  schools,  libraries, 
museums,  grocery  stores,  and 
theaters.  Georgia’s  minimum  age 
of  17  on  sale  of  tobacco  to 
minors  is  lower  than  just  about 
every  other  state’s.  We  all  know 
the  horrible  things  smokeless 
tobacco  does,  especially  to 
teenagers,  yet  Georgia  imposes  no 
taxes  on  smokeless  tobacco. 

Local 

1.  City  of  Atlanta,  November  1988, 
passed  an  ordinance  saying 
that  smoking  is  allowed  in  city- 
owned  buildings  only  in 
designated  areas.  In  1986,  the 
city  of  Atlanta  outlawed  free 


^The  money  from 
tobacco  talks,  and 
legislators  indeed 
listen.  This  explains 
why  we  have  only  two 
somewhat  mild  state 
statutes  and  a 
smattering  of  local 
ordinances.  ^ 


distribution  of  sample 
cigarettes  on  the  streets  with 
Councilwoman  Elaine 
Valentine  stating,  “Over  2/3  of 
the  people  who  start  smoking 
are  young  people,  and  those 
are  the  ones  we  are  trying  to 
protect.  Even  if  they  (the 
tobacco  industry)  have  rules 
(against  passing  out  cigarettes 
to  anyone  regardless  of  age), 
they  do  not  follow  them.” 

2.  Among  the  counties,  Fulton, 
DeKalb,  Gwinnett,  and  Floyd 
have  similar  regulations,  with 
Gwinnett  prohibiting  smoking 
completely  in  its  new 
administration  building.  The 

Dr.  Cohen  practices  psychiatry.  His  address  is 
490  Peachtree  St.,  Suite  251-B,  Atlanta,  GA 
30308. 
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^Although  we  like  to 
think  of  Georgia  as  a 
progressive  state,  we 
lag  behind  the  rest  of 
the  country  in  our 
protection  of  non- 
smokers  by 
legislation.  ^ 


Rockdale  County  Fire 
Department  no  longer  hires 
smokers.  Paradoxically,  several 
months  ago  when  1 went  to  the 
new  Rockdale  County  Jail  to 
evaluate  a prisoner,  1 was 
almost  asphyxiated  as  I went 
through  the  gauntlet  of  smoke 
thrown  up  by  the  visitors  in  the 
anteroom.  The  City  of  Roswell 
has  a smoking  ordinance 
designed  to  afford  protection 
to  restaurant  goers. 
Unfortunately,  it  is  an 
emasculated  caricature  of  what 
is  needed  to  protect  non- 
smokers  who  want  to  enjoy  a 
meal. 


Preaching  What  We  Practice 

Since  most  physicians  are  now 
non-smokers,  we  should  only 
have  a minor  tobacco  problem. 
However,  many  studies  have 
shown  that  we  need  to  make 
more  diligent  efforts  to  educate 
and  treat  our  patients.  It  goes 
without  saying  that  we  should  all 
make  our  offices,  clinics,  and 
hospitals  smoke-free.  We  should 
encourage  our  staff  to  stop 
smoking,  to  get  help  for  their 
addiction,  and  to  provide 
treatment  for  addicted  patients 
and/or  refer  them  to  appropriate 
facilities.  The  more  we  insure  a 


healthy  environment  for  ourselves 
and  our  patients  by  making  a 
change,  the  more  credible  we  are 
in  speaking  to  legislators,  friends, 
and  patients. 

Although  they  are  subject  to 
unbelievably  powerful  economic 
pressures  by  the  tobacco  industry, 
we  have  the  power  to  persuade 
our  city  councilmen  and  women, 
our  state  representatives  or 
senators,  county  commissioners, 
mayors  or  governor  that  health 
comes  first.  If  such  an  individual 
is  a patient,  we  should  let  him/her 
know  the  great  danger  he/she 
runs  by  continuing  to  use  tobacco 
and  offer  them  help  just  as  we 
would  our  other  patients.  We 
have  to  persuade  our  elected 
officials  that  in  the  long  run  it  is 
not  only  for  the  physical  and 
financial  well  being  of  all  their 
constituents  but  for  their  own 
political  future  that  they  work 
diligently  for  a tobacco-free 
society.  Pragmatically,  we  should 
remind  them  that  non-smokers 
now  outnumber  smokers  by  a 3 to 
1 ratio,  and  the  figure  is  growing. 
Also,  since  non-smoking  voters 
live  on  the  average  seven  years 
longer  than  smokers  and  enjoy 
better  health,  they  are  likely  to  be 
around  a lot  longer  and  vote  in 
many  more  elections! 
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EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  York,  M.D 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 
cular); Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surgery) 
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The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Steiling'Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity  to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.## 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specihc  programs, 
call  tolTfree  b800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


THE  LIWVER  RESPIRATORY  TRACT 


in  smokers 


older  adults 


More 


Experience  counts 


Pulvules' 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication;  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae,  Haemophilus  influencae,  and 
Streptococcus  pyogenes  (group  A p-hemolylic  streptococcil. 
Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  ceclor  should  be  administered  cautiously  to  penicillin- 
sensitive  PATIENTS.  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  Is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions; 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 

» Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms. 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Although  dosage  ad|ustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients. 
Adverse  Reactions;  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include: 

• Gastrointestinal  (mostly  diarrheal:  2.5%. 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever]:  1.5%; 
usually  subside  within  a few  days  after  cessation  of  therapy.  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other  cephalosponns,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported. 

• Other:  eosinophilia,  2%.  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain  etioloqy 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
childreni, 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine, 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly),  loeioea.! 

Additional  information  available  from  n 2351  amp 

Eli  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


© 1988.  ELI  LILLY  AIVD  COIMPArvy  CR-5012-B-849345 


Yesteryear^s  JOURNAL  Revisited 


Some  New  Evidence  on  the 
Tobacco  Question 


(The  following  article  appeared  in  a 1912 
issue  of  the  JOURNAL.  We  are  still  studying 
the  pernicious  effects  of  tobacco  more  than 
70  years  later.) 

The  consideration  of  tobacco  and  its  dan- 
gers has  heretofore  been  largely  based 
on  the  amount  of  nicotin  [sic]  contained  in 
the  smoke.  But  there  are  other  products  of 
tobacco  which  must  share  the  responsibility. 
Among  these  are  carbon  monoxide  gas,  prus- 
sic acid,  furfural,  and  some  others.  Although 
all  of  these  compounds  admittedly  are  poi- 
sonous, their  danger  depends  on  the  quan- 
tities in  which  they  are  taken.  Recently  in- 
vestigations have  been  made  of  some  of  these 
toxic  products,  and  the  results  are  of  consid- 
erable interest.  The  fact  that  the  action  of 
certain  kinds  of  tobacco  has  been  attributed 
to  the  prussic  acid  in  their  smoke  has  in- 
duced the  Wurzburg  hygienist.  Prof.  K.  B.  Leh- 
mann, to  investigate  the  charge.  He  has  found 
that  the  amount  of  this  compound  produced 
depends  somewhat  on  the  rate  at  which  the 
tobacco  is  smoked.  The  slower  the  current 
of  air  through  a cigar,  the  smaller  is  the 
amount  of  prussic  acid  formed.  The  entire 
amount  found,  however,  is  too  small  to  ac- 
count for  the  effects.  So  far  the  burden  of  the 
blame  for  the  ill  effects  of  smoking  would 
appear  to  rest  on  nicotin.  Investigations  made 
by  the  London  Lancet  indicate  that  the  ordi- 
nary cheap  cigaret  contains  the  least  nicotin 
in  the  smoke  and  the  pipe  the  most,  the  cigar 
occupying  an  intermediate  position.  Assum- 
ing, then,  that  nicotin  is  the  essentially  inju- 
rious substance  in  tobacco,  the  cigaret  would 


appear  to  be  the  least  harmful  form,  provided 
that  the  amount  of  tobacco  consumed  was 
no  greater  in  this  form  than  in  others. 

The  general  impression,  however,  is  that 
cigaret-smoking  is  the  most  pernicious 
form  of  indulgence  in  tobacco.  This  might  be 
accounted  for  in  part  by  the  facts  that  the  form 
of  the  cigaret  makes  it  possible  for  young 
persons  to  indulge  in  it  when  they  would  not 
smoke  cigars  or  pipes,  that  in  older  persons 
it  lends  itself  to  overindulgence  and  that  the 
smoke  may  be  inhaled  with  less  irritation  and, 
therefore,  that  more  of  the  products  may  be 
absorbed  into  the  system.  Further  investiga- 
tions indicate  that  the  most  injurious  forms 
of  smoking  are  not  those  in  which  nicotin 
prevails  but  those  in  which  there  is  a larger 
proportion  of  furfural.  Furfural  is  about  fifty 
times  as  poisonous  as  ordinary  alcohol.  There 
is  a probability  that  the  least  harmful  tobacco 
will  turn  out  to  be  that  which  yields  a mini- 
mum of  furfural  in  the  smoke.  Although  the 
amount  of  nicotin  present  in  the  cheaper 
grades  of  cigarets  is  practically  negligible,  the 
amount  of  furfural  appears  to  be  sufficient  in 
itself  to  account  for  the  bad  effects  attributed 
to  cigaret  smoking.  The  use  of  tobacco  in  its 
various  forms  is  so  general  that  the  subject 
is  of  almost  universal  interest.  Journal  of 
the  American  Medical  Association  thinks  that 
the  smoker  is  entitled  to  know  the  dangers 
and  the  safest  methods  of  using  tobacco,  while 
educators  and  all  who  have  anything  to  do 
with  the  young,  whether  by  example  or  by 
precept,  will  appreciate  scientific  facts  with 
which  to  back  up  wise  deductions  from  ex- 
perience. 
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GHA  Works  to  Promote 
Awareness  of  Hospital 
Issues 

The  Georgia  Hospital 
Association  has  begun  a 
program  to  promote  public 
awareness  of  the  problems  and 
issues  hospitals  are  facing  and 
also  to  increase  the  image  of 
hospitals  in  Georgia. 

The  Association’s  first  step  in 
that  program  was  to  commission 
a survey  of  Georgians  asking  their 
opinions  about  the  quality  of 
hospital  care,  hospital  costs,  cost 
shifting,  health  care  technology, 
indigent  care,  and  Medicare, 
Medicaid,  and  third-party 
reimbursement. 

GHA  will  use  the  findings  of  the 
new  survey  to  determine  what 
steps  are  necessary  to  create  a 
positive  image  for  hospitals. 

Those  steps  will  likely  include 
media  educations  programs, 
conferences,  editorial  meetings 
with  the  larger  newspapers  in  the 
state,  speaking  tours,  and 
contacts  with  legislators. 

Private  Hospitals  Could 
Feel  Effects  of  Abortion 
Ruling 

The  U.S.  Supreme  Court’s 

decision  to  uphold  a Missouri 
law  banning  abortions  in  public 
hospitals  may,  in  turn,  affect 
private  hospitals  as  well. 

Depending  on  how  an 
individual  state  interprets  and 
defines  a public  facility,  private 
hospitals  may  come  under  the 
ruling,  justice  Sandra  Day 
O’Connor  even  acknowledged  that 
a state  “could  try  to  enforce  the 
ban  against  private  hospitals 
using  public  water  and  sewage 
lines,  or  against  private  hospitals 
leasing  state-owned  equipment  or 
state  land.” 

According  to  one  survey,  13% 


T A L NEWS 


of  all  abortions  are  offered  in 
hospitals,  and  265  public 
hospitals  offer  the  service. 

In  brief,  the  Missouri  law  states 
that  public  hospitals  cannot  be 
used  for  abortions  not  necessary 
to  save  lives,  that  public 
employees  (including  physicians 
and  other  health  care  providers) 
cannot  perform  or  assist  in 
abortions  not  necessary  to  save 
the  mother’s  life,  and  that  any 
fetus  thought  to  be  at  least  20 
weeks  old  must  be  tested  for 
viability. 

Hospitals  Paying  More  For 
Goods  And  Services 

Hospitals  are  paying 

considerably  more  this  year 
for  their  non-capital  goods  and 
services,  according  to  new  data 
from  the  American  Hospital 
Association. 

The  AHA’s  Hospital 
Marketbasket  Index,  which 
measures  the  price  increases 
hospitals  are  experiencing,  shows 
that  during  the  first  quarter  of  this 
year,  marketbasket  costs  rose  at 
an  annual  rate  of  8.3%.  That  was 
up  from  a 7.2%  annual  increase 
during  the  same  period  last  year. 
And  some  forecasters  are 
predicting  that  prices  will  rise 
even  higher  as  the  year  continues. 

Broken  down,  the  price 
increases  for  the  period  looked 
like  this: 

• Labor  costs  — 9.5%  annual 
rate  increase  for  the  first  quarter 
of  this  year  as  compared  to  9% 
for  the  same  period  in  1988 
• Food  costs  — a 6.6% 
increase  for  1989,  up  from  last 
year’s  3.1%  increase 

• Non-labor  goods  and  services 
— a 6.4%  increase  this  year, 
compared  to  last  year’s  4.3% 

• Non-medical  supplies  — an 
increase  of  6.9%,  up  from  3.4% 
last  year. 


Hospitals’  Medicare 
Receivables  Show  Increase 

The  Healthcare  Financial 
Management  Association 
reports  that  hospitals’  Medicare 
receivables  increase  substantially 
during  the  fourth  quarter  of  1988. 

According  to  HFMA,  hospitals 
had  an  average  of  78.5  days  of 
outstanding  Medicare  inpatient 
revenue  during  that  period,  up 
from  65.7  days  for  the  third 
quarter  of  1988. 

HFMA  attributes  the  increase 
partly  to  a 14-day  Medicare 
payment  floor  that  became 
effective  Oct.  1,  1988,  and  that 
speeds  up  payment. 

The  report  also  showed  that 
U.S.  hospitals  provide  about  $11.5 
billion  in  uncompensated  health 
care  services  each  year. 

Radiology  Accounts  For 
Greatest  Part  of  Medical 
Equipment  Budgets 

Radiology  is  taking  the  lion’s 
share  of  hospital  medical 
equipment  budget,  according  to  a 
new  survey  conducted  by  New 
York  City’s  Shearson  Lehman 
Hutton.  Diagnostic  imaging 
equipment  accounts  for  about 
27%  of  overall  capital 
expenditures,  which,  in  turn, 
account  for  about  6.7%  of  the 
total  hospital  budget. 

Aside  from  radiology,  hospitals’ 
medical  equipment  expenditures 
on  the  average  are  14%  to  the 
operating  room,  1 1 % to  the 
laboratory,  9%  to  data  processing,  i 
and  7%  to  the  intensive  care  unit. 
The  most  common  purchases 
planned  for  the  near  future  in 
diagnostic  imaging  are  CT 
scanners,  magnetic  resonance 
imaging  systems,  angiography/ 
catheterization  labs,  and  x-ray 
machines. 

(This  page  is  sponsored  by  the 
Georgia  Hospital  Association.) 
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It’s  Over,  Mom. 


Another  trip  home.  The  450- 
mile,  9-hour  southward 
drive  was  no  longer  the  joyous 
vacation  trip  it  used  to  be.  Too 
many  trips  in  a small  sedan  with 
flat  tires,  broken  water  pump, 
wife,  10-month  infant,  playpen, 
high  chair,  stroller,  and  assorted 
toys  have  taken  their  emotional 
toll.  Innocently,  last  summer 
began  with  a 650-mile,  northern, 
13-hour  trip  for  my  wife’s 
grandmother’s  91st  birthday  and 
family  reunion.  The  weekend  will 
forever  be  remembered  for  the 
time  spent  with  relatives  and  the 
spontaneous  miscarriage  of  our 
second  child.  A week  spent  back 
at  work,  then  southward  again  we 
were  headed.  Word  was  received, 
“Come  home,  she’s  not  doing 
well.’’ 

Nine  hours  of  driving,  540 
minutes  of  consternation.  What  to 
expect?  Pleural  effusions, 
malignant  ascites,  spinal  cord 
compression?  I’ve  seen  all  as 
sequelae  of  metastatic  infiltrating 
ductal  adenocarcinoma  of  the 
breast.  Four  years,  5000  rads  of 
radiation  therapy,  two  surgeries 
for  local  recurrences,  and 
bilateral  modified  mastectomies 
have  passed  since  that  initial 
needle  biopsy  showed 
adenocarcinoma  in  defiance  of 
yearly  negative  mammograms. 
Estrogen  receptors  were  negative. 
Chemotherapy  offered,  but 
declined  by  the  patient.  She 
wanted  to  be  without  nausea, 
vomiting,  and  anorexia  for  the 
upcoming  medical  school 
graduation  of  her  oldest  daughter 
and  the  high  school  graduation  of 
her  youngest. 

She  a registered  nurse,  he  a 
pathologist  and  generalist,  two 
children  now  physicians  and  four 
others  in  college  — such  a sight 
it  must  have  been  to  see  us 
returning  home.  To  care  for  her 
was  our  way  of  serving  her,  for 
the  34  years  she  served  us. 


OUGHTS 


Many  trips  have  passed,  5000 
miles  have  been  traveled. 
Mediastinal,  lung,  liver  and  bone 
metastases  now  exist.  Hoarseness 
and  dysphagia  are  now  present 
and  create  such  a burden  for  this 
woman  who  so  loved  to  talk.  She 
wanted  no  hospitalization  or 
intravenous  fluids  — it  would  be 
easier  for  friends  to  visit  her  at 
home.  Now  too  weak  to  walk,  she 
remained  in  her  bedroom  — 
cleaned,  turned,  fed,  and  cared 
for  by  family  and  friends. 

At  7:00  p.m.  we  entered,  afraid 
of  what  we’d  encounter.  A smile, 
a whispered  “Hi  Sweetie,”  and  a 
kiss  to  little  Marie  were  received. 
Temples  were  wasting,  eyes 
protruding,  Cheyne-Stokes 
respirations  occurring,  extremities 
were  cooling.  The  rest  of  the 
family  made  arrangements  to 
come  home. 

She  maintained  she  was  in  no 
pain;  for  that  we  were  grateful. 
Friends  from  hospice  had 
provided  their  latest  regimens  for 
caring  for  the  terminally  ill.  For 
hours  we  spent  by  her,  feeding, 
cleaning,  turning,  caring,  and 
loving  her  — thinking  of  what 
was  and  what  would  be. 
Conversation  was  now  taxing  but 
hand  squeezes  continued;  never 
will  1 forget  her  gasping,  “Oh 
Tommy,  Oh  Tommy!”  to  me. 

Sunday  morning  we  awakened, 
no  sound  was  she  making.  He 
was  on  the  phone  to  mortuary, 
family,  and  friends.  Tears  were 
shed  but  relief  was  felt  instead; 
friends  were  soon  coming  in. 
Prayers  we  said  giving  thanks  to 
Our  Lord  for  this  day;  for  the  life 
that  once  was  and  for  ours  still  to 
come. 

An  unmistakable  smile  was 
seen  on  her  face. 

It’s  over.  Mom.  We  love  you. 

Thomas  J.  Hartney,  M.D. 
Medical  College  of  Georgia 


SEPTEMBER 

25-16  — Atlanta:  Quantitative 
Thallium  Myocardiai 
Tomography.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

25-28  — Atlanta:  Advanced 
Demonstrations  in 
Percutaneous  Transluminal 
Angioplasty  XXII.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

25-29  — Atlanta:  Congress  of 
Neurological  Surgeons. 

Contact  CNS,  1840  North  Soto 
St.,  Room  100B,  Los  Angeles, 

CA  90033.  PH:  213/224-5435. 

25-29  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


OCTOBER 

4- 6  — Atlanta:  Biliary 
Lithotripsy  and  Adjunct 
Procedures.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

5- 6  — Atlanta:  GA  Chapter, 
American  Academy  of 
Pediatrics.  Category  1 credit. 
Contact  William  C.  Mankin,  4059 
Land  O’Lakes  Dr.,  NE,  Atlanta 
30346.  PH:  404/237-3922. 

9-11  — Savannah:  Neonatology 
•“  The  Sick  Newborn.  Category 
1 credit.  Contact  Div.  of  Cont. 

Ed.,  MCG,  Augusta  30912.  PH: 
404/721-3967. 


CANCER 


9-13  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

12-14  — Atlanta:  Renal  Disease 
Conference.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

12-14  — Atlanta:  Advances  in 
the  Diagnosis  and 
Management  of  Acute 
Myocardial  Infarction  and 
Ischemia.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

12- 15  — Sea  Island:  Georgia 
Orthopaedic  Society.  Category 
1 credit.  Contact  Jeff  Nugent, 
M.D.,  105  Collier  Rd.,  Ste.  5000, 
Atlanta  30309.  PH:  404/355- 
0743. 

1 3 — Atlanta:  Recent  Advances 
in  the  Treatment  of  Disorders 
of  the  Gastroenteropancreatic 
System/Clinical  Applications  of 
Sandostatin  (Octreotide 
Acetate).  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

1 3 — Atlanta:  Techniques 
of  Flexible 

Esophagogastroduodenoscopy. 

Category  1 credit.  Contact  Dr. 
Smith,  American  Institute  of 
Medical  Education  and  Research 
Inc.,  1526  York  Road,  Suite  2-E, 
Lutherville,  MD  21093.  PH:  301/ 
828-6202. 

13- 14  — St.  Simon’s  Island: 

Nephrology  Update  1989. 


Sponsored  by  The  National 
Kidney  Foundation  of  Georgia. 
Category  1 credit.  Contact 
NKGG,  1639  Tullie  Circle,  Suite 
108,  Atlanta  30329.  PH:  404/ 
248-1315  or  800/633-2339. 

14  — Atlanta:  Techniques  of 
flexible  Sigmoidoscopy, 
Colonoscopy,  & Colonoscopic 
Polypextomy.  Category  1 credit. 
Contact.  Dr.  Smith,  American 
Institute  of  Medical  Education 
and  Research  Inc.,  1526  York 
Road,  Suite  2-E,  Lutherville,  MD 
21093.  PH:  301/828-6202. 

1 5 — Atlanta:  Advanced 
Techniques  of  Upper  Gl 
Endoscopy.  Category  1 credit. 
Contact  Dr.  Smith,  American 
Institute  of  Medical  Education 
and  Research  Inc.,  1526  York 
Road,  Suite  2-E,  Lutherville,  MD 
21093.  PH:  301/828-6202. 

1 5-20  — Atlanta:  American 
College  of  Surgeons.  Contact 
ACS,  55  E.  Erie  St.,  Chicago,  IL 
60611.  PH:  312/664-4050. 

1 5- 20  — Atlanta:  American 
Society  of  Colon  & Rectal 
Surgeons.  Contact  ASCRS,  800 
E.  Northeast  Hwy.  #1080, 
Palatine,  IL  60067.  PH:  312/359- 
9184. 

1 6- 20  — Pine  Mountain:  The 
Physician  in  Management  — 
Seminar  I.  Category  1 credit. 
Contact  J.  Boyd,  American 
College  of  Physician  Executives, 
4830  W.  Kennedy  Blvd.,  Ste. 

648,  Tampa,  FL  33609.  PH:  813/ 
287-2000. 

1 6-20  — Pine  Mountain:  The 
Physician  in  Management  — 
Seminar  II.  Category  1 credit. 
Contact  M.  Taich,  American 
College  of  Physician  Executives, 
4830  W.  Kennedy  Blvd.,  Ste. 

648,  Tampa,  FL  33609.  PH:  813/ 
287-2000. 
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Spring  Comes  Early  by  Jesse  L Parrott 


123  pp,  paper  $10.00,  Tallahassee,  Florida,  Rose  Printing  Company,  1988. 


Dr.  Jesse  Parrott  has  subtitled 
his  book  “Living  through 
the  Golden  Age  of  Medicine.” 
Some  of  it  may  not  have  been  so 
golden  but,  as  Dr.  Parrott  points 
out,  it  was  a different  time  for 
medicine. 

Dr.  Parrott,  with  considerable 
good  humor,  takes  a few  well 
placed  shots  at  the  too  often 
hypertrophied  medical  ego.  He 
recognizes,  however,  that 
physicians  of  dedication  and  skill 
are  common  and  that  many  “are 
servants  despite  the  fees.”  Dr. 
Parrott  is  certainly  such  a 


physician.  Hahira  has  been 
fortunate  to  have  him. 

Dr.  Parrott  writes  of  his  life.  The 
non-medical  chapters  are 
interesting,  but  Dr.  Parrott  is  at 
his  best  in  describing  his  practice 
and  his  patients.  There  are 
messages  for  everyone  in  these 
stories:  messages  about  life, 
about  quiet  heroes,  about  small- 
towns  and  families,  and  suffering 
and  hope. 

W.  Douglas  Skelton,  M.D. 

Mercer  University  School 
of  Medicine 


No  Longer  a Gray  Area 

Twenty  years  ago,  a gray  area  of  uncertainty  clouded  the 
stroke  survivor’s  future.  But  today  the  path  to  stroke 
recovery  is  brighter  than  ever. 

For  many  stroke  victims,  early,  comprehensive  rehabilita- 
tion is  making  the  difference  between  self-sufficiency  and  a 
life  of  dependence.  In  fact,  the  National  Stroke  Associa- 
tion recommends  a physical  rehabilitation  hospital  as  the 
“preferred  next  step  for  most  stroke  survivors”  following 
the  general  hospital  stay. 

And  now,  with  the  opening  of  Walton  Rehabilitation 
Hospital  in  Augusta,  Georgia,  the  next  step  is  more  ac- 
cessible than  ever  before.  Our  multidisciplinary  team  will 
help  return  your  patient  to  an  independent  lifestyle. 

Whether  for  stroke,  head  injury,  chronic  pain  or  another 
disabling  illness  or  injury,  call  Walton  Rehabilitation 
Hospital  at  404/823-8519. 

1355  Independence  Drive  • Augusta,  Georgia  30901-1037  • 404/724-7746 


Walton 

Rehabilitation 

Hospital 


Sponsored  by  St.  Joseph  Center  for  Life  Inc. 
and  University  Health  Services  Inc. 
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The  Georgia  Army  National  Guard  announces  its  newest  attraction  in  Atlanta, 
the  1 17th  Mobile  Army  Surgical  Hospital  (MASH).  We  are  seeking  doctors,  nurses 
and  medical  specialists  to  fill  a cast  of 300  for  the  real  thing!  Serve  your  state  and 
country  one  weekend  a month  and  two  to  three  weeks  each  summer.  In  return, 
we  offer  excellent  pay  and  benefits.  Please  call  our  Army  National  Guard  Medical 
Recruiter,  MAJ  Delloyd  Wilson,  at  the  toll  free  number  listed  below,  or  write  to: 
AMEDD  Recruiting,  Post  Office  Box  17965,  Atlanta,  Georgia  30316-0965. 

•••••••••••••••••••••••••••••••••••••••••••••••••••••• 
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The  Health  and  Economic  Burden 
(i  Cigarette  Smoking  in  Georgia 

in  1985 

Steven  G.  F.  Wassilak,  M.D.,  J.  David  Smith,  B.S.,  Thomas  W.  McKinley,  M.P.H., 

R.  Keith  Sikes,  D.V.M.,  M.P.H. 


Introduction 

CIGARETTE  SMOK- 
ING has  been 
demonstrated  in  a 
series  of  large,  well- 
conducted  epide- 
miologic studies  to 
be  a major  risk  fac- 
tor for  many  fatal 
medical  condi- 
tions. Although  the 
prevalence  of 
smoking  has  de- 
creased in  the 
United  States  in  the 
last  20  years,  there 
remains  a substan- 
tial proportion  of  the 
population  who 
smoke.'  Further  changes  in  smok- 
ing prevalence  may  require  differ- 
ent techniques  in  education  of  the 
lay  and  medical  public  than  used 
currently,  techniques  which  trans- 
late epidemiologic  terms  of  risk  to 
ideas  that  can  be  more  readily 
grasped  and  used  as  motivators  in 
changing  behavior.  One  such  tool 
is  the  calculation  of  smoking-attrib- 
utable mortality.^  Using  the  esti- 


Abstract 

Using  the  estimated  prevalence  of  current  and  former 
cigarette  smoking  among  Georgians,  death  certificate 
data  in  1985,  and  the  available  literature  on  smoking-related 
health  risks,  we  estimated  the  health  and  economic  impact 
of  cigarette  smoking  in  Georgia  in  a single  year.  We  esti- 
mated, using  relatively  conservative  assumptions,  the  mor- 
tality and  years  of  life  lost  prematurely,  as  well  as  the  costs 
of  medical  care  for  ill  individuals,  lost  wages  due  to  death, 
and  lost  wages  due  to  illness  attributable  to  smoking.  In 
1985,  past  or  present  smoking  was  the  cause  of  death  for 
more  than  7,700  Georgians,  accounting  for  over  120,000 
years  of  expected  life  lost  prematurely,  and  with  an  overall 
societal  cost  exceeding  $1.5  billion  dollars.  Cardiovascular 
diseases  were  the  major  cause  of  all  estimated  deaths  as- 
sociated with  smoking.  The  prevalence  of  current  smokers 
is  higher  in  Georgians  than  the  national  average;  this  ap- 
proach to  examining  the  risks  may  be  useful  in  lowering  that 
prevalence  by  influencing  patient  education  in  Georgia. 


mated  prevalence  of 
current  smokers 
and  former  smok- 
ers in  Georgia  in 
1985  and  death  cer- 
tificate data,  we  at- 
tempted to  estimate 
the  economic  and 
mortality  impact 
that  cigarette  smok- 
ing had  on  Georgi- 
ans in  that  year. 


Dr.  Wassilak  is  with  the  Division  of  Immunization, 
Center  for  Prevention  Services,  Centers  for  Disease 
Control,  Atlanta;  Messrs.  Smith  and  McKinley  and 
Dr.  Sikes  are  with  the  Office  of  Epidemiology,  Di- 
vision of  Public  Health,  Georgia  Department  of  Hu- 
man Resources,  Atlanta. 

Send  repint  requests  to  Mr.  Smith,  Office  of  Ep- 
idemology,  878  Peachtree  St.,  Suite  210,  Atlanta, 
GA  30309. 


Methods 

The  prevalence 
rates  of  current 
smokers  and  for- 
mer smokers  in 
Georgia  by  gender 
and  age  group  were 
obtained  from  the  Current  Popula- 
tion Survey  of  the  Bureau  of  Census 
for  1985  (Table  1).^  Tallies  of  deaths 
occurring  in  1985  due  to  the  dis- 
eases related  to  smoking  (Table  2) 
were  made  using  underlying  cause 
of  death  listed  on  death  certificates 
as  coded  by  the  International  Clas- 
sification of  Diseases,  Ninth  Edi- 
tion, Clinical  Modification  (lCD-9- 
CM),  by  gender  and  5-year  age- 
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TABLE  1 

— Cigp*  ette  Smoking  Prevalence  Rates,  by  Gender  zmd 
Age  Group,  Georgia,  1985 

Gender 

Smoking  Status 

Age  (years) 

Prevalence  Rate 

Female 

Current 

>20 

26.0% 

Smoker 

20-64 

28.7% 

>65 

12.9% 

Former 

>20 

13.9% 

Smoker 

20-64 

14.1% 

>65 

12.9% 

Male 

Current 

>20 

39.2% 

Smoker 

20-64 

41.1% 

>65 

25.8% 

Former 

>20 

24.7% 

Smoker 

20-64 

22.5% 

S65 

40.9% 

groups.  Using  a software  package 
(Smoking-Attributable  Mortality, 
Morbidity,  and  Economic  Costs  — 
SAMMEC)  designed  by  the  Minne- 
sota Department  of  Health,'*  which 
is  derived  from  the  methodology  of 
Rice  et  al,^  the  number  of  deaths 
attributable  to  smoking  were  cal- 
culated using  the  prevalence  data 
and  the  relative  risks  of  disease  in 
current  and  former  smokers  (Table 
2).  In  these  calculations,  the  gender 
and  age-adjusted  relative  risks  of 
death  due  to  21  disease  categories 
for  current  and  former  smokers  were 
derived  from  the  results  of  four  large 
studies,  except  for  the  determina- 
tion of  risk  of  ischemic  heart  dis- 
ease deaths  in  women  under  65 
years  of  age.  For  that  estimation. 


TABLE  2 — Relative  Risks  of  Death  for  Current  euid  Former  Smokers  for  Conditions  Associated 

with  Cigarette  Smoking,  by  Gender 


ICD-9-CM 

Category 

(Codes) 

Diagnosis 

Relative  Risks 

Current  Smoker  Former  Smoker 

Male  Female  Male  Female 

1.  Adults  (s 

:20  years  of  age) 

Infectious  and  Parasitic  Diseases 

(010-012) 

Respiratory  Tuberculosis 

2.56 

1.00 

1.95 

1.00 

Neoplasms 

(140-149) 

Lip,  oral  cavity,  pharynx 

6.62 

3.25 

2.28 

1.74 

(150) 

Esophagus 

4.80 

4.90 

1.65 

1.87 

(151) 

Stomach 

1.49 

2.30 

1.17 

1.00 

(157) 

Pancreas 

2.00 

1.48 

1.37 

1.26 

(161) 

Larynx 

7.33 

3.25 

8.84 

1.74 

(162) 

Trachea,  Lung,  Bronchus 

10.02 

3.67 

4.47 

1.29 

(180) 

Cervix  uteri 

— 

3.00 

— 

1.40 

(188) 

Urinary  Bladder 

2.30 

1.89 

1.60 

1.94 

(189) 

Kidney,  Other  Urinary 

1.47 

1.50 

1.63 

1.02 

Cardiovascular  Diseases 

(401-405) 

Hypertension 

1.39 

1.43 

1.21 

1.40 

(410-414) 

Ischemic  Heart  Disease  (<65) 

1.88 

1.88 

1.38 

1.30 

(410-414) 

Ischemic  Heart  Disease  (^65) 

1.49 

1.28 

1.20 

1.27 

(427.5) 

Cardiac  Arrest 

3.00 

3.00 

1.00 

1.00 

(430-438) 

Cerebrovascular  Disease 

1.32 

1.45 

1.00 

1.28 

(440) 

Atherosclerosis 

1.83 

1.94 

1.14 

2.40 

(441) 

Aortic  Aneurysm 

4.46 

3.19 

2.95 

3.01 

Respiratory  Diseases 

(480-487) 

Pneumonia,  Influenza 

1.79 

1.29 

1.00 

1.17 

(491-492) 

Chronic  Bronchitis,  Emphysema 

10.13 

7.40 

10.97 

4.89 

(496) 

Chronic  Airways  Obstruction 

10.13 

7.40 

10.97 

4.89 

Digestive  Diseases 

(531-534) 

Ulcers 

2.88 

3.21 

2.12 

2.45 

II. 

Infants 

Perinatal  Conditions 

(76.5) 

Short  Gestation/Low  Birth  Weight 

1.76* 

1.76* 

— 

— 

(769) 

Respiratory  Distress  Syndrome 

1.76* 

1.76* 

— 

— 

(770) 

Respiratory  Conditions  of  the  Newborn 

1.76* 

1.76* 

— 

— 

Signs  and  Symptoms 

(798.0) 

Sudden  Infant  Death  Syndrome 

1.50* 

1.50* 

— 

— 

*Risk  for  children  bom  to  women  currently  smoking 
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relative  risks  were  modified  for  cur- 
rent and  former  smokers  in  light  of 
more  recent  data  suggesting  risks 
compared  to  non-smokers  of  3.6 
and  1.3,  respectively;^  for  current 
women  smokers,  we  assumed  a risk 
relative  to  non-smokers  equal  to  that 
used  in  this  analysis  for  men  of  1.88. 
For  the  attributable  risks  of  deaths 
due  to  three  perinatal  conditions  re- 
lated to  maternal  smoking,  the  data 
of  McIntosh  were  used  along  with 
the  prevalence  of  current  female 
smokers  aged  20-64  years. 

We  also  included  in  our  analysis 
the  effects  of  smoking  on  deaths 
due  to  fires  and  lung  cancer  deaths 
due  to  passive  exposure  to  cigarette 
smoke.  All  deaths  in  which  the  un- 
derlying cause  of  death  was  indi- 
cated as  an  injury  (1CD-9-CM  codes 
800-999)  with  external  cause  of  fire 
(E890-E899)  were  considered  fire 
deaths.  Based  on  a sentinel  sur- 
veillance system  for  fires  (National 
Fire  Incident  Reporting  System), 
approximately  28%  of  deaths  fol- 
lowing fires  with  known  cause  in 
the  United  States  were  due  to  smok- 
ing in  1983-84.^  This  figure  was  ap- 
plied across  all  age  groups  in  order 
to  estimate  the  number  of  smoking- 
attributable  fire  deaths  in  Georgia 
in  1985.  An  estimate  of  the  number 
of  lung  cancer  deaths  in  Georgia 
attributable  to  involuntary  exposure 
to  tobacco  smoke  was  made  using 
the  midrange  of  estimated  risk  ap- 
plied to  the  estimated  exposed  in- 
dividuals in  the  nation  in  the  report 
of  the  Institute  of  Medicine  on  pas- 
sive smoking®  and  assuming  the  age 
distribution  of  these  cancers  would 
be  equal  to  all  lung  cancers. 

_ Using  the  gender  and  age  group- 
specific  estimates  of  deaths  attrib- 
utable to  smoking,  including  peri- 
natal deaths  and  fire  deaths,  the 
years  of  expected  life  lost  were  cal- 
culated by  subtracting  the  mid-year 
of  each  age  group  from  the  average 
life  expectancy,  multiplying  each 
value  by  the  estimated  number  of 
smoking-attributable  deaths  for 
each  age  group,  and  summing  the 
result.® 

Direct  costs  of  smoking-attribut- 
able neoplastic,  cardiovascular  and 
respiratory  diseases  were  estimated 
in  SAMMEC,  which  accounts  for  the 
costs  of  health  care  for  persons  ill 


with  these  conditions  (whether 
dying  or  not).  Personal  health  care 
expenditures  for  Georgia  in  1985 
were  estimated  by  examining  the 
per  capita  national  average  health 
care  expenditures  for  1985,'®  cor- 
recting for  the  per  capita  expenses 
for  Georgia  as  a percentage  of  the 
national  average  (88%)"  and  ex- 
tending this  to  the  1985  Georgia 
population.  The  estimated  gross 
cost  figures  used  are:  total  personal 
health  expenditures,  $7.9  billion; 
hospital  costs,  $3.5  billion;  physi- 
cian services,  $1.8  billion;  other 
professional  services,  $262  million; 
medications,  $609  million;  and 
nursing  home  costs,  $742  million. 
For  tuberculosis,  gastrointestinal 
ulcer  disease,  burns,  and  perinatal 
conditions,  we  crudely  estimated 
the  direct  health  care  costs  due  to 
smoking  by  examining  all  deaths  in 
Georgia  that  were  in  the  respective 
medical  condition  categories  as  de- 
fined by  ICD  code  of  the  underlying 
cause  of  death  (infectious  and  par- 
asitic disease,  diseases  of  the 
digestive  system,  etc.).  The  fraction 
of  all  deaths  in  each  ICD  medical 
condition  category  which  were 
smoking-associated  (as  derived 
here)  was  multiplied  by  the  total 
personal  health  care  expenditures 
estimated  for  Georgia  for  those 
medical  conditions  from  the  na- 
tional average  expenditures  for  each 
category  in  1980.'®  For  example,  for 
fire  deaths,  the  fraction  of  all  deaths 
due  to  injuries  that  were  smoking- 
associated  fire  deaths  was  0.75%; 
this  was  multiplied  by  the  esti- 
mated total  personal  health  ex- 
penditures for  injuries  calculated  for 
Georgia,  $690  million. 

Indirect  mortality  costs  (lost 
wages  due  to  premature  death)  at- 
tributable to  smoking  were  esti- 
mated using  wage  assumptions  for 
males  and  females,  including  a low 
wage  equivalent  for  homemakers 
by  the  methods  of  Rice  et  al.®  Al- 
though not  a part  of  SAMMEC,  mod- 
ification allowed  these  same  cal- 
culations for  fire  deaths  attributable 
to  smoking.  A discount  rate  of  the 
current  value  of  future  earnings  was 
assumed  at  6%.  Indirect  morbidity 
costs  (those  wages  lost  due  to  days 
of  illness)  were  calculated  in  SAM- 
MEC by  assuming  a constant  rela- 


Despite  economic 
arguments  for  the  saie  | 
of  tobacco  products, 
there  are  indeed  costs 
due  to  tobacco  use 
home  by  others 
through  insurance 
payments,  Medicare, 
and  worker’s 
compensation. 


tionship  between  these  costs  and 
the  sum  of  indirect  mortality  and 
direct  costs.  For  fire  deaths,  indi- 
rect morbidity  costs  were  calcu- 
lated assuming  a similar  ratio  for 
these  to  other  costs  as  other  smok- 
ing attributable  medical  conditions 
(approximately  23%);  these  costs 
were  not  calculated  for  smoking- 
attributable  perinatal  deaths.  All 
dollar  costs  are  in  1985  dollars. 

Results 

By  our  analysis,  past  or  present 
smoking  was  the  cause  of  death  for 
more  than  7,700  Georgians  in  1985, 
accounting  for  over  120,000  years 
of  expected  life  lost,  and  costing 
over  $1.5  billion  to  society  at  large 
(Table  3).  Deaths  attributable  to 
smoking  constituted  15.9%  of  the 
48,574  deaths  in  Georgia  in  1985 
and  29%  of  deaths  due  to  the 
conditions  with  a relationship  to 
smoking  examined  here.  Although 
neoplastic,  cardiovascular,  and 
respiratory  diseases  were  the  major 
contributors,  other  smoking-asso- 
ciated causes  of  death  accounted 
for  3%  of  these  deaths,  8%  of  the 
years  of  expected  life  lost,  and  10% 
of  the  costs  (Figures  1 and  2).  Car- 
diovascular diseases  due  to  smok- 
ing were  estimated  to  have  caused 
6.6%  of  all  deaths  in  Georgia  in  1985 
and  were  the  major  cause  of  all 
estimated  deaths  attributable  to 
smoking  (41%);  however,  because 
these  deaths  occurred  at  relatively 
later  ages  than  those  from  the  other 
smoking-attributable  causes,  car- 
diovascular diseases  due  to  smok- 
ing contributed  slightly  less  to  ex- 
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TABLE  3 — ~ Smoking- Attributable  Mortality  and  Associated  Costs,  Georgia,  1985 


Number  of  Deaths  Attributable 
to  Smoking 


Years  of  Expected  Life  Lost 


Condition 

Male 

Female 

Total 

Male 

Female 

Total 

Direct  Costs 

Total  Costs 

Cardiovascular 

1,993 

1,207 

3,200 

29,738 

17,409 

47,147 

$249,397,533 

$ 597,903,41 

Disease 

Neoplasms  (All) 

(2,231) 

(573) 

(2,804) 

(34,982) 

(10,985) 

(45,967) 

(201,272,602) 

(522,981,10 

Lung-Direct 

1,759 

314 

2,073 

27,445 

6,062 

33,507 

144,986,543 

401,681,59 

Lung-Passive 

32 

60 

92 

499 

1,158 

1,657 

8,071,286 

18,556,03 

Other 

440 

199 

639 

7,038 

3,765 

10,803 

48,304,773 

132,743,48 

Respiratory 

1,091 

400 

1,491 

13,515 

6,091 

19,606 

110,419,678 

230,529,93 

Disease 

TB/Ulcer 

59 

33 

92 

950 

441 

1,391 

48,704,175 

59,623,02 

Disease 

Perinatal 

46 

34 

80 

3,183 

2,674 

5,857 

9,904,782 

28,557,48 

Conditions 

Fire  Injury 

34 

19 

53 

1,242 

800 

2,042 

8,522,743 

67,246,00 

TOTALS 

5,454 

2,266 

7,720 

83,610 

38,400 

122,010 

$628,221,514 

$1,536,840,961 

pected  life  lost  and  costs.  Because 
of  the  impact  on  small  children  and 
infants,  perinatal  and  fire  deaths  due 
to  smoking,  which  were  only  1.7% 
of  smoking-associated  deaths,  con- 
tributed more  than  6%  of  years  of 
expected  life  lost  and  costs.  Smok- 
ing by  pregnant  women  could  ac- 
count for  an  estimated  6.5%  of  the 
1,222  infant  deaths  in  Georgia  in 
1985  because  of  resultant  perinatal 
conditions.  Lung  cancer  due  to  pas- 
sive smoking  was  estimated  to 
cause  92  deaths  (1.2%  of  smoking- 
related  deaths)  and  alone  be  as- 
sociated with  a total  cost  of  $18.6 
million. 


Discussion 

The  impact  of  smoking-attributed 
disease  estimated  here  is  conserv- 
ative for  several  reasons.  First  of  all, 
the  estimates  for  health  impact  have 
been  minimized:  1)  underlying 
cause  of  death  may  not  always  be 
listed  as  such  on  a death  certificate; 
2)  the  risks  for  some  of  the  diseases 
of  interest  are  likely  to  be  higher 
than  used  in  these  calculations;  this 
is  particualrly  true  for  the  risks  of 
lung  cancer  and  ischemic  heart  dis- 
ease in  women,  since  risks  for 
women  smokers  have  been  esti- 
mated from  earlier  studies  when 
women  may  have  inhaled  less 


Figure  1.  Health  Impact  of  Smoking 
in  Georgia,  1985 
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smoke;  3)  there  was  no  attempt  to 
quantify  the  health  impact  of  smok- 
ing on  illnesses  with  low  risks  of 
death,  but  which  are  nonetheless 
related  to  active  smoking  (such  as 
asthma)  or  to  passive  exposure  to 
environmental  tobacco  smoke 
(such  as  asthma  and  respiratory  in- 
fections in  children  and  adults,  and 
otitis  media  in  children);'^  4)  it  is 
likely  that  passive  smoke  exposure 
will  also  be  found  to  be  associated 
with  higher  risks  of  cancers  other 
than  lung;  and  5)  calculation  of 
years  of  life  lost  are  based  on  cur- 
rent life  expectancy,  which  is  low- 
ered somewhat  by  the  inclusion  of 
smokers  in  the  population. 

Second,  in  addition  to  these  is- 
sues, some  of  the  cost  estimates 
may  be  conservative:  1)  the  as- 
sumption of  6%  inflation  discount- 
ing the  current  value  of  future  earn- 
ings is  high,  lowering  apparent 
costs;  2)  property  loss  due  to  fire 
was  not  included.  Approximately 
4%  of  the  costs  of  all  fire  damage 
are  due  to  smoking-associated 
fires,’'*  accounting  for  a cost  of 
property  damage  of  perhaps  over  13 
million  dollars  in  Georgia  in  1985 
from  smoking. 

Finally,  this  analysis  cannot  ad- 
dress other  items  more  difficult  to 
define,  such  as  the  number  of  spon- 
taneous abortions  and  stillbirths 
associated  with  maternal  smoking, 
and  the  effect  of  illness  of  the  qual- 
ity of  life  for  the  smoker,  as  well  as 
on  the  smoker’s  family,  friends,  co- 
workers, and  caregivers.  We  did  not 
attempt  to  address  the  health  and 
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economic  implications  of  pipe  or 
cigar  smoking  nor  of  smokeless  to- 
bacco use,  despite  their  known  links 
to  neoplasms. 

Smoking  by  men  is  more  com- 
mon in  Georgia  (38%)  than  the 
national  average  of  30-33%;  in  ad- 
dition, the  national  trend  of  a slower 
decline  in  smoking  prevalence  in 
women  to  the  current  24-28%  is  a 
major  public  health  concern  for 
Georgians.'  What  is  shown  in  this 
analysis  are  the  large  number  of 
preventable  deaths  that  occur  and 
years  of  life  lost  each  year  in  Geor- 
gia due  to  smoking.  Years  of  po- 
tential life  lost  are  often  calculated 
to  age  65  to  indicate  lost  “produc- 
tive” years  of  life.  We  calculated  loss 
to  life  expectancy  since  premature 
death  after  65  years  of  age  still  has 
an  impact  on  family  and  others; 
when  calculated  as  years  of  poten- 
tial life  lost  before  age  65,  the  total 
is  over  30,000.  We  also  wish  to  em- 
phasize that,  despite  economic  ar- 
guments for  the  sale  of  tobacco 
products,  there  are  indeed  costs  due 
to  tobacco  use  borne  by  others 
through  insurance  payments.  Med- 
icare, and  worker’s  compensation. 
Although  there  are  arguments  that 
the  costs  of  paying  for  extended  life 
negates  in  some  way  the  costs  to 
society  saved  when  death  is  pre- 
vented, others  have  emphasized  that 
the  direct  costs  of  care  and  wasted 
human  life  due  to  smoking  are  the 
most  compelling  reasons  to  press 
toward  a “smoke-free”  society.'^ 
While  former  smokers  retain  some 
risks  of  illness,  there  is  no  in- 
creased risk  of  death  to  former 
smokers  who  live  10  years  after 


quitting.  We  hope  that  this  infor- 
mation can  be  useful  in  formulating 
smoking  policies  and  patient  edu- 
cation in  Georgia. 
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PRO  Review  Part  II: 
Surgical  Review  Activities 

Ralph  A.  Murphy,  M.D.,  Tom  Bennett,  R.N.,  C.  Patrick  Ryan 


(Part  I of  this  series  appeared  in 
the  August  Journal  J 

ONE  OF  THE  MOST  significant  as- 
pects of  the  new  review  re- 
quirements mandated  by  the  Health 
Care  Financing  Administration 
(HCFA)  involves  the  emphasis  on 
invasive  procedure  review.  Al- 
though the  increased  review  in  am- 
bulatory as  well  as  inpatient  set- 
tings began  in  April,  1989, 
Congressional  concern  in  these 
areas  can  be  traced  back  to  the 
original  PRO  legislation.  In  recent 
years,  with  the  dramatic  increase  in 
the  number  of  procedures  per- 
formed each  year,  legislators  have 
expanded  PRO  review  to  ensure  the 
necessity  and  quality  of  these  pro- 
cedures. 

Section  9401  of  the  Consolidat- 
ed Omnibus  Reconciliation  Act 
(COBRA)  of  1985  required  that  PRO 
contracts  specify  at  least  ten  (10) 
surgical  procedures  be  subject  to 
pre-admission  and/or  pre-proce- 
dure review  for  the  purpose  of  re- 
quiring a second  surgical  opinion 
where  appropriate.  At  this  time, 
HCFA  has  not  yet  promulgated  pro- 
posed regulations  to  implement  the 


Initial  review  of 
these  cases  has 
indicated  the  need  for 
careful  documentation 
of  surgical  indications, 
pre-operative  patient 
assessment,  the 
operative  procedure, 
and  post-operative 
status  of  the  patient. 


second  opinion  program;  however, 
GMCF’s  contract  with  HCFA  in- 
cluded a provision  that  requires  the 
pre-certification  reviews  now  with 
implementation  of  the  second 
opinion  program  once  regulations 
are  finalized. 


Dr.  Murphy  is  Medical  Director  of  the  Georgia  Med- 
ical Care  Foundation  (GMCF);  Mr.  Bennett  is  Man- 
ager, Ambulatory  and  Precertification  Review  Pro- 
gram, GMCF;  and  Mr.  Ryan  is  Associate  Executive 
Director,  PRO  Program  Management,  GMCF.  Send 
reprint  requests  to  Dr.  Murphy  at  GMCF,  4 Exec- 
utive Park  Dr.,  Ste.  300,  Atlanta,  GA  30329. 


It  is  interesting  to  note  that  an- 
other section  of  COBRA  1985  re- 
garding denial  of  payment  for  sub- 
standard care  (Section  9405)  has 
also  not  been  implemented  yet,  al- 
though proposed  regulations  were 
published  in  January  of  this  year. 

In  addition  to  the  pre-procedure 
review  requirement.  Section  9343 
of  the  Omnibus  Budget  Reconcili- 
ation Act  of  1986  (OBRA)  required 
that  PRO  contracts  be  modified  to 
provide  for  review  of  all  or,  at  the 
discretion  of  the  Secretary,  a sam- 
ple of  ambulatory  surgical  proce- 
dures perfomed  in  ambulatory  sur- 
gical centers  and  hospital  outpatient 
departments. 

In  this  article,  we  describe 
GMCF’s  plans  to  implement  these 
required  review  activities  during 
Georgia  in  the  next  3 years. 

To  reiterate,  GMCF  will  be  con- 
ducting three  types  of  surgical  pro- 
cedure reviews  during  the  current 
contract.  These  include: 

(1)  Pre-Procedure/Pre-Admis- 
sion  review  of  10  procedures 

(2)  Retrospective  inpatient  pro- 
cedure reviews 

(3)  Retrospective  ambulatory 
procedure  reviews 
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: Pre-Procedure/Pre-Admission 
Review 

This  review  is  conducted  by 
phone,  generally  with  the  surgical 
physician  requesting  prior  approval 
of  planned  procedures.  It  is  impor- 
tant to  note  that  emergency  pro- 
cedures do  not  require  prior  au- 
thorization, although  they  will  be 
subject  to  retrospective  pre-pay- 
ment review.  The  initial  screening 
of  cases  is  done  by  nurse  reviewers 
utilizing  criteria  which  has  been 
developed  in  consultation  with 
representatives  of  state  medical 
societies  and  GMCF  physician  con- 
sultants. This  criteria  has  been  dis- 
tributed to  providers  across  the  state 
and  is  available  upon  request. 

If  the  screening  critera  are  not 


met,  the  case  is  referred  to  a GMCF 
physician  consultant  who  will  de- 
termine whether  the  procedure 
should  be  approved  for  medical 
reimbursement.  The  physician  con- 
sultant’s decision  is  based  on  his/ 
her  medical  judgement,  experience 
and  knowledge.  It  is  important  to 
note  that  cases  not  meeting  criteria 
can  be  approved.  The  criteria 
should  not  be  used  as  an  indicator 
for  the  necessity  of  any  given  pro- 
cedure. In  some  cases,  the  GMCF 
physician  consultant  may  contact 
the  surgical  physician  by  phone  to 
discuss  case  specifics  during  the 
review  process. 

We  have  summarized  our  pre- 
procedure review  experience  for  the 
first  90  days  of  this  contract  in  Table 
1. 


TABLE  1 — Pre-Procedure  Review  Activity, 
by  Type  of  Procedure,  April- June  1989 


Pre-Procedure 

April- June  1989 

Total  cases 

12,616 

Number  referred 

245 

Number  denied 

8 

Type  of  Procedure 

Number  of  Cases 

% of  Total 

Cataract  (inpatient 
and  outpatient) 

7,243 

57.41% 

Pacemaker 

592 

4.68% 

Turp 

1,327 

10.52% 

Hysterectomy 

344 

2.73% 

Carotid  Endarterectomy 

383 

3.04% 

Total  Hip 

494 

3.92% 

CABG 

653 

5.18% 

PTCA 

612 

4.85% 

Laminectomy 

370 

2.93% 

Revascularization 

519 

4.11% 

12,616 

100% 

We  will  continue  to  monitor  re- 
view results  and  may  select  alter- 
nate procedures  for  review  during 
the  course  of  this  contract. 


Retrospective  Inpatient 
Procedure  Review 

This  review  activity  represents  just 
one  aspect  of  the  seven  compo- 
nents of  HCFA’s  inpatient  review  re- 
! quirements.  That  is,  for  each  hos- 
? pital  discharge  selected  for  review, 
; GMCF  must  address  the  following: 

® Quality  of  care 


• Appropriateness  of  discharge 

• Necessity  of  admission 

• Necessity  of  invasive  proce- 
dure 

• Accuracy  of  payment  (DRG 
validation) 

• Coverage 

• Liabiltiy  of  provider/benefici- 
ary 

These  activities  have  been  part  of 
GMCF’s  past  review  efforts;  how- 
ever, during  this  contract,  HCFA  has 
required  PROs  to  develop  specific 
invasive  procedure  criteria.  These 
criteria  are  used  by  non-physician 


In  this  second  of  a 3- 
part  series  of  articles 
on  PRO  Review, 

GMCF  describes  plans 
to  implement  the 
HCFA-required  review 
activities  in  Georgia 
during  the  next  3 years. 


reviewers  to  assist  in  determining 
whether  a case  needs  to  be  re- 
viewed by  a GMCF  physician  con- 
sultant. 

At  this  time,  we  have  established 
criteria  for  133  procedures  as  well 
as  a generic  criteria  set  to  cover  all 
other  procedures.  We  are  still  in  the 
process  of  evaluating  the  efficiency 
and  effectiveness  of  these  criteria 
and  expect  to  modify  and  add  to 
the  current  list  based  on  our  review 
experience  and  input  from  spe- 
cialty societies  across  the  state. 
These  criteria  have  also  been  dis- 
tributed and  are  available  upon  re- 
quest. Approximately  one-half  of  the 
5,000  hospital  cases  selected  for  re- 
view each  month  include  one  or 
more  of  the  procedures  subject  to 
review.  If  the  GMCF  physician  con- 
sultant determines  a specific  pro- 
cedure was  not  necessar>^  part  or 
all  of  the  payment  to  the  hospital 
will  be  denied.  In  addition,  any  pay- 
ments to  the  physician  will  be  re- 
covered by  the  carrier.  In  all  cases, 
physicians  will  have  twenty  (20) 
days  to  discuss  the  case  in  question 
before  a denial  is  made.  In  addi- 
tion, all  denials  are  subject  to  re- 
consideration by  a third  GMCF  phy- 
sician consultant  of  the  appropriate 
specialty. 

Retrospective  Ambulatory 
Procedure  Review 

In  addition  to  the  inpatient  pro- 
cedure review  and  in  accordance 
with  OBRA  1986,  the  Secretary  of 
Health  and  Human  Services  has  de- 
termined that  PROs  will  review  a 
five  percent  (5%)  random  sample 
of  ambulatory  surgical  procedures. 
HCFA  projects  approximately  1 ,000 
reviews  each  month  in  Georgia.  Al- 
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though  we  have  only  recently  be- 
gun selecting  ambulatory  cases  for 
review,  it  appears  the  volume  may 
be  somewhat  lower  than  the  HCFA 
projections. 

The  focus  of  this  review  includes: 
necessity  of  the  procedure,  accu- 
racy of  coding,  and  quality  of  care. 
Due  to  the  limited  experience  of  re- 
view in  the  ambulatory  setting, 
GMCF  will  be  conducting  all  am- 
bulatory reviews  offsite,  i.e.,  in 
GMCF’s  offices.  This  approach  will 
enable  closer  supervision  of  nurse 
reviewers  during  the  implementa- 
tion of  this  review.  As  with  the  other 
surgical  review  activities,  cases  not 
meeting  criteria  will  be  referred  to 
a GMCF  physician  consultant  of  the 
appropriate  specialty. 

Initial  review  of  these  cases  has 
indicated  the  need  for  careful  doc- 
umentation of  surgical  indications, 
pre-operative  patient  assessment, 
the  operative  procedure,  and  post- 
operative status  of  the  patient.  As 
with  other  reviews,  GMCF  has  de- 
veloped specific  criteria  to  assist 
nurse  reviewers.  Cases  not  covered 


by  specific  criteria  will  be  referred 
for  physician  review.  Additional  cri- 
teria will  be  developed  during  the 
course  of  the  contract. 


We  want  to  stress 
the  importance  of 
involving  practicing 
surgeons  in  the 
development  and 
distribution  of  criteria 
to  be  used  by  non- 
physician reviewers  in 
the  initial  screening  of 
these  cases. 


Conclusion 

We  have  described  the  key  as- 
pects of  the  GMCF  surgical  review 
program  during  the  third  Scope  of  \ 
Work.  We  have  stressed  the  impor-  | 
tance  of  involving  practicing  sur-  | 
geons  in  the  development  and  dis- 
tribution of  criteria  to  be  used  by 
non-physician  reviewers  in  the  in- 
itial screening  of  these  cases.  We 
will  continue  to  work  with  repre- 
sentatives from  various  specialty 
societies  to  refine  existing  criteria 
as  well  as  develop  new  criteria  for 
specific  procedures  as  our  review 
experience  dictates. 

We  have  also  discussed  several 
aspects  of  the  review  process  itself, 
including  the  role  of  non-physician 
reviewers,  the  involvement  of  ap- 
propriate specialists  in  making  de- 
terminations, and  the  appeals  rights 
of  practicing  surgeons  when  ad- 
verse determinations  are  made. 

In  another  article  in  this  series, 
we  will  describe  in  detail  the  steps 
GMCF  will  take  in  addressing  qual- 
ity issues  identified  during  the  re- 
view process. 


High  quality  that  doesn't  cost  an  arm,  a leg,  a mint  or  a million! 


IH  GEORGIA  CALL:  Physician  Saies  & Service 

829  Pickens  Industrial  Drive,  Suite  13 
Marietta,  GA  30062 

1-404-426-0747 


The  Hamilton  E-Series™  proves  that  a 
high-quality  examination  table  doesn't 
have  to  cost  a lot. 

Ergonomically  engineered  and  affordably 
priced,  the  E-Series  maximizes  efficiency 
while  presenting  a clean,  professional 
image. 

Its  seamless  style  helps  control  contam- 
ination, and  the  foam-in-place  top  means 
no  separating,  wrinkles,  or  breakdown. 
Contemporary  new  colors  will  enhance 
your  office,  too.  And  a three-year  war- 
ranty ensures  your  satisfaction. 

High  quality  at  a price  that  isn't  — that's 
the  Hamilton  E-Series  examination  table 
Call  Today. 

'’T^HAMILTON® 

U LM\  NDUSTRIES 


AM-1091  Jul89  USA 
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Surgery  Equipment 

Operating  Tables  - AMSCO,  Shampagine 
Surgical  Lights  - AMSCO,  Castle 
EKG  Monitors  - Datascope,  H P 
EKG  Machines  - HP,  Burdick 
Defibrillators  - HP,  Life  Pak,  Datascope 
Autoclaves  - AMSCO,  Pelton,  Castle 
Exam  Tables  - Stools 

ALL  PRICES  CASH  & CARRY 

Visit  Our  Showroom 

MON.-FRI.  10:00-5:00  SAT.  10:00-3:00 

SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 

448-8924 
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DESIGN 
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YOHIMBINE  HCI 


OescripUofl:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympattietic  (adrenergic)  activity,  ft  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindintions:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  informahon  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  pabents  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.TS 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  T3.4  i tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  14  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Applied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10, 
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One  Internist’s  View  of  the  RBRVS 


For  many  years,  internists  and 
other  primary  care  physicians 
have  been  concerned  about  the  un- 
dervaluation of  the  so-called  “cog- 
nitive services,”  those  services  of 
evaluation  and  management  that  are 
the  cornerstone  of  our  practice  and 
that,  indeed,  most  all  physicians 
provide.  The  inequity  in  payment 
and  reimbursement  for  these  serv- 
ices is  longstanding  and  deeply 
rooted  in  the  current  “customary, 
prevailing  and  reasonable”  or  CPR 
method  of  payment  presently  used 
by  Medicare. 

In  January,  1981,  an  American 
Society  of  Internal  Medicine  Task 
Force  on  Cognitive  Services  devel- 
oped and  published  a white  paper 
entitled,  “Reimbursement  for  Phy- 
sicians Cognitive  and  Procedural 
Services.”  By  June,  1982,  meetings 
with  other  primary  care  specialties 
and  subspecialities,  including  the 
American  Academy  of  Family  Phy- 
sicians, the  American  Academy  of 
Pediatrics,  and  the  American  Psy- 
chiatric Association  had  taken  place 
to  discuss  payment  for  cognitive 
services.  Further  discussions  with 
these  colleagues  and  testimony  at 
hearings  on  Capitol  Hill  in  Wash- 
ington, D.C.,  over  the  next  3 years 
culminated  in  September,  1985, 
with  the  Health  Care  Financing 


James  K.  Van  Buren,  M.D. 


Many  legitimate 
questions  concerning 
the  validity  of  the 
RBRVS  study  have 
been  raised.  We  believe 
that  the  Harvard 
investigators  more  than 
satisfactorily  answered 
these  questions  and 
that  the  study  is  valid. 


Administration  (HCFA)  awarding  a 
multi-year  contract  to  Harvard  Uni- 
versity with  the  AMA  as  a primary 
subcontractor  to  construct  a Re- 
source Base  Relative  Value  System 
(RBRVS)  for  physician  reimburse- 
ment. This  type  of  system  based  on 
previous  studies  would  address 
these  inequities  in  reimbursement. 

It  has  been  the  general  consen- 
sus among  medical,  political,  busi- 
ness, insurance  payers,  and  pa- 
tients that  there  is  need  for  payment 
reform  in  the  medical  field.  The  CPR 
is  inflationary,  expensive,  complex. 


Dr.  Van  Buren  practices  internal  medicine  and  is 
presently  President  of  the  Georgia  Society  of  In- 
ternal Medicine.  His  address  is  490  Peachtree  St., 
Ste.  250-B,  Atlanta,  GA  30308. 

This  paper  was  presented  as  a speech  to  MAG’s 
Leadership  Conference  held  last  February  in  At- 
lanta. 


and  unpredictable  for  both  physi- 
cians and  patients.  Alternative 
methods  of  payment  usually  fall  into 
one  of  four  categories:  physician 
DRGs,  capitation,  piecemeal  reduc- 
tion in  charges,  and  fee  schedules. 
For  many  reasons,  the  first  three  al- 
ternatives are  unacceptable.  Most 
physicians,  the  AMA,  and  very  im- 
portantly, the  Physician  Payment 
Review  Commission  (PPRC),  an  in- 
dependent influential  body  ap- 
pointed by  Congress  to  advise  Con- 
gress on  these  payment  issues,  have 
concluded  that  an  idemnity  fee 
schedule  offers  the  best  alternative. 
The  RBRVS  has  evolved  as  the  ma- 
jor player  in  adapting  such  a fee 
system  to  the  inevitable  payment 
changes  that  are  forthcoming. 

Many  legitimate  questions  con- 
cerning the  validity  of  the 
RBRVS  study  have  been  raised. 
Questions  of  methodology,  size  of 
sample,  physician  input  into  the 
study,  to  mention  a few,  have  been 
asked.  We  believe  that  the  Harvard 
investigators  more  than  satisfacto- 
rily answered  these  questions  and 
that  the  study  is  valid. 

The  development  of  the  RBRVS 
involved  seven  different  steps: 

1 . Define  what  is  meant  by  “total 
work. 
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We  don’t  look  on 
this  study  as  a devisive 
issue  within  medicine, 
but  rather  one  of 
healing  an  old  wound 
that  we  have 
recognized  for  a long 
time. 


2.  Develop  a method  of  meas- 
uring total  work  within  each  sur- 
veyed specialty. 

3.  Develop  a method  to  compare 
work  in  different  specialties. 

4.  Conduct  a national  survey  of 
physicians  to  obtain  estimates  of 
work. 

5.  Extrapolate  surveyed  services/ 
procedures  to  other  services. 

6.  Factor  in  specialty  specific 
training  and  practice  costs. 

7.  Link  specialty-specific  RBRVS 
on  a common  scale. 

To  do  this,  they  developed  a panel 
from  23  specialties  and  six  internal 
medicine  subspecialties  from  a list 
prepared  by  the  AMA.  Time  and 
again  independent  groups,  such  as 
the  Consolidated  Consulting  Group, 
a nationally  recognized  group  of 
health  economists  and  healthy  pol- 
icy analysts  commissioned  by  the 
PMA,  have  evaluated  the  RBRVS  and 
found  the  methodologies  and  sta- 
tistical evaluations  to  be  sound  and 
reproducible. 

There  are,  of  course,  limitations. 
This  study  did  not  take  outcomes 
or  quality  of  service  into  consider- 
ation. The  RBRVS  is  based  on  the 
CPT-4  classification  which  has  its 
own  limitations.  And  very  impor- 


1 

i 


tantly,  it  does  not  consider  patient 
demand  for  services,  i.e.,  volume. 
We  recognize  that  there  are  still  un- 
resolved methodologic  questions 
such  as  the  allocation  of  specialty 
training  and  office  practice  costs 
within  a given  specialty,  the  inter- 
service variations  in  practice  costs, 
and  the  consideration  of  bundled 
versus  unbundled  global  services. 
However,  we  do  NOT  believe  these 
limitations  are  enough  to  invalidate 
this  study.  Much  work  needs  to  be 
done,  but  the  study  needs  to  be  ac- 
cepted and  implemented.  We  be- 
lieve correction  of  these  limitations 


The  RBRVS  has 
evolved  as  the  major 
player  in  adapting  an 
indemnity  fee  schedule 
to  the  inevitable 
payment  changes  that 
are  forthcoming. 


can  be  accomplished  as  the  system 
is  implemented  and  phased  in.  We 
believe  that  the  time  to  do  that  is 
now.  We  thus  believe  that  the  basic 
findings  and  concept  in  this  study 
are  valid.  And  we  believe  that  the 
negative  impact  on  most  physi- 
cians will  be  minimal. 

The  recent  report  from  the  AMA’s 
Center  for  Health  Policy  Research 
noted  that  most  physicians  will 
benefit  from  such  reforms,  that  75% 
of  physicians  will  gain  or  lose  no 
more  than  $1000  of  revenue  from 
Medicare,  that  only  three  special- 
ties will  experience  major  reduc- 
tions in  revenue,  and  even  within 


these  specialties  the  maximal  im- 
pact will  be  felt  by  a small  per- 
centage of  physicians  practicing  in 
those  fields.  Even  after  these  re- 
ductions, those  few  specialties  will 
receive  substantially  higher  pay- 
ments from  Medicare  than  will  pri- 
mary care  physicians  and,  indeed, 
most  of  their  colleagues  in  surgical 
and  other  specialties. 

We  believe  that  reform  is  coming 
whether  we  want  it  or  not.  The  PPRC 
must  present  a report  to  Congress 
by  March  31,  1989,  and  HCFA  by 
June  30th,  with  Congress  to  begin 
implementation  in  1991.  We  be- 
lieve the  RBRVS  to  be  the  best  tool 
for  addressing  this  reform  and  that, 
indeed,  all  of  medicine  will  benefit. 
We  believe  that  it  is  imperative  that 
medicine  speak  with  a unified  voice 
on  this  issue  and  speak  now. 

In  conclusion,  we  don’t  look  on 
this  study  as  a devisive  issue 
within  medicine  but  rather  one  of 
healing  an  old  wound  that  we  have 
recognized  for  a long  time.  To  quote 
Dr.  Joseph  Boyle,  a former  practic- 
ing internist,  a past  president  of  the 
AMA,  and  now  Executive  Vice  Pres- 
ident of  the  American  Society  of  In- 
ternal Medicine,  “The  Harvard  study 
report  represents  a great  deal  more 
to  internists  than  just  reimburse- 
ment issues.  It  is  a social  statement 
which  says  loudly  and  clearly  that 
the  services  of  our  specialty  — 
downgraded,  diminished,  treated 
with  disrespect  by  the  current  pay- 
ment systems  — are,  in  fact,  a far 
greater  worth  than  has  been  as- 
cribed to  them  in  the  past  20  years. 
We  seek  not  only  equitable  treat- 
ment, but  appropriate  recognition 
of  that  value  and  will  not  give  up 
in  that  quest.” 
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MRI  UPDATE 


Figure  1 


Clinical  information: 

Recently,  there  has  been  much 
discussion  in  the  literature  of  the 
neurological  symptoms  caused 
by  the  spirochete  borrelia 
burgborferi.  The  disease  is 
transmitted  by  a tick  bite  and  is 
associated  with  clinical 
symptoms  of  headaches, 
multiple  arthralgias,  and  non- 
specific neurological  symptoms. 
Given  the  appropriate  clinical 
history,  a diagnosis  of  Lyme 
disease  can  readily  be  confirmed 
by  an  MR  scan. 

Findings:  Figure  l isa 
T2-weighted  axial  image 
through  the  brain.  Abnormal 
focal  areas  of  increased  signal 
intensity  can  be  identified  within 
the  centrum  semiovale 
bilaterally  (small  arrows).  These 
lesions  are  primarily  located 
within  the  white  matter  but  are 
of  differing  sizes.  Figure  2 is  also 
an  axial  image  through  the  brain 
but  at  a level  through  the  lateral 
ventricles.  This  section  shows  a 


Figure  2 

lesion  located  within  the  medial 
gray  matter  of  the  right  frontal 
lobe  anterior  to  the  corpus 
collosum  (large  arrow). 
Additional  areas  of  abnormal 
increased  signal  intensity  can  be 
identified  adjacent  to  the 
occipital  horns,  in  the  gray-white 
matter  interface  of  the  left 
parietal  operculum  (small 
arrow),  and  in  the  deep  white 
matter  of  the  frontal  lobes  in  the 
region  of  the  anterior  corona 
radiata  (arrowheads).  Figure  3 is 
through  the  posterior  fossa  as 
well  as  the  lower  frontal  and 
temporal  lobes.  Abnormal  areas 
of  increased  signal  intensity  are 
demonstrated  in  the  left  anterior 
pons  (large  arrow)  in  the  anterior 
right  temporal  lobe  (small 
arrow),  in  the  right  cerebellar 
peduncle  (arrowhead),  and  in  the 
medial  right  temporal  lobe 
(curved  arrow). 

The  MR  images  clearly 
demonstrate  the  predominantly 
white  matter  involvement,  multi- 
focal nature,  and  the  absence  of 


Figure  3 


mass  effect  associated  with  these 
lesions.  In  the  absence  of  clinical 
history,  the  MR  appearance 
would  be  most  consistent  with  a 
demyelinating  process  such  as 
multiple  sclerosis.  However,  as 
this  case  presented  in  a nine  year 
old  male  following  exposure  to 
ticks,  the  differential  diagnosis 
becomes  that  of  Lyme  disease. 
The  diagnosis  was  further 
confirmed  by  the  findings  of 
similar,  although  less  extensive 
lesions,  in  the  patient’s  sibling. 

Comment:  The  patient  in  the 
case  above  had  a CT  scan  prior 
to  the  MR  study  which  was 
negative.  This  case  clearly 
demonstrates  the  increased 
sensitivity  of  MR  over  CT  in 
detection  of  white  matter 
processes.  However,  the  case  also 
demonstrates  the  relative  non- 
specificity of  the  findings.  In  this 
case,  the  clinical  history  was 
most  important  in  determining 
the  true  etiology  of  the  patient’s 
findings. 
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A Review  of  Georgia  SIDS  Aulop^ 
Reports  for  a 2Afear  Period 

Barbara  N.  Samuels,  M.D.,  Susana  Rubio-Freidberg,  M.P.H. 


Abstract 

Procedures  carried  out  in  autopsies  of  presumed  sudden 
infant  death  syndrome  (SIDS)  victims  in  Georgia  during 
1983-1984  were  compared  to  standard  criteria  found  in  the 
literature  and  in  a Georgia  publication.  One  hundred  fifty- 
one  complete  autopsy  reports  were  available  for  the  study. 
Although  autopsies  did  not  change  the  presumed  cause  of 
death  for  most  SIDS  victims,  less  than  half  the  autopsies 
included  what  some  experts  believe  to  be  an  adequate  basis 
for  determining  SIDS  as  the  cause  of  death  — a careful 
medical  history,  a thorough  external  and  internal  examina- 
tion, selected  histologic  review,  total  body  X-ray,  and  (per- 
haps) cultures  of  heart,  blood,  and  lung  tissue.  The  autopsies 
compared  more  favorably  to  a published  Georgia  standard 
that  did  not  include  the  medical  history,  but  they  still  over- 
utilized toxicology  screening,  underutilized  microscopic 
study,  and  rarely  recorded  any  rationale  for  performing  an- 
cillary procedures. 


Autopsies  play  a 
definitive  role 
in  the  diagnosis  of 
Sudden  Infant  Death 
Syndrome  (SIDS).* 

Acceptance  of  this 
role  has  improved 
the  autopsy  rates  for 
presumed  SIDS  vic- 
tims in  Georgia  from 
49%  in  1980  to  65- 
70%  since  1982.’ 

How  adequate  are 
these  autopsies? 

Literature  review 
suggests  that  the 
SIDS  autopsy  in- 
clude a careful 
medical  history, 
thorough  external 
and  internal  examination,  selected 
histology  review,  and  total  body  X- 
ray.2®  While  microbiology  (bacte- 
rial and  viral  cultures)  and  toxicol- 
ogy studies  are  sometimes  recom- 
mended,^® the  yield  is  so  low  and 
positive  microbiology  results  are  so 
often  contaminants  that  most  do  not 
consider  these  procedures  rou- 
tine,except,  perhaps,  for  bacte- 
rial cultures  of  heart  blood,  and  lung 
tissue.^  Biochemical  determina- 


tions of  urea  and  electrolytes  using 
vitreous  humor,  once  thought  to  be 
indispensable,  are  no  longer  con- 
sidered useful. 


At  the  time  of  this  study,  Dr,  Samuels  was  the 
Perinatal  Epidemiologist  for  Georgia  (Office  of  Ep- 
idemiology Division  of  Public  Health,  Georgia  De- 
partment of  Human).  She  is  currently  the  Bureau 
Chief  of  Community  Health  Services.  Texas  De- 
partment of  Health,  1 100  West  49th  St.,  Austin,  TX 
78756.  Also  at  the  time  of  this  study,  Ms.  Rubio- 
Freidberg  was  in  the  Master  of  Public  Health  Pro- 
gram at  Emory  University. 


An  autopsy  pro- 
tocol for  presumed 
SIDS  deaths  has 
been  published  in 
Georgia. $ It  out- 
lines what  causes  of 
unexpected  death 
should  be  consid- 
ered; the  micro- 
scopic sections  to 
obtain,  the  perti- 
nent areas  to  eval- 
uate in  the  gross  ex- 
ternal and  internal 
examinations,  and 
ancillary  proce- 
dures to  perform  as 
indicated  (total 
body  X-ray,  bio- 
chemical determi- 
nations using  vitreous  humor,  bac- 
terial and  viral  cultures,  and 
toxicology).  Thus,  it  differs  slightly 
from  the  literature  by  de-emphasiz- 
ing  the  X-ray  and  heart  blood,  and 
lung  cultures  (neither  are  routinely 
recommended  by  all  authors);  still 
suggesting  biochemical  determi- 
nations using  vitreous  humor,  and 
not  mentioning  the  medical  history. 

The  purpose  of  this  study  was  to 
determine  what  procedures  were  or 
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; were  not  done  based  upon  the  lo- 
cally developed  protocol.  The  au- 
thors neither  of  whom  are  pathol- 
ogists, examined  161  autopsy 
reports  for  SIDS  deaths  that  oc- 
curred in  Georgia  during  1983-1984 
at  the  Georgia  Bureau  of  Investi- 
gation (GBl)  near  Atlanta.  Georgia 
law  requires  autopsy  reports  be  sent 
to  the  GBl  Forensic  Science  Labo- 
ratory. As  reported  elsewhere,  80% 
of  the  autopsies  performed  on  SIDS 
victims  for  these  2 years  were  ac- 
tually sent  to  GBL’ 


Compared  to  the 
Georgia  protocol,  the 
autopsies  appeared 
more  complete,  but  it 
can  be  argued  that  by 
omitting  the  medical 
history,  the  protocol 
itself  needs  to  be 
updated. 


Methods 

To  obtain  autopsy  reports  from 
GBl,  names,  death  certificate  num- 
bers, and  county  of  death  were  re- 
trieved from  death  certificates  for 
SIDS  victims  who  died  during  1983- 
1984.  The  number  of  autopsies  per- 
formed for  this  cohort  based  upon 
the  death  certificate  data  and  the 
number  of  complete,  incomplete, 
and  missing  files  at  GBl  have  been 
recorded  elsewhere.’  One  hundred 
sixty-one  reports  were  available  for 
this  study:  151  were  complete  au- 
topsy reports;  three,  police  inves- 
tigation reports;  and  seven,  toxi- 
cology reports. 


* SIDS  is  defined  as  the  unexpected  sudden  death 
of  an  apparently  healthy  infant  that  remains  unex- 
plained even  after  an  adequate  autopsy.  By  defi- 
nition, it  is  a diagnosis  of  exclusion,  requiring  a 
post-mortem  examination  to  rule  out  other  plau- 
sible causes  of  death.'' ^ 
t In  situations  where  autopsies  cannot  be  ob- 
tained because  of  family  concerns  or  other  cir- 
cumstances, a complete  history,  thorough  external 
examination,  and  whole  body  X-ray  can  be  quite 
accurate  in  the  presumptive  diagnosis  of  SIDS.^ 
Steinschneider  would  add  a spinal  tap  to  rule  out 
septicemia  (personal  communication). 

t The  local  protocol  was  found  in  the  mono- 
graph Sudden  Infant  Death  Syndrome:  A Guide  for 
Medical  Examiners,  prepared  by  The  Georgia  Sud- 
den Infant  Death  Syndrome  Project. 


A two-page  abstract  form  was 
used  to  collect  data  from  each  au- 
topsy. The  form  was  an  amalgam 
of  procedures  suggested  in  the  lit- 
erature and  in  the  Georgia  protocol. 
A listing  of  the  items  on  the  abstract 
form  appears  in  Table  1 . Each  item 
was  marked  “yes”  or  “no”  which 
signified  that  an  item  was  or  was 
not  done.  “Yes”  and  “no”  had  no 
correlation  with  positive  or  nega- 
tive findings. 

A pilot  test  was  performed  on  the 
first  10  complete  autopsy  reports 
found  in  GBl  files  for  1982.  Each 
author  reviewed  the  same  10  files, 
and  differences  of  interpretation 
were  discussed  and  resolved.  One 
author  (SRF)  reviewed  all  161  au- 
topsy, police,  and  toxicology  re- 
ports. Midway  through  the  abstrac- 
tion period,  10  reports  were 
reviewed  by  both  authors  and  mi- 
nor differences  of  interpretation, 
particularly  involving  the  toxicol- 
ogy section,  were  again  resolved. 
All  autopsies  reviewed  prior  to  this 
period  were  rechecked  (SRF)  and 
discrepancies  corrected. 

Percentages  for  each  major  cat- 
egory were  based  upon  the  number 
of  complete  autopsies  (151).  Per- 
centages for  each  subset  were  based 
upon  the  number  of  reports  in  that 
major  category.  Percentages  for 
toxicology  items  included  com- 
plete autopsies  plus  the  seven  tox- 
icology reports. 

Approval  to  obtain  information 
from  death  certificates  and  autopsy 
reports  was  obtained  from  the 
Emory  University  Human  Investi- 
gation Committee.  Confidentiality 
was  assured  by  erasing  all  names 
at  the  end  of  the  study  and  aggre- 
gating the  data  in  such  a way  that 
the  information  could  not  be  traced 
back  to  a particular  individual. 

Results 

Two  deaths  (1%)  listed  as  SIDs 
on  the  death  certificate  were  thought 
not  to  be  SIDS.  One  was  attributed 
to  glomerular  nephritis  by  the  pa- 
thologist who  performed  the  au- 
topsy. The  second  was  reviewed  at 
our  request  by  a GBl  forensic  sci- 
entist and  a national  SIDS  expert 
who  felt  that  the  child’s  history  of 
subdural  hematomas  and  hydro- 
cephalus, among  other  neurologic 


problems,  and  the  autopsy  findings 
were  not  consistent  with  SIDS.  In 
six  cases,  autopsies  uncovered 
anomalies.  Two  of  these  were  car- 
diac and  apparently  known  by  the 
family.  The  other  four  were  renal. 
Four  victims  had  siblings  who  died 
from  SIDS.  One  of  these  infants  had 
used  an  apnea  monitor.  Numbers 
and  percentages  for  each  of  the  re- 
maining categories  and  subcate- 
gories appear  in  Table  2. 

Only  42%  of  the  complete  reports 
included  a medical  history  of  the 
events  preceding  death.  Another 
11%  described  the  scene  of  death. 
One  third  of  those  with  a medical 
history  appeared  to  have  a mild  ill- 
ness; 14%  were  noted  to  be  on 
medication,  33%  had  concurrent 
health  problems.  Sixteen  percent 
had  been  preterm  deliveries. 

Almost  100%  of  the  autopsies  in- 
cluded both  an  external  and  an  in- 
ternal gross  examination.  Most  ex- 
ternal gross  examinations  recorded 
growth  and  development  of  the  in- 
fant (99%),  the  nutritional  status  of 
the  body  (63%),  and  the  nares 
(75%).  Twenty-six  percent  noted  the 
presence  or  absence  of  anomalies; 
49%,  of  injuries;  only  5%,  of  rashes. 
Most  of  the  internal  gross  exami- 
nations noted  the  presence  or  ab- 
sence of  petechiae  on  the  thymus, 
pleura,  and/or  pericaridum  and  the 
general  appearance  of  the  heart 
(99%),  lungs  (99%),  trachea  (77%), 
and  larynx  (75%).  Sixty-eight  per- 
cent retained  slides  for  histology, 
but  only  49%  reported  any  results. 
Approximately  one-third  included 
tissue  blocks  from  all  but  one  or 
two  of  the  organs  listed  in  the  Geor- 
gia protocol,  but  only  one  autopsy 
included  slides  from  all  recom- 
mended organs. 

Eleven  percent  of  the  autopsies 
included  bacterial  cultures.  Sixty- 
nine  percent  of  these  were  blood 
cultures;  56%,  cultures  of  lung  tis- 
sue. All  reported  positive  results 
were  thought  to  be  contaminants. 
Two  autopsies  also  included  viral 
studies.  One  was  reported  as  polio, 
the  result  of  a DPT  immunization. 
One  autopsy  included  requests  for 
bacterial,  viral,  and  fungal  cultures, 
but  results  were  not  recorded.  Al- 
most two-thirds  of  the  cultures  were 
obtained  in  the  absence  of  any  re- 


61 6 


Journal  of  MAG 


corded  medical  history  or  indica- 
tion for  microbiologic  investiga- 
tion. 

A total  of  107  (71%)  of  the  com- 
lete  autopsy  reports  included  toxi- 
cology screening.  Seven  more  were 
toxicology  reports  only.  All  but  one 
of  the  114  total  toxicology  requests 
included  blood  screening.  Eighteen 
percent  also  included  liver  speci- 
mens. Ninety-five  percent  re- 
quested alcohol  levels;  89%,  CNS- 
acting  agents  such  as  barbiturates 
and  sedatives;  50%,  salicylate  lev- 
els; 9%,  carbon  monoxide;  and 
15%,  other  toxics  such  as  heavy 
metals. 


Eleven  percent  of  the  autopsies 
included  a whole  body  X-ray.  All 
were  done  to  rule  out  trauma.  Bio- 
chemical analysis  of  vitreous  hu- 
mor was  never  requested.  Ten  per- 
cent included  other  procedures  like 
photographs  and  diagrams  of  the 
body. 

Discussion 

If  autopsies  in  suspected  SIDS 
cases  should  include,  at  least,  a 
careful  medical  history,  thorough 
external  and  internal  examinations, 
selected  histology,  and,  perhaps, 
whole  body  X-ray  and  cultures  of 
heart  blood  and  lung  tissue,  then 


less  than  half  the  autopsies  were 
adequate.  Compared  to  the  Georgia 
protocol,  the  autopsies  appeared  » 
more  complete,  but  it  can  be  ar-  | 
gued  that  by  omitting  the  medical 
history,  the  protocol  itself  needs  to 
be  updated.  Medical  histories  were 
recorded  in  less  than  half  the  au- 
topsies. Gross  external  and  internal 
examinations  were  done  in  almost 
all  cases,  with  emphasis  on  the 
general  condition  of  the  infant;  the 
nares;  the  presence  of  petechiae  in 
the  heart,  pleura,  and  epicardium; 
and  cardiorespiratory  systems  as 
suggested  by  the  local  protocol. 
While  the  value  of  routine  toxicol- 


TABLE  1 — Autopsy  Checklist 

General  Comments: 

Case  No. 
Card  No. 

General  Comments: 

Case  No. 
Card  No. 

EXTERNAL 

MICROBIOLOGY 

Body  Length 

yes 

no 

Bacterial  cultures  of: 

Body  Weight 

yes 

no 

heart  blood 

yes 

no 

Developmental  status 

yes 

no 

spleen 

yes 

no 

Nutritional  status 

yes 

no 

each  lung 

yes 

no 

Hydration  status 

yes 

no 

larynx  swab 

yes 

no 

Examination  of  nares 

yes 

no 

stool 

yes 

no 

Presence/absense  of: 

CSF 

yes 

no 

rash 

yes 

no 

Viral  cultures  of: 

anomalies 

yes 

no 

heart 

yes 

no 

injury 

yes  _ 

no 

lungs 

yes 

no 

Comments: 

kidnev 

yes 

no 

GI  tract 

yes 

no 

INTERNAL 

brain 

yes 

no 

Evidence  of  petechia  in: 

TOXICOLOGY 

thymus 

yes 

. no 

Collection: 

pleura 

yes 

. no 

blood  r.‘>-10  ml 

yes 

no 

epicardium 

yes 

. no 

whole  blood) 

Heart 

yes 

. no 

liver  (about  10  gr) 

yes 

no 

Lungs 

yes 

. no 

CSF 

yes 

no 

Epiglottis 

yes 

. no 

urine 

yes 

no 

Lauynx 

yes 

- no 

gastric  contents 

yes 

no 

Trachea 

yes 

- no 

For  determination  of  the 

Comments 

presence  and  levels  of: 

common  agents 

yes 

no 

MICROSCOPIC  SECTIONS 

acting  upon 

(or  wet  tissue  blocks) 

the  CNS 

Heart 

yes 

no 

salicylates 

yes 

no 

Lung 

yes 

no 

cau-bon  monoxide 

yes 

no 

Ileum 

yes 

no 

other  agents 

yes 

no 

Kidney 

yes 

no 

appropriate  to 

Liver 

yes 

no 

the  case 

Pancreas 

yes 

no 

Comments: 

Spleen 

yes 

no 

ADDENDUM 

Adrenal 

yes 

- no 

Total  Body  X-ray  

yes 

no 

Trachea 

yes 

. no 

(to  look  for  evidence  of  excessive 

Thymus 

yes 

. no 

battering) 

Brain 

yes 

_ no 

Biochemical  

yes 

no 

Comments: 

detei-minations  using  vitreous  humor 
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TABLE  2 — Items  Completed  in  Autopsy  Reports.  Georgia, 

1983-1984. 


Procedure  ^Completed  (%)* 


MEDICAL  HISTORY 

64 

(42) 

Mild  illness 

22 

(34) 

On  medication 

9 

(14) 

Concurrent  problems 

21 

(33) 

Preterm 

10 

(16) 

Sibling  SIDS  victims 

4 

( 6) 

SCENE  OF  DEATH  DESCRIPTION 

17 

(11) 

EXTERNAL  EXAMINATION 

150 

(99) 

Growth  & development 

149 

(99) 

Nutritional  status 

95 

(63) 

Hydration  status 

3 

( 2) 

Nares 

112 

(75) 

Presence  of: 

rash 

7 

( 5) 

anomalies 

39 

(26) 

injury 

73 

(49) 

INTERNAL  EXAMINATION 

150 

(99) 

Presence  of  petechiae:  (heart,  pleura,  epicardium) 

149 

(99) 

Heeirt 

148 

(99) 

Lungs 

149 

(99) 

Epiglottis 

3 

( 2) 

Larynx 

113 

(75) 

Trachea 

115 

(77) 

HISTOLOGY 

103 

(68) 

Heart 

70 

(68) 

Lung 

76 

(74) 

Ileum 

15 

(15) 

Kidney 

64 

(62) 

Liver 

69 

(67) 

Pancrease 

48 

(47) 

Spleent 

65 

(63) 

Adrenal 

56 

(54) 

Trachea 

6 

( 6) 

Thymus 

52 

(50) 

Brain 

64 

(62) 

Findings  reported 

50 

(49) 

MICROBIOLOGY 

Bacterial 

16 

(11) 

Blood 

11 

(69) 

Lung 

9 

(56) 

CSF 

3 

(19) 

Viral 

2 

( 1) 

Fungal 

1 

( 1) 

TOXICOLOGY 

114 

(71)1 

Blood 

113 

(99) 

Lung 

20 

(18) 

Urine 

12 

(11) 

CSF 

0 

( 0) 

GI 

12 

(11) 

Agents  acting  on  CNS 

102 

(89) 

Alcohol 

108 

(95) 

Aspirin 

57 

(50) 

Carbon  monoxide 

10 

( 9) 

Other 

17 

(15) 

TOTAL  BODY  X-RAY 

16 

(11) 

BIOCHEMICAL  TESTS  (VITREOUS  HUMOR) 

0 

( 0) 

OTHER  PROCEDURES  (PHOTOGRAPHS,  DIAGRAMS) 

15 

(10) 

Percentages  for  major  categories  (CAPS)  were  based  upon  151.  Percentages  for  minor 
categories  were  based  upon  the  total  for  that  category.  For  example  34%  of  the  64  autopsies 
that  included  a medical  history  had  a minor  illness. 

! Microscopic  sections  from  the  spleen  were  not  on  the  list  of  recommended  tissue  sections 
in  the  local  protocol 

$ The  71%  refers  to  the  107  toxicology  requests  that  were  part  of  an  atuopsy;  the  other  7 
were  toxicology  reports  only.  Percentages  in  the  subcategories  are  based  upon  114. 


ogy  and  microbiology  investigation 
is  questioned  by  many  experts, 
more  toxicology  studies  were  per- 
formed than  an  other  procedures 
except  the  gross  external  and  in- 
ternal examinations.  Requests  for 
toxicology  screening  appeared  to 
be  routine  rather  than  based  upon 
suspicion,  despite  the  recommen- 
dation in  both  the  Georgia  standard 
and  the  literature  that  toxicology 
testing  be  requested  only  if  indi- 
cated and  time,  funds,  and  facilities 
permit.  Microbiology  studies  were 
rarely  requested.  This  would  ap- 
pear to  conform  to  the  local  pro- 
tocol recommendations  that  cul- 
tures be  performed  only  if  indicated, 
but  most  cultures  obtained  were  not 
correlated  with  a history  of  minor 
illness  or  suspicion  of  an  infectious 
process.  There  was  no  obvious  rea- 
son for  the  request  of  the  one  fungal 
culture.  Total  body  X-ray  was  also 
not  often  performed.  W^ile  some 
experts  believe  that  total  body  X- 
ray  is  a routine  procedure  in  SIDS 
autopsies;  based  upon  the  Georgia 
protocol.  X-rays  are  an  ancillary 
procedure  to  be  done,  like  micro- 
biology and  toxicology,  only  if  in- 
dicated. The  few  X-rays  requested 
were  done  to  rule  out  trauma,  but 
there  were  no  recorded  indications 
that  trauma  or  child  abuse  were 
suspected  in  any  of  these  cases. 

Only  one  cause  of  death  (still 
listed  as  SIDS  on  the  death  certifi- 
cate) was  officially  altered.  A pre- 
sumptive wrong  cause  of  death  was 
also  found.  This  is  consistent  with 
preliminary  findings  of  a national, 
six-center  collaborative  SIDS  re- 
search project  where  the  diagnosis 
of  SIDS  as  the  cause  of  death  was 
changed  in  only  six  of  385  cases 
(2%)  after  histologic  and  back- 
ground information  was  reviewed 
by  a panel  of  experts.^  However, 
both  these  percentages  are  lower 
than  that  of  a London  study  where 
the  original  SIDS  diagnosis  was 
changed  in  20  of  98  cases  and  added 
to  in  another  five.®  Eight  percent  of 
the  102  SIDS  victims  brought  to  a 
Dublin,  Ireland,  children’s  hospital 
had  their  diagnosis  changed  after 
postmortem  examination.-*  Valdes- 
Dapena  estimated  that  autopsies 
will  not  yield  an  alternative  expla- 
nation for  death  in  as  many  as  85% 
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of  suspected  SIDS  cases  with  a neg- 
ative history  and  unremarkable  ex- 
ternal appearance.^  This  figure  is 
similar  to  the  aformentioned  pre- 
liminary study  where  an  unequiv- 
ocal diagnosis  of  SIDS  was  made 
in  78%  of  autopsied  victims.^ 

With  so  few  diagnosis  of  SIDS 
changed  by  autopsy,  at  least  in  the 
U.S.  why  bother?  Valdes-Dapena  ar- 
gues that  an  autopsy  may  be  of  im- 
portance to  the  family  to  alleviate 
fears  that  they  did  or  did  not  do 
something  that  contributed  to  their 
infant’s  death. ^ Moreover,  as  found 
in  several  infants  in  this  study,  an 
autopsy  might  uncover  congenital 
or  genetic  lesions  which,  while  not 
the  direct  cause  of  death,  may  be 
of  importance  to  the  family  plan- 
ning on  more  children.^  In  addition, 
she  argues  that  families  have  a right 
to  know  what  caused  their  infant’s 
death,  whether  it  was  an  infection, 
an  anomaly,  or,  in  fact,  SIDS.^  For 
this  to  happen,  an  autopsy  must  first 
be  requested,  and  then,  a mini- 
mally useful  number  of  procedures 
must  be  performed  during  that  au- 
topsy. 

Neither  of  those  happens  to  the 
extent  possible  in  Georgia  despite 
the  Georgia  Post-Mortem  Act  that 
outlines  procedures  for  autopsy 
procurement  in  unexpected,  sud- 
den deaths’  and  a published  pro- 
tocol that  outlines  steps  to  be  taken 
during  an  autopsy  of  a suspected 
SIDS  victim.  As  reported  earlier,  65- 
70%  of  all  presumed  SIDS  deaths 
in  Georgia  were  autopsied  between 


1982-85.  From  1983-84,  only  55% 
were  autopsied  if  the  death  was  cer- 
tified by  someone  other  than  a 
medical  examiner  compared  to  96% 
when  a medical  examiner  certified 
the  death.'  When  autopsies  are  per- 
formed, less  histology  and  more 
toxicology  investigations  occur  than 
national  or  state  publications  rec- 
ommend. Less  medical  histories  are 
recorded  and  fewer  total  body  X- 
rays  requested  than  the  literature 
suggests.  That  these  are  not  em- 
phasized in  the  Georgia  protocol 
might  indicate  that  the  protocol  it- 
self should  be  revised.  Indications 
for  performing  ancillary  procedures 
(particularly,  toxicology  and  micro- 
biology) are  not  clear,  or  at  least, 
not  recorded  in  most  autopsy  re- 
ports. There  appears  to  be  a need 
to  educate  those  in  the  death  in- 
vestigation system  not  only  to  ob- 
tain autopsies  in  suspected  SIDS 
cases  but  also  to  perform  those  au- 
topsies in  a manner  that  provides 
an  accurate  basis  for  assigning  a 
cause  of  death. 
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THE  ARMY  RESERVE 
:TERS  new  nNANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


BUILDING  922,  NORTH  END 
FORT  GILLEM 

FOREST  PARK,  GA  30050-5000 
(404)  362-3374 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDKIHE.  BE  AUYOU  CAN  BE. 
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Effect  of  Oral  Zinc  Supplements  on 
Diaper  Rcdi  in  Normal  Infents 

Platon  J.  Collipp,  M.D. 


Introduction 

SEVERAL  studies  have  docu- 
mented a reduction  in  the 
serum  and  hair  zinc  concentration 
during  the  first  few  months  of  life 
in  normal  newborn  infants.'  ® Breast- 
fed infants  have  been  shown  to  have 
a smaller  decline  in  hair  zinc  con- 
centration than  formula  fed  in- 
fants.® The  zinc  concentration  in 
human  milk  and  infant  formula  is 
similar,  but  human  milk  contains  a 
zinc  binding  ligand  which  im- 
proves zinc  intestinal  absorption, 
and  infant  formula  is  iron  fortified 
which  will  reduce  zinc  absorption. 
Increasing  the  zinc  content  of  infant 
formula  was  reported  to  increase 
the  growth  rate  of  normal  infants.'"'  ® 
Hair  zinc  concentration  was  lower 
in  infants  during  their  first  year  with 
diaper  rash  than  in  those  with  no 
diaper  rash.^  This  study  reports  the 
effects  of  oral  zinc  supplements  on 
growth,  thrush,  and  diaper  rash  in 
normal  infants. 

Methods 

All  normal  newborn  infants  seen 
in  my  practice  in  a 1-year  period 
were  included  in  this  study.  No  solid 


The  average  infant 
that  received  oral  zinc 
supplements  gained 
more  height  and  weight 
than  the  average 
placebo  infant, 
although  the  difference 
was  not  statistically 
significant. 


foods  were  given  during  the  study, 
and  the  infants  all  received  milk, 
water,  and  vitamin  supplements 
(A,C,D,  and  fluoride).  All  infants 
weighed  between  1,920  and  4,860 
gms  at  birth.  Diaper  rashes  were 
primarily  monilial,  rather  than  am- 
moniacal  dermatitis,  and  all  were 
treated  with  an  anti-fungal  cream. 
All  infants  were  seen  monthly  until 
4 months  of  age  and  were  weighed 
and  examined  by  the  same  physi- 
cian. There  were  36  boys  and  53 
girls  in  the  zinc  supplement  group 
and  40  boys  and  50  girls  in  the  pla- 


Dr,  Collipp  specializes  in  pediatrics  and  endo- 
crinology. Send  reprint  request  to  him  at  176  Me- 
morial Dr.,  Jesup,  GA  31545.  Mead  Johnson,  Inc., 
provided  financial  support  for  this  study. 


cebo  group.  The  average  birth 
weight  and  average  length  were 
identical  in  both  groups  (3,680  gms 
and  51.6  cm,  respectively). 

Every  mother  gave  informed  con- 
sent to  participate  in  the  study.  In- 
fants began  10  mg  oral  zinc  (glu- 
conate) supplements  on  the  first  or 
second  day  of  life  and  continued 
until  age  4 months.  Placebo  con- 
sisting of  calcium  sulfate  220  mg 
and  cellulose  95  mg  (Consolitated 
Midland  Corp.)  was  given  to  half  of 
the  infants.  Tablets  were  prepared 
by  the  hospital  pharmacy  and  were 
given  to  the  infants  by  the  nursery 
personnel  for  2-4  days  and  then  by 
the  mothers  at  home.  The  tablets 
were  crushed  into  a powder  by  the 
mother,  mixed  with  milk  and  given 
with  a spoon  or  dropper  during  a 
feeding.  The  mothers  understood 
that  this  was  a double  blind  study. 

Results 

Table  1 shows  the  feedings  which 
were  given  to  the  infants  in  the  two 
groups.  There  were  no  significant 
differences  in  the  feedings  in  these 
groups.  Table  2 presents  data  on 
growth,  thrush,  and  diaper  rash. 
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TABLE  1 

— Infants  Receiving  Zinc  Supplements  and  Placebos, 
by  Kind  of  Feedings,  1-Year  Study,  Jesup 

Kind  of  Feeding  Zinc  Supplemented  (89) 

Placebo  (90) 

Breast 

33 

25 

Enfamil 

26 

22 

Similac 

15 

26 

ProSobee 

13 

7 

Isomii 

1 

7 

Nursoy 

1 

3 

TOTAL 

89 

90 

There  was  no  significant  difference 
in  birth  weight.  The  average  infant 
that  received  oral  zinc  supplements 
gained  more  height  (0.39  cm)  and 
weight  (126  grams)  than  the  aver- 
age placebo  infant,  although  the 
differences  were  not  statistically 
significant.  There  was  a remarkable 
and  significant  reduction  in  the  in- 
cidence of  diaper  rash  in  the  zinc 
supplemented  group  13  of  89  in- 
fants, compared  to  31  of  90  infants 
in  placebo  group).  A small  reduc- 
tion in  the  incidence  of  oral  thrush 
was  also  found  in  the  zinc  supple- 
mented group,  but  the  difference 
was  not  statistically  significant. 

Discussion 

Our  previous  report®  indicated 
that  the  mean  hair  zinc  concentra- 


tion (204  [xg/gm)  in  308  normal 
newborn  infants  fell  to  110  vg/gm 
at  age  4 months  and  rose  again  to 
144  fxg/gm  by  age  12  months.  The 
levels  were  higher  in  breast-fed  in- 
fants than  in  formula-fed  infants. 
This  decline  in  hair  zinc  concen- 
tration during  the  first  year  has  been 
reported  also  by  others;  serum  lev- 
els also  decline  similarly.'  ® 

Oral  zinc  supplements  were 
found  in  this  study  to  result  in  a 
small  but  not  significant  increase 
in  height  and  weight.  The  previous 
study®  resulted  in  the  zinc  concen- 
tration of  infant  formula  being  raised 
to  a level  similar  to  that  found  in 
human  milk,  (5.1  mg/L).  The  pres- 
ent study  which  provided  an  addi- 
tional 10  mg  per  day  for  the  first  4 
months  of  life,  suggests  that  a 


slightly  higher  concentation  of  zinc 
might  be  worthy  of  consideration. 
This  seems  quite  reasonable  in  light 
of  the  fact  that  zinc  levels  fall  during 
the  6 months  in  the  serum  and  hair 
of  formula-fed  infants  when  they  re- 
ceive the  5.1  mg/L  in  their  formula. 
Zinc  supplements  could  be  made 
available  in  infant  vitamin  drops  as 
an  alternative.  Additional  zinc  in  the 
infant  formula,  or  in  the  vitamins 
which  babies  receive,  would  be  the 
least  expensive  and  simplest  way 
to  provide  them  with  more  zinc. 

We  had  reported''  a hair  zinc  con- 
centration of  125fxg/gm  in  56  in- 

Human  breast  milk 
contains  a zinc  binding 
ligand  which  improves 
zinc  intestinal 
absorption,  but  infant 
formula  is  iron  fortified 
which  will  reduce  zinc 
absorption. 


fants  with  diaper  rash,  and  1 5 1 .9|xg/ 
gm  in  63  infants  with  no  diaper  rash 
(P<0.02)  when  they  were  exam- 
ined during  the  first  year  of  life. 


TABLE  2 — Incidence  of  Growth,  Oral  Thrush,  and  Diaper  Rash  among  Breast 
and  Formula-Fed  Infants,  1-Year  Study,  Jesup 


Alt  Breast  Emfamil  Similac  ProSobee 

Weight  Gain  (cm) 


Placebo 

14.07(90) 

13.89(25) 

14.08(22) 

14.14(26) 

14.88(7) 

Zinc 

14.46(89) 

14.03(33) 

14.48(26) 

14.52(15) 

15.00(13) 

P- 

ns 

ns 

ns 

ns 

ns 

Weight  Gain 

(gm) 

Placebo 

3209(90) 

3052(25) 

3387(22) 

3186(26) 

2896(7) 

Zinc 

3335(89) 

3333(33) 

3180(26) 

3458(15) 

3415(13) 

P“ 

ns 

ns 

ns 

ns 

ns 

Diaper  Rash  (#) 

Placebo 

31(90) 

10(25) 

3(22) 

14(26) 

2(7) 

Zinc 

13(89) 

3(33) 

5(26) 

1(15) 

3(13) 

pb 

0.002 

0.005 

ns 

0.002 

ns 

Oral  Thrush  (#) 

Placebo 

40(90) 

9(25) 

11(22) 

15(26) 

3(7) 

Zinc 

32(89) 

12(33) 

12(26) 

4(15) 

3(13) 

pb 

ns 

ns 

ns 

0.055 

ns 

“ chi  square  analysis 
student’s  t test 

‘ 8 children  received  Isomil  and  4 received  Nursoy  (too  few  for  separate  analysis)  number  of  infants  in  each  group 
m centimeter 
gm  gram 

ns  not  significant  probability 
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Therefore,  diaper  rash  was  associ- 
ated with  lower  hair  zinc  concen- 
trations. 

Diaper  rash  can  be  influenced  by 
a variety  of  factors  including  host 
defense,  frequency  of  diaper 
changes,  composition  and  design 
of  diapers,  frequency  and  compo- 
sition of  urine  and  stools.  The  ir- 
ritant or  chafing  diaper  rash  can  re- 
sult from  the  effect  of  mixing  urine 
and  stool,  which  raises  the  pH,  and 
activites  irritating  lipases  and  pro- 
teases.’® Atopic  dermatitis  and  seb- 
orrheic dermatitis  may  include  rash 
in  the  diaper  area,  but  they  are  usu- 
ally diagnosed  by  rash  elsewhere 
on  the  body  as  well.  Candida  al- 
bicans diaper  dermatitis  usually 
lasts  longer  than  3 days,  and  there 
is  intense  confluent  erythema,  with 
a sharp  border,  and  some  satellite 
papules  beyond  the  border.”  They 
may  or  may  not  have  oral  thrush. 
Zinc  oxide  ointment  has  often  been 
prescribed  for  infants  with  diaper 
rash,  and  the  present  study  sug- 
gested that  oral  zinc  supplements 
will  prevent  it  in  many  infants. 


Summary 

A total  of  89  normal  newborn  in- 
fants received  lOmg  oral  zinc  sup- 
plements daily  for  4 months  and  90 
others  received  a placebo.  The  zinc 
supplemented  group  had  a signifi- 
cant reduction  in  the  incidence  of 
diaper  rash,  and  they  gained  slightly 
more  in  height  and  weight,  al- 
though the  growth  differences  were 
not  significant. 


Diaper  rash  was 
associated  with 
lower  hair  zinc 
concentrations . 
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Comprehensive  Care  For  Your  Patient 
Is  Within  Reach  at  CPC  Parkwood 


With  over  40  years  of  service  to  the  ' ' When  a patient  requires  both  psychiatric 

Atlanta  community,  CPC  Parkwood ' chemical  dependency  care,  our  staff 


Hospital  has  a proud  tradition  of 
excellence  in  comprehensive  patient 
care.  Our  progressive  treatment 
programs  are  designed  to  meet  the 
diverse  needs  of  patients  with 
difficult  problems. 

We  offer  adult,  adolescent,  and 
children’s  programs  for  psychiatric 
and  chemical  dependency  treat- 
ment— and  more.  We  specialize  in 
programs  for  treating  co-depen- 
dency, eating  disorders,  anxiety 
disorders,  and  the  impaired 
professional. 


An  affiliate  of  Emory  University, 
Parkwood  is  a 152-bed  psychiatric 
and  chemical  dependency  hospital. 


works  cooperatively  to  form  an 
individualized  treatment  plan. 
Our  intense  aftercare  programs 
foster  ongoing  recovery 
after  discharge. 

At  Parkwood,  our  dedication  to 
clinical  excellence  makes  the 
difference.  We  don’t  just  treat 
problems,  we  help  people  lead 
healthier  lives. 
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With  every  puff,  your  health  could  be  going  up  in  smoke. 

If  you’d  like  to  kick  the  habit  but  you  need  help,  call  your  local 
American  Cancer  Society  office. 

It  could  be  the  first  step  to  quitting  for  life. 


IVfethotrexate  Pneumonitis: 

A Case  Report  and  Summary 
of  the  Literature 

Stephen  H.  Hand,  M.D.,  James  K.  Smith,  M.D.,  Bashir  A.  Chaudhary,  M.D. 


Abstract 

Methotrexate  is  used  to  treat  a growing  number  of  ma- 
lignancies, severe  rheumatoid  arthritis,  and  refractory 
psoriatic  arthritis.  Pneumonitis  induced  by  the  drug  occurs 
in  a small  percentage  of  patients  and  is  usually  associated 
with  fever,  cough,  dyspnea,  and  restrictive  pulmonary  dis- 
ease. Severe  reactions  may  progress  to  respiratory  failure. 
Early  recognition  of  the  toxicity  is  importemt,  and  discon- 
tinuation of  the  drug  and  therapy  with  corticosteroids  usually 
lead  to  dramatic  improvement. 


Introduction 

Methotrexate 
is  a clinically 
important  anti-neo- 
plastic  and  immu- 
nosuppressive a- 
gent.  Since  its  intro- 
duction some  40 
years  ago,  it  has  be- 
come a mainstay  in 
the  treatment  of 
many  common  ma- 
lignancies of  the 
breast,  ovaries,  bladder,  and  head 
and  neck.  Non-Hodgkins  lympho- 
mas, some  sarcomas  and  chorio- 
carcinoma also  benefit  from  meth- 
otrexate therapy,  as  do  certain  non- 
neoplastic diseases  including  gen- 
eralized psoriasis  and  selected 
cases  of  refractory  rheumatoid  ar- 
thritis. 

Pulmonary  toxicity  occurs  in  a 
small  but  significant  percentage  of 
patients  receiving  methotrexate.  If 


not  recognized  and  treated  early, 
such  toxicity  may  result  in  severe 
restrictive  pulmonary  disease  and 
respiratory  failure.^  Even  when  sus- 
pected, the  diagnosis  of  methotrex- 
ate pneumonitis  may  be  difficult  to 
confirm  and  easily  confused  with 


Drs.  Hand,  Smith,  and  Chaudhary  are  from  the 
Section  of  Pulmonary  Diseases,  Medical  College 
of  Georgia,  Augusta,  GA  30912-3135.  Send  reprint 
requests  to  Dr.  Chaudhary. 


pulmonary  infec- 
tion. Because  of  the 
extensive  and  ever 
increasing  clinical 
use  of  this  drug,  it 
is  important  for  the 
practicing  physi- 
cian to  be  aware  of 
its  potential  pul- 
monary toxicity. 
Herein,  we  report  a 
case  of  methotrex- 
ate pneumonitis 
and  discuss  the  clinical,  radi- 
ographic, and  pathologic  features 
of  this  disorder. 

Case  Report 

A well  nourished,  74-year-old 
man  was  admitted  with  a 5-day  his- 
tory of  progessive  dyspnea,  non- 
productive cough,  fever,  and  chills. 
Five  years  previously  he  was  diag- 
nosed as  having  adenocarcinoma 
of  the  prostate  by  transurethral 
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prostatectomy.  He  received  pros- 
tatic and  pelvic  irradiation,  bilateral 
orchiectomy,  and  lumbosacral  ir- 
radiation. Seven  months  prior  to  ad- 
mission, oral  chemotherapy  was 
begun  for  widespread  bony  metas- 
tases  demonstrated  by  bone  scan. 
At  the  time  of  admission,  the  pa- 
tient was  receiving  methotrexate 
lOmg  twice  a week  (total  dose  500 
mg),  melphalan  2mg  daily,  and 
prednisone  lOmg  daily.  The  patient 
admitted  to  a long  history  of  smok- 
ing but  denied  risk  factors  for  the 
acquired  immunodeficiency  syn- 
drome. 

Examination  revealed  the  patient 
to  be  anxious  and  in  mild  respira- 
tory distress.  The  respiratory  rate 
was  30  breaths/min.;  the  pulse  72 
beats/min.;  the  blood  pressure  122/ 
65mmHg;  the  oral  temperature 
38. 1C.  Chest  examination  was  nor- 
mal, and  there  was  no  evidence  of 


heart  failure  or  peripheral  lym- 
phadenopathy.  Except  for  an  en- 
larged and  hard  prostate,  the  re- 
mainder of  the  physical  examina- 
tion was  unremarkable.  Arterial 
blood  gas  analysis  with  the  patient 
breathing  room  air  showed  pH  7.47; 
PO2  46mmHg;  and  PCO2  30  mmHg. 
The  peripheral  blood  leukocyte 
count  was  3,500  cells/m^  with  73% 
polymorphonuclear  leukocytes,  5% 
bands,  12%  lymphocytes,  9%  mon- 
ocytes, and  1%  basophils.  Platelet 
count,  hemoglobin,  coagulation 
studies,  and  electrolytes  were  nor- 
mal. Chest  roentgenogram  revealed 
diffuse  bilateral  reticular  and  nod- 
ular infiltrates  (Figure  1). 

Following  admission  to  the  hos- 
pital, the  patient’s  respiratory  status 
deteriorated,  and  he  continued  to 
have  daily  fever  as  high  as  39. 4C. 
Fiberoptic  broncoscopy  showed 
normal  airway  anatomy.  Trans- 


bronchial  biopsies  revealed  inter- 
stitial mononuclear  cell  infiltrate, 
areas  of  interstitial  fibrosis,  and 
poorly  formed,  noncaseating,  gran- 
ulomas (Figure  2).  Special  stains 
were  negative  for  bacteria,  fungi, 
and  protozoa. 

The  diagnosis  of  methotrexate 
pneumonitis  was  made  and  the  pa- 
tient was  started  on  methylpredni- 
solone,  120mg  intravenously  every 
6 hours.  Over  a 96-hour  period,  the 
patient’s  gas  exchange  and  clinical 
condition  markedly  improved. 
Roentgenographic  abnormalities 
slowly  resolved  over  the  next  3 
months  (Figure  3). 

Discussion 

Pulmonary  injury,  distinct  from 
infection,  was  first  described  as  a 
complication  of  methotrexate  ther- 


Perhaps  more 
problematic  from  a 
diagnostic  standpoint  is 
the  fact  that  toxicity 
can  begin  within  days 
of  the  first  dose,  or  as 
in  our  patient,  after 
months  or  even  years 
of  receiving 
medication. 


apy  in  1969.'*  To  date,  over  50  cases 
have  been  reported  in  patients  re- 
ceiving methotrexate  for  a variety  of 
malignant  and  nonmalignant  dis- 
orders. Despite  widespread  use  of 
methotrexate,  pulmonary  injury  is  a 
relatively  uncommon  complica- 
tion. One  retrospective  study  iden- 
tified seven  patients  with  metho- 
trexate-induced pulmonary  disease 
out  of  96  patients  receiving  the 
drug.^  Neither  dose  nor  route  of  de- 
livery appear  to  predict  disease. 
Pneumonitis,  while  appearing  to  be 
rare  in  those  patients  receiving  less 
than  20mg  of  methotrexate  per 
week,  has  been  demonstrated  fol- 
lowing as  little  as  7.5mg  per  week 
in  patients  treated  for  rheumatoid 


Figure  1 — Admission  chest  roentgenogram  showing  bilateral  interstitial 
and  alveolar  infiltrates  predominantly  in  the  bases. 
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Figure  2 — Photomicrograph  of  transbronchial  lung  biopsy  revealing  in- 
terstitial fibrosis,  mononuclear  cell  infiltration,  and  noncaseating  granu- 
lomas. 


arthritis.’’ 2 Perhaps  more  problem- 
atic from  a diagnostic  standpoint  is 
the  fact  that  toxicity  can  begin  within 
days  of  the  first  dose,  or  as  in  our 
patient,  after  months  or  even  years 
of  receiving  medication. 

Symptoms  of  methotrexate  pneu- 
monitis include  fever,  chills,  non- 
productive cough,  dyspnea,  and 
headache.  Typically,  constitutional 
symptoms  precede  pulmonary 
symptoms  by  a week  or  more;  how- 
ever, the  clinical  presentation  may 
vary  considerably.  Acute  respira- 
tory failure,  necessitating  mechan- 
ical ventilatory  support,  may  dom- 
inate the  clinical  picture,  and  a 
rapidly  fatal  illness  has  been  de- 
scribed.^-® Often  methotrexate 
pneumonitis  is  initially  diagnosed 
as  a viral  respiratory  tract  infection. 

Clinical  complaints  may  precede 
radiographic  changes  by  a week  or 
more,  but  essentially  all  patients  will 
manifest  radiographic  abnormali- 
ties at  some  time  during  their 
course.  The  most  common  mani- 
festation is  a diffuse  interstitial  or 
mixed  interstitial  and  alveolar  infil- 
trate occupying  the  mid  to  lower 
lung  fields.’’’®  Small  pleural  effu- 
sions, hilar  adenopathy,  and  focal 
infiltrates  occur  infrequently.’’ 

Laboratory  abnormalities  in- 
clude hypoxemia  and  hypocapnia 
in  virtually  all  cases.  Eosinophilia 
occurs  in  approximately  40%  of 
cases  and  when  present  is  an  im- 
portant clue  to  the  diagnosis.  A re- 
duced carbon  monoxide  diffusing 
capacity  and  restrictive  impairment 
to  ventilation  have  been  described, 
but  neither  abnormality  is  specific 
for  this  disorder.®  Lung  biopsy  find- 
ings include  alveolar  cell  atypia, 
widespread  interstitial  mononu- 
clear infiltrate,  and  fibrosis.  Well 
organized  granulomas  can  be  seen 
in  selected  cases. 

The  pathogenesis  of  methotrex- 
ate pneumonitis  is  yet  to  be  fully 
defined.  Insight  into  the  disorder  is 
hampered  by  a relative  sparsity  of 
clinical  material  and  the  lack  of  an 
appropriate  animal  model.  Existing 
hypotheses  are  that  methotrexate 
damages  the  lung  via  a cytotoxic 
effect  or  initiates  a drug-related  hy- 
persensitivity reaction.  Certain  clin- 
ical observations  including  an  as- 
sociation with  fever  and  eo- 


sinophilia and  an  absent  dose-ef- 
fect relationship  suggest  the  mech- 
anism is  that  of  hypersensitivity.  A 
recent  study  implicating  cell  me- 
diated immunity  in  the  pathogen- 
esis is  also  consistent  with  this  hy- 
pothesis.® Still,  the  clinical  and 
histologic  presentation  can  vary 
considerably  from  patient  to  pa- 
tient, and  it  is  not  inconceivable  that 
methotrexate  may  damage  the  lung 
by  more  than  one  mechanism.  Ob- 
viously, large  gaps  in  our  under- 
standing of  methotrexate  pneumo- 
nitis remain  to  be  elucidated  by 


further  clinical  and  laboratory  in- 
vestigation. 

Lacking  specific  clinical  fea- 
tures, the  diagnosis  of  methotrex- 
ate pneumonitis  rests  on  a high  de- 
gree of  clinical  suspicion  and 
exclusion  of  other  causes  of  pul- 
monary disease.  Lung  tissue  ob- 
tained via  transbronchial  biopsy  or 
by  open  lung  biopsy  is  extremely 
helpful  in  providing  supporting  his- 
tologic evidence  and  ruling  out  in- 
fection. Specimens  should  be  ex- 
amined for  routine  bacteria, 
Legionella  species.  Mycoplasma 
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Figure  3 — Follow-up  chest  roentgenogram  taken  3 months  later  which 
reveals  clearing  of  the  infiltrates. 


species,  acid  fast  organisms,  fungi, 
and  Pneumocystis  carinii. 

Treatment  of  methotrexate  pneu- 
monitis centers  around  supporting 
the  patient’s  ventilation  and  dis- 
continuing the  antimetabolite.  In 
more  severe  cases  complicated  by 
hypoxemia,  such  as  in  our  patient, 
corticosteroids  may  dramatically 
improve  symptomatology  and  has- 
ten recovery. Fortunately,  the 
outcome  of  methotrexate  pneu- 
monitis is  usually  favorable.  Mor- 
tality has  been  estimated  at  1 %,  and 


survivors  infrequently  manifest  per- 
manent pulmonary  impairment.^'  ^ 

In  summary,  we  have  presented  a 
case  of  severe  methotrexate 
pneumonitis  with  many  of  the  clin- 
ical, radiographic,  and  pathologic 
features  characterizing  this  disor- 
der. The  diagnosis  was  based  on  a 
strong  clinical  suspicion  and  sup- 
ported by  typical  pathologic  find- 
ings. Widespread  use  of  methotrex- 
ate in  the  fields  of  oncology  and 
clinical  immunology  has  made  it 


Widespread  use  of 
methotrexate  in  the 
fields  on  oncology  and 
clinical  immunology 
has  made  it 
increasingly  likely  that 
this  complication  will 
be  encountered  in 
clinical  practice. 


increasingly  likely  that  this  compli- 
cation will  be  encountered  in  clin- 
ical practice.  This  drug-induced 
pulmonary  disease  should  be  care- 
fully considered  in  all  patients  pre- 
senting with  fever,  dyspnea,  and 
pulmonary  infiltrates  who  have  re- 
ceived methotrexate. 
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Dietary  Fluoride  Supplements 
for  Children  — The  Role 
of  the  Physician 


James  W.  Alley,  M.D.,  E.  Joseph  Alderman,  D.D.S., 

Steven  M.  Levy,  D.D.S.,  M.P.H.,  Raymond  A.  Kuthy,  D.D.S.,  M.P.H. 


Introduction 

The  appropriate  use  of  fluoride 
remains  the  best  defense 
against  dental  caries.  This  is  true 
despite  extensive  efforts  to  develop 
improved  methods  of  mechanical 
plaque  removal,  to  develop  chem- 
ica  agents  that  safely  and  effectively 
reduce  the  cariogenic  acitivity  of 
bacteria,  and  to  reduce  the  fre- 
quency of  intake  of  cariogenic  foods 
by  modification  of  dietary  prac- 
tices.’ Pit-and-fissure  sealants  are 
an  important  weapon  in  caries  con- 
trol,^ but  their  full  impact  depends 
heavily  on  the  ability  of  fluorides  to 
control  smooth  surface  caries.  Al- 
though the  mechanisms  by  which 
fluorides  exert  their  caries-inhibit- 
ing effects  are  not  fully  understood, 
they  are  thought  to  include: 

(1)  Reduction  of  enamel  solu- 
bility; 

(2)  Remineralization  of  early 
carious  lesions;  and 

(3)  Action  on  plaque  bacteria. 
There  has  been  greater  interest  in 


Children  who  drink 
water  from  an 
optimally  fluoridated 
community  system  or  a 
school  fluoridation 
system  should  not 
receive  systemic 
fluoride  supplements. 


and  understanding  of  the  reminer- 
alization process  in  recent  years, 
showing  that  many  early  carious  le- 
sions may  be  reversible  if  treated 
promptly  and  properly  with  fluor- 
ide. 
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Georgia  Department  of  Human  Resources,  Atlanta, 
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Fluoride  products  are  intended 
for  use  either  systemically  or  topi- 
cally. Systemic  fluoride  is  ingested, 
absorbed,  and  incorporated  into 
developing  bone  and  tooth  struc- 
ture. In  contrast,  topical  fluorides 
work  only  locally  on  superficial  lay- 
ers of  enamel  and  on  plaque.  Meth- 
ods of  delivering  systemic  fluorides 
in  the  United  States  include  com- 
munity water  fluoridation,  school 
water  fluoridation,  and  dietary 
fluoride  supplements.  Topical 
fluorides  may  be  applied  profes- 
sionally or  self-applied.  They  in- 
clude fluoride  solutions  and  gels 
(applied  in  trays  or  with  a tooth- 
brush or  applicator),  fluoride  den- 
tifrices, and  fluoride  mouth  rinses. 
Topical  benefits  also  result  from 
drinking  fluoridated  water  or  from 
chewing  fluoride  tablets. 

Discussions  on  these  methods  of 
delivering  fluorides  are  contained 
in  a special  section  in  the  Septem- 
ber, 1986,  issue  oiJADA,  entitled  “A 
Guide  to  the  Use  of  Fluorides  for 
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j the  Prevention  of  Dental  Caries,”^ 
and  in  the  American  Dental  Asso- 
ciation’s Accepted  Dental  Thera- 
peuticsd  A comprehensive  fluoride 
program  should  include  a systemic 
form  and  may  include  one  or  more 
topical  forms.  The  systemic  and 
topical  modes  should  not  be  used 
in  lieu  of  each  other  but  should 
complement  each  other. 

Several  studies  have  found  that 
the  majority  of  physicians  and  den- 
tists reported  prescribing  dietary 
fluoride  supplements  for  some  of 
their  child  patients.^'^  Studies  also 
have  shown,  however,  that  some 
practitioners  are  unaware  of  the 
proper  supplement  protocol  (in- 
cluding water  fluoride  testing,  when 
necessary),  dosage  guidelines,  and 
the  actual  fluoride  concentrations 
in  the  area’s  main  water  sup- 
plies.^" 

The  purposes  of  this  paper  are  to 
explain  the  need  for  and  the  im- 
portance of  dietary  fluoride  supple- 
ments in  Georgia,  and  to  review  the 
proper  protocol  for  their  use.  The 
article  should  help  the  practitioner 
provide  optimum  preventive  care  to 
young  patients. 

The  Need  for 
Systemic  Supplements 

Community  water  fluoridation  is 
the  most  efficient  and  cost  effective 
method  of  providing  systemic  fluor- 
ide for  the  prevention  of  dental  car- 
ies.Unfortunately,  almost  one-half 
of  the  population  of  the  United 
States  drinks  water  that  is  not  op- 
timally fluoridated. Georgia  is  most 
fortunate  in  having  a mandated 
fluoridation  law  since  1973.  Ap- 
proximately 96%  of  the  population 
served  by  community  water  sys- 
tems is  receiving  fluoridated  water. 
However,  this  figure  represents  only 
76%  of  Georgia’s  total  population. 
In  fact,  even  if  all  community  water 
systems  were  fluoridated,  20%  of 
the  state’s  population  would  re- 
I main  without  access  to  fluoridated 
\ water. 

I Alternative  sources  of  systemic 
I fluoride  are  necessary  if  more  chil- 
dren are  to  be  provided  the  caries 
preventive  benefits  of  systemic 
fluoride.  School  water  fluoridation 
is  one  alternative  but  is  not  pres- 
ently being  used  in  Georgia.  Gen- 


erally, the  water  from  school  fluor- 
idators  contains  4.5  times  the 
optimal  level  of  fluoride  for  com- 
munity water  fluoridation  in  that 
particular  geographic  area  to  ap- 
proximate the  fluoride  intake  that 
would  take  place  if  the  children 
were  drinking  water  fluoridated  at 
the  average  optimal  1.0  ppm  all  day, 
every  day.  The  students  drink  the 
school  water  only  for  a few  hours 
on  school  days  (approximately  180 
days  per  year).  Children  who  drink 
school  water  fluoridated  at  4.5  times 
optimal  will  experience  substantial 
caries  reductions  up  to  40%.  The 
benefits  are  particularly  great  in  the 
late  forming  teeth  which  receive 


Because  there  can  be 
significant  variations  in 
water  fluoride  content 
from  nearby  wells, 
even  in  a small 
geographic  area,  one 
should  not  rely  on  the 
results  of  a sample 
from  a different  source, 
no  matter  how  near. 


both  systemic  and  topical  expo- 
sure.''' 

Children  who  drink  water  from 
an  optimally  fluoridated  commu- 
nity system  or  a school  fluoridation 
system  should  not  receive  systemic 
fluoride  supplements.  Specific  in- 
formation about  the  concentration 
of  fluoride  in  your  community’s 
water  supply  may  be  obtained  from 
your  local  water  company,  health 
department,  or  dental  public  health 
personnel.  Dr.  E.  Joseph  Alderman, 
Director  of  the  Office  of  Dental 
Health,  Division  of  Public  Health, 
Georgia  Department  of  Human  Re- 
sources, can  provide  lists  of  com- 
munities in  Georgia  that  are  opti- 
mally fluoridated. 

Fluoride  Supplements 

For  children  who  do  not  receive 
fluoridated  water,  the  use  of  dietary 


fluoride  supplements  (tablets  or 
drops)  is  a safe  and  effective  means 
of  reducing  the  incidence  of  dental 
caries  by  up  to  60%  or  more'^'^^  and 
has  been  recommended  for  use  in 
private  practices.^^  In  order  to  re- 
ceive maximum  preventive  bene- 
fits, the  supplements  must  be  taken 
daily  from  birth  until  at  least  age 
13.4 

Supplement  Protocol 

It  is  important  that  children  re- 
ceive the  appropriate  dose  of  sys- 
temic fluoride.  This  can  be  accom- 
plished only  if  the  practitioner 
knows  the  fluoride  concentration  of 
the  patient’s  main  source  of  drink- 
ing water.  Occasionally,  more  than 
one  important  patient  water  source 
must  be  considered  and  the  aver- 
age fluoride  level  determined. 
Fluoride  levels  exceeding  the  op- 
timal are  associated  with  an  in- 
creased risk  of  dental  fluorosis 
(mottling)  .24  Although  fluorosis  is 
primarily  a cosmetic  problem,  se- 
vere cases  often  involve  pitting  of 
the  tooth  surface.  Therefore,  to 
avoid  exceeding  the  recommended 
dose,  the  practitioner  should  know 
which  communities  in  the  area  are 
fluoridated  and  the  concentration 
of  fluoride. 

A separate  water  sample  should 
be  submitted  in  order  to  determine 
the  fluoride  content  of  a patient’s 
community,  school,  or  individual 
water  supply  if  the  practitioner  does 
not  have  prior  specific  knowledge 
of  the  level.  Because  there  can  be 
significant  variations  in  water  fluor- 
ide content  from  nearby  wells,  even 
in  a small  geographic  area,  one 
should  not  rely  on  the  results  of  a 
sample  from  a different  source,  no 
matter  how  near. 

Water  Sampling  Procedures 

The  Medical  College  of  Georgia, 
Department  of  Oral  Biology,  will 
analyze  patient’s  water  samples  for 
health  professionals  for  a $5  fee. 
Water  sample  bottles  and  further 
details  about  the  program  can  be 
obtained  by  contacting:  Gary  Whit- 
ford,  Ph.D.,  D.M.D.,  Department  of 
Oral  Biology,  Medical  College  of 
Georgia,  Augusta,  GA  30912;  1-800- 
222-6005,  Ext.  2034. 
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Dosage  Schedule 

The  present  guidelines  for  sys- 
temic fluoride  supplements  rec- 
ommended by  the  American  Dental 
Association,  the  American  Acad- 
emy of  Pediatric  Dentistry,  and  the 
American  Academy  of  Pediatrics  are 
shown  in  Table  I /.  25-27  vvater 

fluoride  level  greater  than  0.3  ppm 
requires  adjustment  from  the  full 
dosage  supplement. 


Determination  of 
Appropriate  Dosage 

After  determining  the  fluoride 
level  of  a patient’s  main  source  of 
drinking  water  (either  by  submit- 
ting samples  or  obtaining  infor- 
mation from  water  companies, 
schools,  Georgia  Department  of 
Human  Resources,  etc.),  the  prac- 
titioner must  determine  the  appro- 
priate supplement  dosage,  if  any, 
to  prescribe.  For  example,  a 4 year 
old  with  a water  fluoride  level  of 
0.5  ppm  would  receive  a 0.50  mg 
supplement  instead  of  the  “full” 
supplement  dosage  of  1.00  mg  ap- 
propriate were  the  water  fluoride 
level  to  be  0.2  ppm. 

It  is  essential  to  determine 
whether  an  infant  is  being  exclu- 
sively breast  fed,  or  bottle  fed,  or 
obtaining  nutrition  from  both 
sources.  Totally  breast-fed  babies 
should  be  supplemented  fully,  since 
there  are  vey  low  amounts  of  fluor- 
ide found  in  human  milk,  even  when 
the  mother  resides  in  a fluoridated 
area.2®  The  major  manufacturers  of 
milk-based  infant  formulas  have  re- 
moved fluoride  from  their  products 
which  previously  contained  varia- 
ble levels. An  infant  on  milk-based 


formula  now  receives  fluoride  al- 
most exclusively  from  the  water 
which  may  be  mixed  with  the  for- 
mula.29  The  practitioner  must  de- 
termine the  proportion  of  bottle- 
feeding  and  reduce  the  supplement 
accordingly  for  those  infants  re- 
ceiving nutrition  from  both  sources. 

Since  excessive  fluoride  can 
cause  fluorosis,  parents  should 
contact  the  provider  of  the  supple- 


ment (physician  or  dentist)  when 
changes  occur  in  the  infant’s  con- 
sumption of  liquids  so  the  fluoride 
supplementation  can  be  adjusted. 
Significant  changes  in  feeding  pat- 
terns, such  as  from  breast  feeding 
to  bottle  feeding  or  breast  feeding 
to  solid  foods,  must  be  reported  to 
the  provider  so  that  the  dosage  of 
fluoride  supplements  can  be  ad- 
justed, if  necessary. 

Although  children  should  see  the 
dentist  at  a young  age,  most  chil- 
dren do  not  see  a dentist  before  age 
3.  The  complexities  of  controlling 
fluoride  dosage  for  infants  and 
younger  children  must,  therefore, 
be  the  joint  responsiblity  of  physi- 
cians and  dentists.  It  is  important 
to  remember  that  dosage  typically 
must  be  adjusted  at  ages  2 and  3. 

Determination  of  water  fluoride 
levels  and  systemic  fluoride  needs 
may  be  best  accomplished  as  rou- 
tine parts  of  new  and  recall  patient 
examination  procedures  for  preg- 
nant women  and  children  under  age 
16.  Consequently,  it  has  been  sug- 
gested that  physicians  and  dentists 
delegate  appropriate  aspects  of 
these  responsibilities  to  nurses, 
dental  hygienists,  and  other  per- 


sonnel in  order  to  facilitate  the 
process. 9 

Fluoride  tablets  are  now  avail- 
able in  0.25,  0.5  and  1 .0  mg  fluoride 
formulations.  There  are  several 
commercial  brands  available.^  (See 
also  List  of  Accepted  Products  — 
Fluoride  Supplements  in  the  Feb- 
ruary, 1988,  issue  of  JADA.)  Addi- 
tionally, many  pharmacies  can  pro- 
vide a generic  product.  The  tablet 
should  be  chewed  before  swallow- 
ing to  provide  topical  benefit.  Fluor- 
ide drops,  often  providing  0.125  mg 
or  0.25  mg  of  fluoride  per  drop, 
should  be  used  for  those  who  can- 
not chew  a tablet.  No  more  than  264 
mg  sodium  fluoride,  or  120  mg 
fluoride,  should  be  prescribed  at 
one  time  for  safety  reasons.^  The 
product  should  be  kept  in  a “child- 
proof’ container  in  a secure  place. 
Sample  prescriptions  are  shown 
below  for  0.5  mg  fluoride  dosage 
tablets  and  0.25  mg  fluoride  dosage 
drops. 

The  biggest  difficulty  with  fluor- 
ide supplements  is  patient  compli- 
ance.’® 21, 30  Numerous  studies  have 
documented  the  effectiveness  of 
fluoride  supplements  in  reducing 
dental  caries.  However,  the  supple- 
mentation schedule  must  be  fol- 
lowed conscientiously.  These  stud- 
ies have  shown  that  the  greatest 
caries  reductions  have  occurred  as 
a result  of  select  populations  seek- 
ing pediatric  medical  or  dental  care 
on  a regular  basis,  and  also  as  a 
result  of  follow  up  from  dedicated 
and  enthusiastic  physicians  and 
dentists  who  were  able  to  motivate 
the  patients  to  comply  with  the  dos- 
age regimen.  Therefore,  the  physi- 
cian must  routinely  encourage  and 
attempt  to  monitor  the  child’s  sup- 
plement use. 


Conclusion 

It  is  hoped  that  this  article  will 
encourage  and  assist  physicians  in 
Georgia  in  providing  appropriate 
doses  of  systemic  fluoride  supple- 
ments to  those  children  in  need. 
The  medical  profession  must  work 
closely  with  dentists  and  other 
health  professionals  if  systemic 
fluorides  are  to  be  used  to  greatest 
benefit  by  our  population. 


TABLE  1 — Supplemental  Fluoride  Dosage  Schedule,* 
In  mg.  of  Fluoride  Per  Day 


Age  of  Child 

Parts  per 
<0.3 

Million  Fluoride  in 
03  to  0.7 

Water  Supply 

>0.7 

Birth  to  2 yrs.t 

0.25 

0 

0 

2 to  3 yrs 

0.50 

0.25 

0 

3 to  13  yrs.t 

1.00 

0.50 

0 

"’"Recommended  by  the  Council  on  Dental  Therapeutics  of  the  American  Dental  Association, 
by  the  Committee  on  Nutrition  of  the  American  Academy  of  Pediatrics,  and  by  the  American 
Academy  of  Pediatric  Dentistry. 

tThe  American  Academy  of  Pediatrics  recommends  providing  supplements  from  2 weeks 
through  at  least  age  16. 
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j : Sample  Prescriptions 

Rx  Sodium  Fluoride  Drops** 

0.25  mg  F/drop 
Dispense:  24  mi 

Sig:  Place  one  drop  daily  inside  mouth  or  add  to  water,  formula, 
or  foods. 

CAUTION:  KEEP  OUT  OF  REACH  OF  CHILDREN 
Rx  Sodium  Fluoride  Tablets*** 

1.1  mg  (0.5  mg  F) 

Dispense:  120  tabs 

Sig:  Chew  one  tablet  daily  before  bedtime,  swish  for  60  seconds, 
and  swallow. 

CAUTION:  KEEP  OUT  OF  REACH  OF  CHILDREN 


**Note:  This  is  a generic  prescription  for  fluoride  drops  to  be  used  when  0.25  mg  fluoride  is 
needed,  i.e.  from  birth  to  2 years  with  drinking  water  containing  less  than  0.3  ppm  fluoride. 
***Note:  This  is  a generic  prescription  for  fluoride  tablets  to  be  used  when  0.5  mg.  fluoride  is 
needed,  i.e.  for  a 2-year-old  with  drinking  water  containing  less  than  0.3  ppm  fluoride  or  a child 
aged  3 to  13  with  water  fluoride  content  between  0.3  and  0.7  ppm. 


This  article  should 
help  the  practitioner 
provide  optimum 
preventive  care  to 
young  patients. 


Summary 

1.  All  children  should  receive 
one  form  of  systemic  fluoride  and 
appropriate  forms  of  topical  fluor- 
ide. 

2.  If  a child  is  not  receiving  op- 
timally fluoridated  water,  the  den- 
tist or  physician  should  prescribe 
dietary  fluoride  supplements  (tab- 
lets or  drops). 

3.  The  correct  dosage  must  be 
determined  based  on  patient  age 
and  fluoride  content  of  the  patient’s 
main  water  source (s). 

4.  Special  attention  is  necessary 
concerning  fluoride  intake  for  chil- 
dren breast  feeding  or  consuming 
infant  formula. 

5.  To  arrive  at  the  correct  fluor- 
ide dose,  these  steps  should  be  fol- 
lowed: 

A.  Always  have  a sample  of  the 
main  drinking  water  source 
(usually  home  water)  ana- 
lyzed for  the  fluoride  content 
before  prescribing  a fluoride 
supplement,  if  you  do  not  have 
other  specific  knowledge  of 
water  fluoride  content.  The 
Medical  College  of  Georgia 


(Department  of  Oral  Biology 
— Dr.  Whitford)  provides 
water  fluoride  assay  services. 

B.  When  the  fluoride  content  of 
the  water  has  been  deter- 
mined, the  fluoride  level  and 
the  child’s  age  should  be 
matched  on  Table  1 to  arrive 
at  the  correct  supplement 
dose. 

6.  Dr.  Alderman,  Director  of  the 
Office  of  Dental  Health,  Division  of 
Public  Health,  Georgia  Department 
of  Human  Resources,  can  provide 
lists  of  communities  in  Georgia  that 
are  optimally  fluoridated. 


Special  attention  is 
necessary  concerning 
fluoride  intake  for 
infants  breast  feeding 
or  consuming  formula. 
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The  Supreme  Court’s  Ruling  in  the  Webster  Case: 

Implications  for  Georgia  Physicians 

Andrea  L Harris 


Introduction 

IN  Webster  v.  Reproductive 
Health  Services,  ’ a decision 
announced  on  the  last  day  of  its 
1989  term,  a deeply  divided 
United  States  Supreme  Court 
upheld  Missouri’s  controversial 
statutes  restricting  abortion 
procedures.  Chief  Justice 
Rehnquist,  together  with  Justices 
White,  Kennedy,  Scalia,  and 
O’Connor  formed  the  majority  in 
this  5-4  decision  upholding  the 
Missouri  laws  banning  the  use  of 
public  funds  and  public  facilities 
in  all  non-therapeutic  abortions. 
The  Court  further  upheld  the 
constitutionality  of  the  Missouri 
statute  requiring  a physician  to 
ascertain  fetal  viability  before 
performing  an  abortion  on  a 
woman  who  is  20  or  more  weeks 
pregnant.  Although  these  statutory 
restrictions  are  currently  law  only 
in  Missouri,  the  full  impact  of  the 
Court’s  ruling  will  soon  be  felt 
throughout  the  United  States.  It  is 
foreseeable  that  many  states, 
including  Georgia,  will  attempt  to 
introduce  legislation 
encompassing  some  or  all  of  the 
restrictions  contained  in  the 
Missouri  laws.  Many  may  go 
further  and  introduce  even  greater 
restrictions.  With  this  decision, 
the  Court  has  returned  to  the 
states  much  of  the  authority  to 
regulate  abortions. 

In  the  1973  landmark  decision 
of  Roe  V.  Wade,^  the  Supreme 
Court  held  that  a Texas  statute 


criminalizing  all  non-therapeutic 
abortions  unconstitutionally 
intruded  upon  the  right  of  a 
woman  to  have  an  abortion.  In 
Webster,  the  Court,  although 
suggesting  it  was  not  overturning 
the  Roe  decision,  appears  to  have 
chipped  away  a major  portion  of 
Roe’s  foundation.  In  this  month’s 
Legal  Page,  we  examine  the 
Court’s  holding  in  Webster  and 
discuss  the  implications  for 
Georgia. 

Adoption  of  State  Theory  of 
When  Life  Begins 

Missouri’s  restrictive  abortion 
statutes  have  a preamble  that 
attempts  to  define  when  life 
begins.  This  preamble  states  that 
“[tjhe  life  of  each  human  being 
begins  at  conception,”  and  that 
“unborn  children  have  protectable 
interests  in  life,  health,  and  well- 
being.” The  preamble  further 
provides  that  all  State  laws  should 
be  interpreted  to  give  unborn 
children  the  same  rights  as  those 
enjoyed  by  other  citizens  of 
Missouri.^ 

The  plaintiffs  (consisting  of  five 
health  care  professionals 
employed  by  the  State  of 
Missouri,  as  well  as  two  nonprofit 
corporations)  challenged  this 
statutory  definition,  claiming  that 
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it  violated  the  constitutional  tenet 
that  “a  state  may  not  adopt  one 
theory  of  when  life  begins  to 
justify  its  regulation  of 
abortions.”'’  The  Court  chose  not 
to  decide  the  constitutionality  of 
the  preamble,  however,  since,  by 
its  terms,  it  did  not  regulate 
abortions  or  any  aspect  of  the 
medical  field.  In  Chief  Justice 
Rehnquist’s  view,  the  preamble 
merely  expressed  the  state’s  value 
judgment  favoring  childbirth  over 
abortion.  He  stated  that  if  the 
preamble  were  used  to  interpret 
other  state  statutes  and 
regulations,  affected  persons 
might  then  bring  an  action  testing 
the  preamble’s  language  in  the 
courts. 

Justice  Blackmun  strongly 
disagreed  in  his  dissenting 
opinion,  stating  that  the  preamble 
cannot,  realistically,  be 
interpreted  as  abortion-neutral.  In 
the  dissent’s  view,  the  Missouri 
legislature,  in  fact,  did  set  forth  a 
theory  of  life,  and  abortion 
restrictions  will  be  interpreted 
with  this  theory  in  mind.  Justices 
Blackmun  and  Stevens  also 
dissented  from  this  portion  of  the 
majority’s  opinion,  expressing 
concern  with  the  scope  of  the 
preamble,  which  defines  fetal  life 
as  beginning  upon  “the 
fertilization  of  the  ovum  of  a 
female  by  the  sperm  of  a male.” 
Under  the  standard  medical 
definition,  conception  occurs  with 
the  implantation  of  the  ovum  in 
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the  uterus,  about  6 days  after 
fertilization.  The  distinction  was 
critical  to  the  dissenters,  in  that 
the  use  of  post-fertilization 
contraception,  such  as  the  lUD 
and  the  “morning-after  pill,” 
theorectically  could  violate  the 
Missouri  preamble,  since  these 
methods  would  result  in  the 
“killing”  of  the  fetal  life.^  The 
majority  of  the  Court,  however, 
chose  to  postpone  judgment  on 
this  issue  until  the  Missouri 
legislature  construes  the  preamble 
to  infringe  upon  a woman’s  right 
to  use  post-fertilization 
contraception. 

Prohibition  on  Use  of  Public 
Funds  or  Employees 

The  Court  next  upheld  the 
portion  of  the  Missouri  Statutes 
making  it  unlawful  for  any  public 
employee,  within  the  scope  of  his 
or  her  employment,  to  perform  or 
assist  any  abortion  not  necessary 
to  save  the  woman’s  life®  and  for 
any  public  facility  to  be  used  for 
the  purpose  of  performing  or 
assisting  these  non-therapeutic 
abortions.^  The  Court  asserted 
that  a state  has  the  right  to  favor 
childbirth  over  abortion  by  its 
allocation  of  public  funds  and 
public  resources,  including  public 
hospitals  and  medical  staffs. 
According  to  the  Court,  these 
statutes  did  not  violate  the 
holding  in  Roe  or  the  Court’s 
subsequent  abortion  decisions® 
because  the  statutes  did  not 
restrict  a woman’s  access  to  an 
abortion.  Chief  Justice  Rehnquist 
justified  this  view  by  explaining 
that  “Missouri’s  refusal  to  allow 
public  employees  to  perform 
abortions  in  public  hospitals 
leaves  a pregnant  woman  with  the 
same  choices  as  if  the  state  had 
chosen  not  to  operate  any  public 
hospitals  at  all.”®  In  the  majority’s 
view,  a woman’s  right  to  an 
abortion  is  only  restricted  if  she 


y using  public 
water,  sewage  lines,  or 
state-owned  equipment 
or  by  leasing  land 
owned  by  the  state,  for 
example,  a private 
hospital  might  be 
deemed  to  be  **public** 
and  thus  fall  within  the 
scope  of  these 
statues,  y 

chooses  to  use  a physician 
affiliated  with  a public  hospital. 
There  is  nothing  in  the 
Constitution  requiring  the  states 
to  be  in  the  abortion  business  or 
entitling  private  physicians  and 
their  patients  access  to  public 
facilities  for  the  performance  of 
abortions. 


The  dissenting  Justices 

criticized  this  view  on  several 
fronts,  including  the  ramifications 
of  Missouri’s  definition  of 
“public.”  Under  these  statutes,  a 
public  facility  is  “any  public 
institution,  public  facility,  public 
equipment,  or  any  physical  asset 
owned,  leased,  or  controlled  by 
this  state  or  any  agency  or 
political  subdivision  thereof.”’® 
With  such  a sweeping  definition 
of  public  facilities,  a pregnant 
woman  could  be  left  with  far 
fewer  choices  of  abortion 
facilities.  By  using  public  water, 
sewage  lines,  or  state-owned 
equipment  or  by  leasing  land 
owned  by  the  state,  for  example, 
a private  hospital  might  be 
deemed  to  be  “public”  and  thus 
fall  within  the  scope  of  these 
statutes. 


Physici2m  Determination  of 
Viability 

In  perhaps  the  most  publicized 
aspect  of  its  opinion,  a majority  of 
the  Court  also  upheld  the 
Missouri  statute  requiring  a 
physician,  before  performing  an 
abortion  on  a women  he  or  she 
believes  is  carrying  an  unborn 
child  of  20  or  more  weeks 
gestational  age,  to  determine  if 
this  unborn  child  is  viable  by 
using  that  degree  of  care,  skill, 
and  proficiency  that  is  commonly 
exercised  by  the  practitioners  in 
the  field.  This  statutory  provision 
further  required  that,  in  making 
this  viability  determination,  the 
physician  shall  perform  such 
medical  examinations  and  tests 
as  are  necessary  to  determine  the 
unborn  child’s  gestational  age, 
weight,  and  lung  maturity.”  The 
Court  interpreted  this  last 
sentence  as  not  requiring  the 
physician,  in  every  case,  to 
perform  these  tests.  Instead,  the 
physician  should  perform  only 
those  tests  that  are  useful  in 
making  subsidiary  viability 
findings.  According  to  the  Court, 
the  physician  must  use  his  or  her 
reasonable  professional  skill  and 
judgment  in  deciding  to  perform 
the  tests,  and  those  tests  that 
would  be  irrelevant  to 
determining  viability  or  harmful  to 
the  mother  and  the  fetus  would 
not  be  required  and  should  not 
be  performed. 

Under  the  majority’s  analysis, 
this  Missouri  statute  was 
constitutional  since  it  permissibly 
furthered  the  state’s  interest  in 
protecting  potential  human  life. 
The  Missouri  legislature  had 
chosen  viability  as  the  point  at 
which  the  state’s  interest  in 
potential  life  must  be 
safeguarded.  By  doing  this,  the 
legislature  has  created  a 
presumption  of  viability  at  20 
weeks,  which  the  physician  must 
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e Missouri 
legislature  has  created 
a presumption  of 
viability  at  20  weeks, 
which  the  physician 
must  rebut  by 
performing  certain 

required  tests  and 
proving  that  the  fetus  is 
not  viable,  y 

rebut  by  performing  certain 
required  tests  and  proving  that  the 
fetus  is  not  viable. 

In  Roe,  the  Court  had  held  that 
the  right  to  personal  privacy 
implied  in  the  Constitution 
covered  a woman’s  right  to  have  a 
qualified  abortion.  During  the  first 
trimester,  a state  has  no  interest 
in  a fetus  compelling  enough  to 
restrict  abortions,  while  in  the 
second  trimester,  the  state  may 
choose  to  regulate  the  abortion 
procedure  in  a way  that  is 
reasonably  related  to  maternal 
health.  Under  Roe,  a state  could 
prevent  all  abortions  during  the 
last  trimester.  Four  justices  in 
Webster,  however,  would  now 
depart  from  this  standard; 
according  to  this  plurality.  Roe’s 
rigid  trimester  analysis  is  now 
“unsound  in  principle  and 
unworkable  in  practice.”'^ 
Evidencing  this  view.  Chief  Justice 
Rehnquist  stated  that  in  deciding 
Roe,  the  Supreme  Court  created  a 
web  of  legal  rules  resembling  a 
code  of  regulations  rather  than  a 
body  of  constitutional  doctrine. 

He  believed  the  regulation  of 
these  medical  procedures  must 
be  returned  to  the  States.  Justice 
Rehnquist  found  no  justification 
as  to  why  a state’s  compelling 
interest  in  protecting  potential 
human  life  commences  only  at 


the  point  of  viability  rather  than 
extending  throughout  the  entire 
pregnancy.  He  would,  therefore, 
abandon  Roe’s  trimester 
framework  and  allow  each 
individual  state  to  regulate 
abortion  procedures  within  its 
borders. 

Justice  Blackmun  (the  author 
of  the  Roe  decision) 
vehemently  opposed  the  Court’s 
attempt  to  abandon  the  trimester 
approach  of  Roe.  He  maintained 
that  Missouri’s  viability  testing 
statute,  as  interpreted  by  the 
Court,  is  consistent  with  the  Roe 
framework  “and  could  be  upheld 
effortlessly  under  current 
doctrine.”  Justice  Blackmun 
remained  satisfied  that  “the  Roe 
framework,  and  the  viability 
standard,  in  particular,  fairly, 
sensibly,  and  effectively  functions 
to  safeguard  the  constitutional 
liberties  of  pregnant  women  while 
recognizing  and  accommodating 
the  state’s  interest  in  potential 
human  life.” 

Under  the  Court’s  interpretation 
of  Missouri’s  viability  testing 
statute,  a physician  is  required  to 
conduct  tests  that  in  his  or  her 
discretion  would  determine 
viability.  This  “requirement”  may 
prove  difficult  for  physicians  since 
the  tests  must  be  made  only  when 
it  is  feasible  and  medically 
appropriate.  With  this 
interpretation,  questions  may 
arise  as  to  whether  the  viability  of 
tests  are  mandatory  or  merely 
supplemental.  Instead  of 
providing  guidance,  the  Court 
may  actually  have  increased  the 
uncertainty. 

Implications  for  Georgia 

The  Court’s  decision  in 
Webster,  while  not  explicitly 
overturning  Roe  v.  Wade, 
represents  a significant  departure 
from  the  once  settled 
constitutional  principle 


guaranteeing  women  a right  to  an 
abortion  in  the  first  two  trimesters 
of  pregnancy.  By  upholding  the 
Missouri  statutes  that  regulate 
abortion  procedures,  the  Supreme 
Court  would  seem  to  be  ushering 
the  states  back  into  the  abortion 
legislation  arena.  In  the  view  of 
Justice  Blackmun: 

A plurality  of  this  Court 
implicitly  invites  every  state 
legislature  to  enact  more  and 
more  restrictive  abortion 
regulations  in  order  to  provoke 
more  and  more  test  cases,  in 
the  hope  that  some  time  down 
the  line  the  Court  will  return 
the  law  of  procreative  freedom 
to  the  severe  limitations  that 
generally  prevailed  in  this 
country  before  January  22, 

1973. >3 

While  this  may  not  be  the  actual 
intention  of  the  Court,  it  could  be 
the  effect.  The  immediate  reaction 
in  many  state  legislatures, 
including,  possibly,  Georgia’s 
General  Assembly,  may  be  to 
enact  laws  very  similar  to  these 
Missouri  statutes  that  have  been 
held  constitutional.  A few  states 
may  even  attempt  to  pass  laws 
further  restricting  abortions.  Many 
of  these  statutes  will  wind  up  in 
the  courts,  being  tested  under  the 
Constitution  and  judicial 
precedent.  In  fact,  the  Supreme 
Court  has  announced  that  it  will 
hear  arguments  next  session  on 
three  more  abortion  cases.  The 
Court  will  decide  the 
constitutionality  of  statutes 
requiring  parental  notification  for 
minors  seeking  abortions,  waiting 
periods  of  at  least  24  hours  before 
the  actual  abortion  is  performed, 
and  private  abortion  clinics  to 
have  the  equipment  and  staff 
similar  to  hospitals. 

While  the  battles  will 

continue  to  be  fought  in  the 
courtroom,  the  new  battlefield 
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may  well  become  the  physician’s 
office.  Were  the  Georgia 
legislature  to  enact  laws  similar  to 
those  adopted  in  Missouri, 

Georgia  physicians  will  face 
confusion  and  uncertainty.  What 
are  these  “tests”  physicians 
should  perform  to  determine 
viability?  What  facilities  are 

^ If  the  Georgia 
legislature  were  to 
enact  laws  restricting 
abortions,  physicians 
may  be  confronted 
with  ethical  questions 
involving  physician- 
patient  confidentiality. 
For  example,  will  the 
doctor  be  forced  to 
give  the  parental 
notification  before 
performing  an  abortion 
on  a minor  if  the  minor 
refuses  to  give  this 
required  notice?  ^ 

“public”  and,  therefore,  may  not 
be  used  for  performing  abortions? 
What  is  the  standard  for 


determining  the  degree  of  care, 
skill,  and  proficiency  that  is 
required? 

Moreover,  if  the  Georgia 
legislature  were  to  enact  laws 
restricting  abortions,  physicians 
may  be  confronted  with  ethical 
questions  involving  physician- 
patient  confidentiality.  For 
example,  will  the  doctor  be 
forced  to  give  the  parental 
notification  before  performing  an 
abortion  on  a minor  if  the  minor 
child  refuses  to  give  this  required 
notice?  There  are  no  answers  as 
of  yet  to  these  questions;  it  is 
now  in  the  hands  of  the  Georgia 
legislature  and  the  courts. 


Notes 

1.  U.S 1989  U.S.  LEXIS  3290 

(July  3,  1989) 

2.  Roe  V.  Wade,  410  U.S.  113  (1973). 

3.  Mo.  Rev.  Slat.  §§1.205. 1(1)(2)  and  1.205.2 
(1986). 

4.  Akron  u.  Akron  Center  for  Reproductive  Health. 
Inc.,  462  U.S.  416,  444  (1983);  see,  also.  Roe  u. 
Wade,  supra,  410  U.S.  at  159-162. 

5.  According  to  Justice  Stevens,  this  potential 
result  would  render  the  preamble  unconstitutional, 
as  it  would  interfere  with  a woman’s  choice  of 
contraceptive  methods. 

6.  Mo.  Rev.  Stat.  § 188.210  (1986). 

7.  Mo.  Rev.  Stat,  § 188.215  (1986). 

8.  See,  e.g..  Planned  Parenthood  of  Central  Mis- 
souri V.  Danforth,  428  U.S.  52  (1976);  Calautti  u. 
Franklin,  439  U.S.  379  (1979), 

9.  Webster,  supra, U.S.  at 1989 

U.S.  LEXIS  3290  at  page  31. 

10.  Mo.  Rev.  Stat.  § 188.200(2)  (1986). 

11.  Mo.  Rev.  Stat.  § 188.029  (1986). 

12.  Webster,  supra, U.S.  at , 1989 

U.S.  LEXIS  3290  at  page  47. 

13.  Webster,  supra, U.S.  at 1989 

U.S.  LEXIS  3290  at  page  79. 
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The  Treatment  of  Chronic  Hypertension  in  Children  and  Adolescents 

DeeAnne  Sexton,  M.D. 


Defining  Hypertension  in 
Children 

There  are  no  studies  available 
defining  exact  levels  of  blood 
pressure  in  infants,  children,  and 
adolescents  that  are  associated 
with  increased  risk  of 
hypertension  in  adult  life, 
coronary  heart  disease,  renal 
disease,  or  CVA.'^  However,  a 
definition  of  hypertension  must  be 
established  in  order  to  decide 
when  therapeutic  intervention  is 
necessary.  The  Second  Task  Force 
on  Blood  Pressure  Control  in 
Children^  approached  this 
problem  by  developing  definitions 
of  hypertension  based  upon 
epidemiologic  data  on  normal 
blood  pressure  distributions  in 
infants,  children,  and  adolescents, 
along  with  clinical  experience 
and  the  consensus  of  members  of 
the  task  force.  In  their  report  in 
Pediatrics,  Jan.  1987,  the 
following  definitions  are 
presented: 

Normal  blood  pressure  is 
defined  as  systolic  and  diastolic 
blood  presure  below  the  90th 
percentile  for  age  and  sex. 

High  normal  blood  pressure  is 
an  average  systolic  and/or 
diastolic  pressure  between  the 
90th  and  95th  percentile  for  age 
and  sex. 

Significant  hypertension  is 
blood  pressure  which  persistently 
falls  between  the  95th  and  99th 
percentile  for  age  and  sex. 

Severe  hypertension  falls 


ildren  with  high 
normal  blood  pressure 
should  be  on  a 
nonpharmacologic 
antihypertensive 
regimen,  and  patients 
with  significant 
hypertension  should 
receive  a trial  of 
nonpharmacologic 
management  of  their 
blood  pressure  prior  to 
beginning 

antihypertensive  drug 
therapy,  y 

persistently  above  the  99th 
percentile  for  age  and  sex. 

In  each  case,  the  child’s  height 
and  weight  must  be  taken  into 
consideration.  Elevated  blood 
pressure  in  a child  who  is  tall  for 
his  or  her  age  or  whose  lean  body 
mass  is  increased  for  sex  and  age 
may  be  considered  normal,  but 
elevated  blood  pressure  is  not 
considered  normal  in  a child  who 
is  obese. 


Dr.  Sexton  is  with  the  Department  of  Pediatrics, 
University  of  Alabama  at  Birmington,  UAB 
Station,  Birmingham,  AL  35294. 

This  article  was  prepared  at  the  request  of  the 
Georgia  Affiliate  of  the  American  Heart 
Association. 


Indications  For  and  Goals  of 
Therapy  in  the  Hypertensive 
Child 

Although  the  natural  history  of 
hypertension  beginning  in 
childhood  and  adolescence  is  not 
well  defined,  it  is  believed  that 
many  of  these  children  will  go  on 
to  be  hypertensive  adults.^’ ^ Drug 
therapy  has  been  demonstrated  to 
decrease  the  number  of 
cardiovascular,  renal,  and  CNS 
complications  in  adults  with 
primary  hypertension.  Although 
no  studies  are  available  to 
demonstrate  the  efficacy  of 
therapeutic  intervention  in 
preventing  complications  in 
children  with  essential 
hypertension,  it  is  felt  that  these 
children  will  benefit  similarly 
from  antihypertensive  therapy.^  As 
with  any  therapeutic  intervention, 
the  risks  of  therapy  must  be 
carefully  weighed  against  the 
proposed  benefits  before 
treatment  is  begun.  Therapeutic 
intervention  is  aimed  at 
maintaining  systolic  and  diastolic 
blood  pressure  below  the  90th 
percentile  for  age  and  sex. 
Optimal  antihypertensive  therapy 
maintains  blood  pressure  in  the 
target  range  using  the  smallest 
amount  of  drug  possible,  thereby 
minimizing  side  effects  and 
simplifying  the  regimen  so  as  to 
encourage  patient  compliance.' 
The  indications  for  therapeutic 
intervention  in  hypertensive 
children  and  adolescents  are 
shown  in  Table  1 . 
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TABLE  1 — Indications  of  Therapeutic  Intervention  in 
H}rpertensive  Children  and  Adolescents.' 


• Indications  for  nonpharmacologic  therapy 

— Systolic  and  or  diastolic  blood  pressure  >90th  percentile 
(high  normal  BP) 

• Indications  for  antihypertensive  drug  therapy 

— Significant  hypertension  (diastolic  and/or  systolic  BP  >95th 
percentile) 

— Severe  Hypertension  (diastolic  euid  or  systolic  BP  >99th 
percentile) 

— Evidence  of  end  organ  injury  (increased  BUN,  increased 
creatinine,  proteinuria,  cardiomegaly,  LVH) 

— Signs  and  symptoms  of  elevated  blood  pressure 

• Indication  of  parenteral  therapy 

— Acute,  severe  hsrpertension  (as  seen  in  acute  glomerulo- 
nephritis, hemolytic  uremic  syndrome,  and  head  injuries) 


TABLE  2 — The  Stepped-Care  Approach  to  Antihypertensive  Therapy 
in  Children  and  Adolescents' 


STEP  1 : Small  Dose  of  Thiazide  Diuretic  or  Adrenergic  Inhibitor  or  ACE  Inhibitor 

• Gradually  increase  dose  until  target  BP  is  reached  or  side  effects  are  seen  or 
max  drug  dosage  is  reached. 

• If  BP  not  controlled,  then  charge  to  different  drug  or  go  to  step  2. 

Step  2;  Add  Small  Dose  of  Thiazide  Diuretic  or  Adrenergic  Inhibitor  or  ACE 
Inhibitor 

• choose  drug  with  different  mechanism  of  action  them  that  used  in  step  1 . 

• Gradually  increase  dose  as  in  step  1. 

• If  BP  not  controlled  — LOOK  FOR  PREVIOUSLY  UNDETECTED  CAUSE 
OF  SECONDARY  HYPERTENSION. 

• If  not  cause  found  and  BP  not  controlled  go  to  step  3. 

Step  3:  Add  Small  Dose  of  Vasodilator  or  one  of  above 

• Choose  drug  with  different  mechanism  of  action  than  those  used  in  steps  1 
and  2. 

• Gradually  increase  dose  as  in  steps  1 and  2. 

Step  Down 

• After  blood  pressure  is  well  controlled  for  several  months,  gradually  decrease 
drug  dosage  to  lowest  effective  dose. 

Goals  of  therapy 

• Diastolic  BP  <90th  percentile 

• Minimal  side  effects 

• Use  of  lowest  effective  dose  of  drug 

• High  degree  of  patient  compliance 


Treatment  of  Hypertension  in 
Pediatric  Patients 


The  first  line  of  therapy  for 
chronic  hypertension  in  children 
is  nonpharmacologic  intervention 
consisting  of  weight  loss,  aerobic 
exercise,  and  dietary  sodium 
restriction.  The  direct  relationship 
between  obesity  and  hypertension 
is  well  established  (obesity  is 


more  common  in  hypertensive 
patients,  and  hypertension  is 
more  common  among  obese 
individuals).^'^  This  relationship 
has  been  demonstrated  beginning 
in  infancy  and  persisting  into 
adulthood.^  More  importantly,  the 
Framingham  study  demonstrated 
a linear  relationship  between 
weight  gain  and  rise  in  systolic 


blood  pressure  as  well  as 
between  weight  loss  and  decrease 
in  systolic  blood  pressure  in  both 
normotensive  and  hypertensive 
patients  of  all  ages.^  Therefore, 
obese  children  with  hypertension 
should  be  tried  on  a program  of 
weight  reduction  prior  to  the 
initiation  of  any  pharmacologic 
therapy.' 

Aerobic  exercise  has  enjoyed 
increasing  popularity  over  the 
past  2 decades  and  has  been 
shown  to  decrease  blood  pressure 
in  hypertensive  adults.®  In  1983, 
Hagberg,  et  aP  demonstrated  a 
significant  decrease  in  both 
systolic  and  diastolic  blood 
pressure  in  25  adolescents  placed 
on  an  exercise  program 
consisting  of  30  to  40  minutes  of 
aerobic  exercise  three  times  per 
week.  Although  exercise  along 
has  not  been  demonstrated  to 
decrease  blood  pressure  into  the 
normotensive  range,  endurance 
training  is  a valuable  adjunct  to 
other  nonpharmacologic 
measures  as  well  as  drug  therapy. 
Participation  in  sports  and  other 
activities  by  hypertensive  children 
and  adolescents  should  be 
encouraged  except  in  those  with 
severe  hypertension  which  is 
poorly  controlled.  These  children 
should  be  encouraged  to  begin  an 
exercise  program  when  their 
blood  pressure  is  brought  under 
control. 

Restriction  of  dietary  sodium 
intake  has  been  demonstrated  to 
decrease  blood  pressure  in  many 
hypertensive  patients,  although  a 
concensus  has  not  been  reached 
regarding  the  degree  of  sodium 
restriction  necessary  to  lead  to  a 
beneficial  effect  or  the  patients 
who  are  likely  to  benefit  from  a 
low  sodium  diet.''®'®-^ 
Recommendations  vary  from 
avoidance  of  “junkfood”  and  salt 
added  at  the  table^  to  strict 
limitation  of  dietary  sodium  intake 
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TABLE  3 — Oral  Antiphypertensive  Agents^ 

Drug 

Dosage 

Common  Side 
Effects 

Diuretic 

Hydrochlorothiazide 

1-2  mg/kg/24  hr 

Hypokalemia 

Adrenergic 

Prazosin  (alpha 

1 mg  initial  dose 

Orthostatic 

Inhibitors 

blocker) 

may  increase  to  15 

Hypotension 

Propanolol  (beta 

mg/24  hr  divided 
bid-tid 

.25-1.0  mg/kg/dose 

Bronchospasm, 

blocker) 

96-12  hr  (maximum 

Bradycardia 

Ace  Inhibitor 

Captopril 

dose  2 mg/kg/day) 
.3  mg/kg/24  hr 

Proteinuria 

Vasodilator 

Hydralazine 

initially.  May 
increase  to 
maximum  dose  of  2 
mg/kg/(24  hr) 

.75  mg/kg/24  hr 

Drug-induced 

initially.  May 
increase  to 
maximum  dose  of  3 
mg/kg/24  hr 

lupus 

to  4 to  6 grams  of  NaCl  per  day.'  ® 
Average  salt  intake  in  the  United 
States  far  exceeds  that  required 
for  growth  and  development;  thus, 
the  limitation  of  dietary  sodium  to 
4 to  6 grams  per  day  poses  no 
risk  to  the  individual.  MacGregor® 
demonstrated  that  the  blood 
pressure  lowering  effects  of 
sodium  restriction  are  additive  to 
those  of  antihypertensive 
medications.  Therefore,  it  is 
recommended  that  all 
hypertensive  patients  receive 
counseling  on  lowering  dietary 
sodium’  ® ® to  include  information 
“on  sodium  content  of  processed 
foods  such  as  canned  and  frozen 
foods  and  “junk  food.”® 

Thus,  children  with  high 
normal  blood  pressure  should  be 
on  a nonpharmacologic 
antihypertensive  regimen,  and 
patients  with  significant 
hypertension  should  receive  a 
trial  of  nonpharmacologic 
management  of  their  blood 
pressure  prior  to  beginning 
antihypertensive  drug  therapy.’ 

The  lowering  of  blood  pressure 
through  weight  loss,  exercise,  and 
dietary  sodium  restriction  does 


require  a high  level  of  patient 
motivation,  but  it  also  provides  a 
sense  of  satisfaction  and 
accomplishment  when 
successful.^  Nonpharmacologic 
measures  should  be  used  along 
with  medication  in  patients  in 
whom  drug  therapy  proves 
necessary  since  weight  control, 
exercise,  and  sodium  restriction 
may  decrease  the  required  dosage 
of  medications.’ 

Pharmacologic  Therapy  for 
Hypertension 

As  mentioned  previously, 
pharmacologic  therapy  for 
hypertensive  children  and 
adolescents  is  reserved  for  those 
with  severe  hypertension  (>  99th 
percentile)  and  for  those  with 
significant  hypertension  in  whom 
a trial  of  nonpharmacologic 
therapy  has  proven  unsuccessful. 
Using  these  guidelines,  <1%  of 
children  in  the  United  States 
should  be  exposed  to  the  risks  of 
antihypertensive  medications. 

Risk  of  each  therapeutic  regimen 
must  be  carefully  considered  and 
nonpharmacologic  therapy  should 
be  continued  along  with  drug 


therapy  with  the  goal  of  maximum 
therapeutic  benefit  with  minimum 
drug  dosage  and  side  effects.’ 

The  second  task  force  on  blood 
pressure  control  in  children 
proposes  a stepped-care  approach 
to  drug  therapy  in  children  with 
essential  hypertension’  which  is 
similar  to  that  traditionally  used 
in  adult  patients.®  Step  1 begins 
with  a small  dose  of  a single 
antihypertensive  agent,  generally  a 
thiazide-type  diuretic  or  an 
adrenergic  inhibitor.  More 
recently,  captopril,  an 
angiotension  converting  enzyme 
inhibitor,  has  proved  efficacious 
as  a step  1 drug,  particularly  in 
children  with  renin  dependent 
hypertension.^  Once  the  initial 
drugs  is  begun,  its  dosage  is 
gradually  increased  until  target 
blood  pressure  is  reached,  side 
effects  are  present,  or  the 
maximum  drug  dosage  is 
reached.  If  maximum  drug  dosage 
is  reached  or  intolerable  side 
effects  are  present  without 

^ Less  than  1%  of 
children  in  the  United 
States  should  be 
exposed  to  the  risk  of 
antihypertensive 
medications,  y 

adequate  blood  pressure  control, 
a different  drug  may  be  tried.  Step 
2 begins  with  a second  drug  with 
a differt  mechanism  of  action  is 
added  to  the  drug  already  in  use. 
Again,  therapy  is  begun  with  a 
relatively  low  dose  which  is 
gradually  increased  as  in  step  1. 
Essential  hypertension  in  children 
and  adolescents  is  generally  quite 
responsive  to  drug  therapy; 
therefore,  a child  who  is  thought 
to  have  essential  hypertension  but 
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does  not  respond  to  a 
combination  of  two 
antihypertensive  agents  should  be 
reevaluated  to  look  for  a 
previously  undetected  cause  of 
secondary  hypertension.  If  no 
such  cause  is  found  and  the 
hypertension  remains 
uncontrolled,  step  consists  of  the 
addition  of  a third  agent  with  still 
another  mechanism  of  action, 
often  a vasodilator;  the  dosage  of 
this  third  agent  is  then  slowly 
increased  as  in  steps  1 and  2.'  It 
is  important  to  remember  that 
combination  antihypertensive 
therapy  is  based  on  the  use  of 
various  drugs  with  different 
mechanisms  of  action;  thus,  the 
choice  of  two  drugs  with  the 
same  mechanisms  of  action 
would  be  inappropriate.^ 

e stepped-care 
approach  is  generally 
used  in  children  and 
adolescents  with 
essential  hypertension 
while  the  treatment  of 
secondary  hypertension 
is  aimed  at  correction 
of  the  underlying 
cause,  p 

An  important  part  of 
antihypertensive  therapy  which  is 
often  neglected  is  the  step-down 
phase.  After  the  blood  pressure 
has  been  effectively  controlled 
over  a long  period  of  time  the 
medication  dosage  should  be 
slowly  decreased  to  the  lowest 
effective  dose.  The  blood  pressure 
must  be  carefully  monitored 
during  this  phase.  Thus,  the 
change  of  drug  side  effects  is 


minimized  and  patient 
compliance  enhanced.’ 

The  stepped-care  approach  is 
generally  used  in  children  and 
adolescents  with  essential 
hypertension  while  the  treatment 
of  secondary  hypertension  is 
aimed  at  correction  of  the 
underlying  cause.  There  are 
certain  cases  of  secondary 
hypertension  in  which 
pharmacologic  control  of  the 
hypertension  may  become 
necessary  and  requires  special 
consideration.  For  example,  in 
cases  of  hypertension  secondary 
to  hyperthyroidism,  beta  blockage 
is  used  to  control  the 
hypertension  and  concomitant 
tachycardia.'  Alpha  blockade  is 
the  first  line  in  therapy  in 
hypertension  secondary  to 
catecholamine  excess  states;  a 
beta  blocker  may  be  required  to 
control  tachycardia  following 
alpha  blockade.® 

There  are  many 

antihypertensive  medications 
available  for  use  in  the  pediatric 
patient.  The  treatment  regimen  for 
each  patient  must  be 
individualized  based  upon  the 
degree  of  hypertension  and 
response  to  different  medications 
along  with  development  of  side 
effects  and  presence  of  other 
medical  conditions.  As  long-term 
effects  of  antihypertensive  therapy 
in  children  and  adolescents  are 
unknown,  the  need  for 
medication  in  these  patients  and 
development  of  unwanted  drug 
effects  must  be  continually 
evaluated. 
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PHYSICIAN  WANTED 

The  Pain  Control  and  Rehabilitation 
Institute  of  Georgia  is  currently 
offering  a full-time  entry  level  position 
for  a staff  physician.  Requirements 
include  an  M.D.  degree,  some 
experience  or  training  with  chronic 
pain  patients,  Georgia  license  or 
eligibility,  and  board  certification  or 
eligibility  in  one  of  the  following: 
anesthesiology,  family  practice, 

PM&R,  internal  medicine, 
occupational  medicine,  or  neurology. 
Duties  will  include  the  general 
practice  of  pain  medicine  and 
rehabilitation  and  involve  working 
with  an  internationally  renowned 
team  of  health  care  professionals 
providing  direct  patient  care  for 
chronic  pain  patients.  The  Pain 
Control  and  Rehabilitation  Institute  of 
Georgia  is  a well  established  and 
CARF-certified  comprehensive  chronic 
pain  rehabilitation  facility,  which  is 
ideally  located  in  the  metropolitan 
Atlanta,  Georgia,  area.  The  position 
offers  a real  opportunity  for 
professional  development,  with  a 


competitive  salary  and  excellent 
fringe  benefits.  The  position  is 
available  effective  July  1,  1989,  with 
applications  accepted  until  the 
position  is  filled.  To  apply,  send  a 
cover  letter,  CV,  and  three  letters  of 
reference  to  Steven  F.  Brena,  M.D., 
Chairman  of  the  Board,  Pain  Control 
and  Rehabilitation  Institute  of 
Georgia,  350  Winn  Way,  Decatur,  GA 
30030.  Inquiries  about  the  position 
can  be  made  in  writing  or  by  calling 
404-297-1400. 

OB/GYN  Physician  (BC/BQ)  to 
provide  contraceptive,  gynecologic, 
and  abortion  services  (1st  trimester) 
to  Planned  Parenthood  patients  in 
greater  Phoenix  and  outlying  areas. 
Medical  supervision  of  medical  staff 
(NPs,  PAs  and  MDs).  In  exchange  for 
your  medical  expertise,  you’ll  enjoy 
an  escape  from  troubled  business 
problems  and  escalating  malpractice 
insurance  premiums.  You’ll  receive  a 
competitive  salary  and  benefits 
package.  Join  us  in  Arizona.  Our 
climate  and  lifestyle  is  unmatched. 
Send  resume  including  salary 


requirements  to:  Director  of  Staff 
Development,  P.P.C.N.A.,  5651  N.  7th 
St.,  Phoenix,  AZ  85014. 

OTHER 

Atlanta  Real  Estate  — earn  14%  fully 
secured,  minimum  $10,000.  Call  404- 
433-2729  for  details. 

When  It’s  Time  to  Relax. . . . High  atop 
our  3100  ft.  mountain,  the  views  are 
forever,  and  time  slows  to  a life-enrich- 
ing pace.  As  our  2-night  complimentary 
guests,  you  and  your  family  will  have 
the  opportunity  to  preview  our  prestig- 
ious neighborhoods  and  explore  our 
historic  region.  Our  homesites  feature 
cool  breezes,  45-mile  views,  waterfalls, 
hardwood  forests,  and  a spectacular  Fall 
color  display.  Homesites  are  from  1-7 
acres  and  start  at  $15,000.  For  qualifi- 
cations and  reservations,  call  704-894- 
8223.  Located  between  Tryon  and  Sal- 
uda, N.C.,  38  miles  south  of  Asheville, 
N.C.  on  1-26. 

Medical  Office  For  Lease,  Adjacent  to 
North  Fulton  Hospital,  1000  square  feet, 
completely  decorated.  Also,  medical 
equipment  for  sale.  Call  404-396-3884 
for  details,  leave  message. 
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MANUSCRIPT  INFORMATION 


MANUSCRIPTS  — Articles  are  accepted  for  publication 
on  the  condition  that  they  are  contributed  solely  in  this 
Journal.  Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original  and  one  copy  should  be  submitted.  Receipt 
of  manuscripts  will  be  acknowledged  and  unused  manu- 
scripts returned.  Used  manuscripts  will  be  returned  only  if 
requested. 

STYLE  — Ordinarily  articles  should  not  exceed  3,000  words. 
Only  under  exceptional  circumstances  will  articles  of  over 
4,000  words  be  published.  Footnotes,  bibliographies,  and 
legends  should  be  typed  on  separate  sheets,  double-spaced. 
Bibliographies  should  conform  to  the  following  style:  name 
of  author  (with  initials),  title  of  article,  name  of  periodical, 
date,  volume  (number,  if  available),  and  pages. 

Sorter  NA,  Wasserman  SI,  Austen  KF.  Cold 
urticaria  release  into  circulation  of  his- 
tamine and  eosinophil  chemotactic  fac- 
tor of  anaphylaxis  during  cold  challenge. 

N Engl  J Med  1976;294:687-90. 

NEWS  NOTES  — District  and  county  medical  societies. 
Association  members,  and  readers  are  invited  to  send  in 
any  news  items  of  general  concern  to  members  of  the  Med- 
ical Association  of  Georgia. 

REPRINTS  — Requests  for  reprints  should  be  made  di- 
rectly to  The  Ovid  Bell  Press,  Inc.,  1201-05  Bluff  Street, 
Fulton,  Missouri  65251.  Reprints  must  be  ordered  within  30 
days  after  publication,  since  all  type  will  be  destroyed  after 
that  time. 

ILLUSTRATIONS  — Illustrations  must  be  submitted  in 
duplicate.  Illustrations,  tables,  etc.,  should  bear  the  author’s 
name  and  figure  number.  Used  photographs,  drawings  and 
cuts  will  be  returned  after  publication  only  if  requested.  The 
cost  of  reproduction  of  illustrated  material  for  publication 
in  excess  of  three  average  illustratiorjs  and/or  tables  will  be 
borne  by  the  author,  and  the  Journal  will  bill  the  author  for 
this  expense. 

GENERAL  POLICY  — Authors  will  be  given  as  wide  a 
latitude  as  the  general  policy  of  the  Journal  and  the  de- 
mands on  its  space  permit.  The  right  to  reduce,  revise,  or 
reject  any  material  submitted  for  publication  is  always  re- 
served. The  Journal  is  not  responsible  for  statements  made 
by  any  contributor.  All  communications  regarding  editorial, 
advertising,  subscription,  and  miscellaneous  matters  should 
be  sent  to  The  Editor,  938  Peachtree  Street,  N.E.,  Atlanta, 
GA  30309-3990. 

ADVERTISING  — All  pharmaceutical  advertising  must  be 
approved  by  the  State  Medical  Journal  Advertising  Bureau, 
Inc.,  to  be  acceptable  for  publication.  Other  advertising 
copy  may  be  accepted  subject  to  the  approval  of  the  Editor. 
All  copy  or  negatives  must  reach  the  Journal  office  by  the 
10th  of  the  month  preceding  publication.  General  and  clas- 
sified advertising  rates  will  be  furnished  on  request. 

MEDICAL  EDITING  SERVICES  — If  in  the  opinion  of 
the  Journal  Editorial  Board,  material  submitted  for  publi- 
cation could  be  improved  by  a Medical  Editing  Setv’ice,  the 
Editor  will  contact  the  author  for  his  approval.  Association 
members  needing  assistance  in  preparation  of  material  for 
publications  may  also  use  this  service.  A reasonable  charge 
is  made  for  this  service  and  the  cost  of  this  will  be  borne 
by  the  author. 
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In  moderate  depression  and  anxiety 

74%  of  patients  experienced  improved  sleep 
after  the  first  A 5:  dose  ^ 

First-week  improvement  in  somatic  symptoms^ 

50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 
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Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 

limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 

UmbitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 
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References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  Nf.  2.  Feighner  JP, 
et  al:  Psychopharmacology  61 :2\7-225,  Mar22,  1979. 


Limbitrol®® 

'D'anquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Auhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  [e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy;  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) , 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  dmgs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  contusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor;  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  P^chiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  ^3Ps.xns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diatrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  teverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tdblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tbl-E-Dose®  packages  of  100;  Ptescription  Paks  of  50. 
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In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Week 

And  The  Weeks  That  Follow 
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^74%  of  patients  experienced  improved  sleep 
after  the  first  As".  dosel 
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^First-week  reduction  in  somatic  symptoms* 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


Percentage  of  Reduaion  in  Individual  Somatic  Sym 
During  First  Week  of  Limbitrol  Therapy* 
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limbitror 


Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 


12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 
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Roche  Products 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 


25  mg  amitriptyline  (as  the  hydrochloride  salt) 


Copyright  © 1989  by  Roche  Products  Inc.  .All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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An  insurance  company 
that  takes  your  interests 

to  heart: 


MAG  Mutual 

makes  the  difference. 


As  a physician, 
you’re  used  to  listening,  getting  to  the  heart 
of  the  matter,  then  putting  the  interests  of 
your  patients  first. 

So,  it  is  appropriate  that  a group  of 
physicians  would  put  together  a liability 
insurance  company  that  takes  the  interests 
of  Georgia  physicians  to  heart. 

That’s  just  how  MAG  Mutual  works. 
We’re  physician  owned  and  that  means  our 
insurance  and  services  are  directed  by  physi- 
cians  like  yourself  concerned  with  curbing 
rising  rates  and  committed  to  changing 
Georgia’s  professional  liability  climate 
through  legislative  reform. 

We’re  also  flexible.  We  listen  and  respond 
by  providing  the  finest  service  and  best 
coverage  available  in  a wide  range  of  pro- 
grams  so  you  can  choose  the  one  most  appro- 
priate to  your  insurance  needs.  From  tailor- 
made  insurance,  to  prior  acts  coverage,  to 
reporting  endorsement  options,  we  contin- 
ually refine  and  develop  programs  in 
response  to  your  input. 


And  we’re  competi- 
tive. We  offer  a wide  variety  of 
premium  discounts  such  as  our  Loss 
Excellence  Appreciation  Discount  (LEAD) 
and  our  Loss  Prevention  program  to  help  you 
keep  your  cost  of  insurance  down. 

Most  importantly  of  all,  we’re  specialists. 
We’re  attuned  to  the  Georgia  medical  profes- 
sion and  all  the  considerations  that  commit- 
ment entails.  Erom  our  service-oriented  staff 
to  our  flexible  insurance  programs,  we’re 
always  here  for  you. 

Let’s  face  it.  You  put  your  heart  into 
your  profession  because  you  know 
you  can  make  a differ- 
ence. At  MAG 
Mutual,  we  take 
your  interests 
to  heart 
because  we 
want  to  make 

the  difference  for  you.  For  more  informa- 
tion or  an  application,  call 
(404)842-5600  or  1-800-282-4882. 


fflUTum 

MAG  MUTUAL  INSURANCE  COMPANY 

Eight  Piedmont  Center,  Suite  600  3525  Piedmont  Road  Atlanta,  Georgia  30305-1533  (404)  842-5600 
Mailing  Address:  Post  Office  Box  52979  Atlanta,  Georgia  30355-0979  1-800-282-4882 
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HumuliriL  HumulinN 


Humulinli 


Lilly  Leadership 

IN  DIABETES  CARE 


Then  thousands. 


Soon  more  than  a million. 

Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDNA 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have.  The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 


Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DNA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 


DIET...EXERCISE... 


Hunwlin 

human  insulin 
[recombinant  DNA  origin] 

For  your  insulin-using  patients 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
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MRI  UPDATE 


Figure  1 


Figure  2 


Figure  3 


Clinical  information: 

Recently,  there  has  been  much 
discussion  in  the  literature  of  the 
neurological  symptoms  caused 
by  the  spirochete  borrelia 
burgborferi.  The  disease  is 
transmitted  by  a tick  bite  and  is 
associated  with  clinical 
symptoms  of  headaches, 
multiple  arthralgias,  and  non- 
specific neurological  symptoms. 
Given  the  appropriate  clinical 
history,  a diagnosis  of  Lyme 
disease  can  readily  be  confirmed 
by  an  MR  scan. 

Findings:  Figure  1 is  a 

T2-weighted  axial  image 
through  the  brain.  Abnormal 
focal  areas  of  increased  signal 
intensity  can  be  identified  within 
the  centrum  semiovale 
bilaterally  (small  arrows).  These 
lesions  are  primarily  located 
within  the  white  matter  but  are 
of  differing  sizes.  Figure  2 is  also 
an  axial  image  through  the  brain 
but  at  a level  through  the  lateral 
ventricles.  This  section  shows  a 


lesion  located  within  the  medial 
gray  matter  of  the  right  frontal 
lobe  anterior  to  the  corpus 
collosum  (large  arrow). 
Additional  areas  of  abnormal 
increased  signal  intensity  can  be 
identified  adjacent  to  the 
occipital  horns,  in  the  gray -white 
matter  interface  of  the  left 
parietal  operculum  (small 
arrow),  and  in  the  deep  white 
matter  of  the  frontal  lobes  in  the 
region  of  the  anterior  corona 
radiata  (arrowheads).  Figure  3 is 
through  the  posterior  fossa  as 
well  as  the  lower  frontal  and 
temporal  lobes.  Abnormal  areas 
of  increased  signal  intensity  are 
demonstrated  in  the  left  anterior 
pons  (large  arrow)  in  the  anterior 
right  temporal  lobe  (small 
arrow),  in  the  right  cerebellar 
peduncle  (arrowhead),  and  in  the 
medial  right  temporal  lobe 
(curved  arrow). 

The  MR  images  clearly 
demonstrate  the  predominantly 
white  matter  involvement,  multi- 
focal nature,  and  the  absence  of 


mass  effect  associated  with  these 
lesions.  In  the  absence  of  clinical 
history,  the  MR  appearance 
would  be  most  consistent  with  a 
demyelinating  process  such  as 
multiple  sclerosis.  However,  as 
this  case  presented  in  a nine  year 
old  male  following  exposure  to 
ticks,  the  differential  diagnosis 
becomes  that  of  Lyme  disease. 
The  diagnosis  was  further 
confirmed  by  the  findings  of 
similar,  although  less  extensive 
lesions,  in  the  patient’s  sibling. 

Comment:  The  patient  in  the 
case  above  had  a CT  scan  prior 
to  the  MR  study  which  was 
negative.  This  case  clearly 
demonstrates  the  increased 
sensitivity  of  MR  over  CT  in 
detection  of  white  matter 
processes.  However,  the  case  also 
demonstrates  the  relative  non- 
specificity of  the  findings.  In  this 
case,  the  clinical  history  was 
most  important  in  determining 
the  true  etiology  of  the  patient’s 
findings. 
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Lyme  di.sease  with  its  classic  vector-host-parasite  relationship  is  beautifuiiy  depicted  on  the 
cover  by  Statesboro  artist,  Susan  Oiiver.  See  p.  651  for  more  information  about  this  gifted 
artist. 

Ixodes  dammini,  the  deer  tick,  is  the  main  vector  in  the  eastern  United  States.  Shown  within 
the  tick’s  body  are  natural  hosts,  the  white-footed  mouse  and  the  white-tailed  deer,  and  man, 
the  accidental  host.  The  yellow-stained  spirochete,  Borrelia  burgdorferi,  is  the  etiologic  agent. 
There  have  been  299  positive  and  84  probable  human  cases  of  Lyme  disease  in  Georgia 
during  the  first  7 months  of  1 989,  according  to  the  Georgia  Department  of  Human  Resources. 

The  articles  beginning  on  p.  675  and  679  and  the  editorial  on  p.  665  discuss  the  epidemiologic, 
etiologic,  clinical,  and  prevention  aspects  of  this  disease. 
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LETTERS 


Dear  Editor, 

Congratulations  on  the  August 
MAG  Journal  on  Rural 
Medicine  and  Hospitals. 

There  have  been  two  in  depth 
studies  of  which  1 am  aware  that 
related  to  rural  physician 
populations  and  state  needs.  The 
report  by  Dever  et  al.  was 
enlightening,  but  there  are 
problems  not  referred  to  in  the 
report  that  will  skew  physician 
population  figures  in  rural  areas 
drastically  in  the  next  ten  years. 

The  oldest  average  specialty 
was  General  Surgery  as  reported 
in  the  article.  However,  Family 
Practice  was  not  created  as  a 
specialty  until  1969,  and  the 
exodus  from  general  practice  into 
specialty  and  sub-specialty 
medicine  began  in  probably  1959. 
The  general  practitioners  that 
graduated  in  1959  have  now  been 
in  practice  almost  thirty  years,  are 
approaching  60,  and  1 suspect 
because  of  the  present  medical 
environment  and  atmosphere  will 
retire  in  the  next  five  years. 

For  these  reasons  1 suspect  that 
the  average  age  of  Family/General 
physicians  is  not  a useful  figure 
but  should  be  further  subdivided 
to  account  for  the  hiatus  from 
1959  to  1969. 

Because  many  of  the  newly 
graduating  residency  trained 
family  physicians  desire  proximity 
to  a large  metropolitan  area, 
counties  with  populations  less 
than  20,000  will  lose  physicians 
in  amounts  that  cannot  be 
replaced  by  the  newly  graduating 
residents. 

In  the  original  Georgia  Primary 
Care  Manpower  Study  done  in 
1976,  an  assumption  was  made 
that  physicians  would  practice 
until  70  years  of  age.  Using  this 
assumption,  the  percentage  of 
these  physicians  would  increase 
from  26  percent  in  1990  to  51 


percent  in  1995.  Assuming  a 
younger  retirement  age  (which  is 
now  probable),  the  percentages 
will  be  skewed  toward  earlier 
dates  and  greater  numbers  of 
physicians  leaving  communities 
of  less  than  20,000  population. 

This  seems  to  spell  disaster  for 
those  counties  with  less  than 
20,000  population.  1 suspect  that 
by  1995  these  smaller  counties 


will  lose  at  least  65  percent  of 
their  physician  population  unless 
some  new  trends  are  created. 
There  are  88  of  the  159  counties 
in  Georgia  that  fall  into  this 
category. 


Sincerely, 

Stephen  C.  May,  Jr.,  M.D. 
Family  Practice,  Kennesaw 


5V£yths 

■fePacts? 

• Even  moderate  social  drinkers  may  risk  liver 
damage. 

• Women  are  more  likely  to  suffer  liver  damage 
from  alcohol  than  men. 

• Most  victims  of  liver  disease  are  not  alcoholics. 
All  three  statements  are  true. 

How  many  did  you  get  right? 

Many  people  are  confused  about  the  effects  of  alcohol 
on  the  liver— and  what  you  don’t  know  can  hurt  you. 

A pamphlet  on  myths  and  facts  tells  what  you  can  do  to 
protect  yourself  and  your  loved  ones.  For  your  free  copy, 
send  a stamped  self-addressed  business  envelope  to: 

American  Liver  Foundation 

Box  AL 

Cedar  Grove,  N.J.  07009 
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About  the  Cover  Artist 

Susan  S.  Oliver 


Artist  Susan  S.  Oliver  is  shown  here  with  two  of  her  recent  works,  a triptych  of  “White  Ibis’’  and  “Four 
Xhosa  Tribeswomen’’  from  South  Africa. 


Graduating  from  Hood  College,  Frederick,  Mary- 
land, with  a major  in  zoology  and  two  minors 
in  chemistry  and  art.  Sue  had  the  goal  of  becoming 
a medical  illustrator,  and  thus  it  seems  especially 
appropriate  for  her  to  have  designed  the  cover  art  for 
this  issue  of  the  Journal.  Meeting  and  marrying  her 
husband  Jim  diverted  her  fromi  her  original  goal  but 
certainly  gave  her  enriching  challenges.  Of  these,  the 
most  rewarding  were  two  sons  and  a peripatetic  life- 
style which  has  taken  them  to  every  continent  on  this 
earth,  with  the  exception  of  Antartica,  to  allow  Jim  to 
conduct  biomedical  research  emphasizing  arthropod 
vectors  of  diseases. 

Sue’s  professional  art  reflects  the  exposure  to  the 


various  cultural  influences  of  their  travels  and  to  the 
spectacular  beauties  of  the  natural  world.  Although 
portrait  work  has  been  her  primary  focus,  in  recent 
years  she  has  devoted  more  and  more  time  to  land- 
scape and  wildlife  art.  In  these  she  finds  a more  in- 
tensely personal  form  of  expression  which  allows  her 
esthetic  appreciation  and  scientific  interest  to  blend. 
Sue  can  imagine  no  greater  challenge  and  excitement 
than  taking  a two  dimensional  canvas  and,  by  using 
form  and  color,  creating  a painting  which  conveys  a 
three  dimensional  image  with  an  emotional  impact. 

Her  studio  is  located  at  1 15  Benson  Dr.,  Statesboro, 
GA;  912-681-3550. 
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Why  Do 
Physicians  Rom 
Around  The  IIS. 
SendKidsTb 


At  the  Ridgeview  Institute,  “progress”  in 
health-care  delivery  has  passed  us  by.  Our 
highly-qualified,  experienced  physicians— 
not  MBAs  or  CPAs— still  call  the  shots. 
Because  Ridgeview  is  still  non-profit,  still  not 
owned  by  any  chain. 

At  Ridgeview  we  haven’t  figured  out  yet  how 
“efficient”  it  is  to  treat  all  our  adolescents  and 
children  on  one  unit.  We  still  believe  that  some 
patients  need  a special  program  for  chemical 
dependence  and  dual  diagnoses.  For  those  with 
conduct  disorders,  we  offer  a highly  structured, 
confrontive  milieu.  Younger  children  benefit 
from  our  cognitive-behavioral  track.  Older  kids 
gain  more  in  the  insight-oriented  program. 

Because  quality  is  still  our  bottom  line, 
Ridgeview  has  enough  qualified  staff  to  make 
truly  individualized  treatment  a reality.  There 
are  seventeen  full-time  licensed  family 


therapists,  who  are  very  creative  and  skilled  at 
working  with  families  outside  Atlanta.  There 
is  an  on-campus  school— the  equal  of  most 
private  academies— offering  class  sizes  of  6-10. 

Of  course  we  have  made  some  changes. 
You  can  call  a toll-free  number  now— until 
midnight  seven  days  a week— and  consult  a 
Masters-degreed  assessment  specialist.  They’ll 
help  select  the  appropriate  program  and 
attending  physician.  They’ll  assist  your  patient’s 
family  with  everything  from  information  to 
travel  plans. 

The  best  of  the  old,  combined  with  the 
best  of  the  new— that’s  why  the  Ridgeview 
Institute  is  Atlanta’s  World-Class  Treatment 
Center  for  children  and  adolescents  as  well  as 
adults.  We’d  love  to  work  with  you  the  next 
time  you  have  a patient  who  needs  something 
a little  bit  old-fashioned. 


Atlanta’s  World-Class  Treatment  Center 
3995  S.  Cobb  Drive  • Smyrna,  GA  30080  • (404)  434-4567  • Toll  Free  1-800-345-9775 


P R E S I D E N 


Delivering  Help 
to  OBs 


Joe  L Nettles,  M.D. 


A FORMER  PRESIDENT  of  the 
American  College  of 
Surgeons  entitled  his  farewell 
address  “Don’t  just  do  something 
— stand  there!”  1 have  always 
adhered  to  Thomas  Jefferson’s 
advice,  “He  who  governs  least, 
governs  best.”  Likewise,  “If  it  ain’t 
broke,  don’t  fix  it.”  However,  we 
have  reached  a crisis  in  the 
obstetrical  delivery  system  in  this 
state.  A recent  survey  shows  that 
the  number  of  physicians 
delivering  babies  10  years  ago  has 
now  been  reduced  by  greater  than 


50%. 

At  last  week’s  MAG  Legislative 
Seminar  in  St.  Simons,  we 
listened  to  Dr.  Murray  Freedman, 
the  president  of  the  Georgia 
Obstetrical  and  Gynecological 
Society.  Even  though  he  is  a 
young  physician.  Dr.  Freedman  no 
longer  practices  obstetrics,  having 
stopped  2 years  ago  because  of 
the  constant  threat  of  malpractice. 

Even  though  it  has  been  shown 
that  90%  of  birth  defects  have 
nothing  to  do  with  medical 
management  and  delivery,  the 
physician  is  often  held 
responsible  for  a less  than  perfect 
baby.  When  a defective  or  brain- 
damaged baby  is  brought  before  a 
jury,  no  matter  the  cause,  the 
jury’s  sympathy  is  aroused  and 
the  baby  will  be  cared  for;  even  if 
it  is  unjustly  at  the  expense  of  the 
obstetrician  and  his  or  her 
insurance  carrier. 


T ' S PAGE 


The  rapid  acceleration  in  the 
number  of  lawsuits  and  the 
increased  size  of  awards  make 
the  practice  of  obstetrics  similar 
to  playing  Russian  roulette. 
Moreover,  despite  the  recent 
reduction  in  the  statute  of 
limitations  for  minors  to  7 years, 
the  claim  and  the  constant  threat 
of  a claim  may  hover  on  the 
horizon  for  long  after  the 
physician’s  retirement.  Given  the 
present  situation,  1 honestly 
cannot  understand  how  any 
physicians  would  submit 
themselves  and  their  families  to 
the  stresses  of  delivering  babies. 

We  have  “stood  there”  long 
enough.  It  is  now  time  to 
do  something.  The  previously 
passed  tort  reform  package  has 
helped  all  of  us  except  our 
obstetrical  colleagues.  The  focus 
of  this  year’s  legislative  efforts  will 
be  toward  obstetrical  relief.  Under 
consideration  is  an  arbitration 
panel  to  rule  in  the  cases  of  the 
neurologically  impaired  baby. 

This  is  plowing  new  ground,  and 
we  are  not  certain  that  it  will  be 
the  proper  answer.  The  figures  of 
claims  may  not  be  reduced,  but 
the  size  of  the  awards  and  most 
importantly  the  period  of  time  in 
settling  the  case  will  likely  be 
greatly  reduced.  This  may  be  the 
first  step  in  delivering  help  to 
obstetricians  and  insuring  that  our 
children  and  grandchildren  will 
receive  proper  care. 
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A 5 S O C I A T 


NEW  MEMBERS 


Burnside,  H.,  II,  Internal  Medicine 
— Gordon  (Active)  — 1 02 
Hospital  Court,  P.O.  Box  1629, 
Calhoun  30701 

Culler,  Floyd  L.,  Pediatrics/ 
Endocrinlogy  — MAA  (Active) 
— 2040  Ridgewood  Dr.,  Atlanta 
30322 

Daugherty,  J.  Thomas,  Family 
Practice  — Floyd-Polk- 
Chattooga  (Resident)  — Floyd 
County  Hospital,  Rome  30161 

Davis,  Paul  M.,  Ill,  Orthopaedic 
Surgery  — MAA  (Active  N2)  — 
Northwest  Medical  Ctr.,  Ste. 

309,  3280  Howell  Mill  Rd„ 

N.W.,  Atlanta  30327 

Dennard,  David  T.,  — Internal 
Med./Nephrology  — Whitfield- 
Murray  (Active  N2)  — 1007 
Professional  Blvd.,  P.O.  Box 
1572,  Dalton  30720 

DeSantis,  James  M.,  Family 
Practice/Emergency  Medicine 
— Cobb  (Active)  — 3901  Regas 
Dr.,  Marietta  30066 

Fisher,  Michael  S.,  Internal 
Medicine  — MAA  (Resident)  — 
6822-D  Glenridge  Dr.,  Atlanta 
30328 

Gordon,  David  S.,  Oncology/ 
Internal  Medicine  — MAA 
(Active)  — 1365  Clifton  Rd., 
N.E.,  Atlanta  30322 

Kim,  Kee-Cho,  Pediatrics  — 
Baldwin  (Active)  — Central 
State  Hospital,  Milledgeville 
31061 

Kuiangara,  Raju  J.,  Pediatrics  — 
Tift  (Active)  — 802  E.  18th  St., 
Tifton  31794 


ION  NEW 


Myers,  Robert  C.,  Family  Practice 
— Altamaha  (Active)  — 114 
Hester  St.,  Hazlehurst  31539 

Pribyl,  Charles.  R.,  Orthopaedic/ 
Hand  Surgery  — Troup  (Active) 
— 303  Smith  St.,  LaGrange 
30240 

Randolph,  Christopher  S., 
Psychiatry  — Whitfield-Murray 
(Active)  — 2410  Shannon  Dr., 
Dalton  30720 

Slagel,  G.  Anthony,  Dermatology 
— Clayton-Fayette  (Active)  — 
101  Yorktown  Dr.,  Fayetteville 
30214 

Straus,  Barry  N.,  Anesthesia  — 
Cherokee-Pickens  (Active)  — 
12190  Charlotte  Dr.,  Alpharetta 
30201 


PERSONALS 

Bibb  CMS 

Willieim  H.  Terry,  III,  M.D., 

has  been  appointed  the  B.  T. 
Hartley  Professor  of  Medicine 
(Nephrology)  at  Mercer  University 
School  of  Medicine  in  Macon.  A 
graduate  of  Georgia  Tech  and  the 
Medical  College  of  Georgia,  Dr. 
Terry  has  been  a full-time  faculty 
member  of  the  Department  of 
Internal  Medicine  at  the  Mercer 
School  of  Medicine  since  1983. 

Medical  Association  of  Atlanta 

Nanette  K.  Wenger,  M.D., 

Professor  of  Medicine 
(Cardiology),  Emory  University 
School  of  Medicine,  has  been 
appointed  to  a Committee  of  the 
Institute  of  Medicine  to  evaluate 
acute  myocardial  infarction  for 
the  Health  Care  Financing 


Administration  (HCFA)  with 
regards  to  its  Effectiveness 
Initiative  Program. 

Dr.  Wenger  also  served  as  an 
invited  lecturer  at  the 
International  Symposium  on  Heart 
Failure:  Mechanisms  and 
Management  in  Jerusalem,  Israel, 
in  May,  1989;  and  at  the  11 
International  conference  on 
Preventive  Cardiology  in 
Washington,  DC,  June  1989.  She 
served  as  Chairman  of  the 
International  Organizing 
Committee  of  the  11  Asian  Pacific 
Symposium  on  Cardiac 
Rehabilitation  held  in  Jerusalem, 
Israel,  in  June,  1989,  at  which  she 
also  delivered  plenary  and 
symposium  lectures. 

Muscogee  CMS 

Champ  BeJcer,  M.D.,  of  the 

Hughston  Orthopaedic  Clinic  in 
Columbus,  was  awarded  an 
honorary  membership  in  the 
National  Athletic  Trainers 
Association  (NATA)  during  its 
annual  Clinical  Symposium  and 
Workshop  in  Dallas,  Texas,  June 
12-15. 

Thomas  Area  CMS 

Jeff  Byrd,  M.D.,  a member  of 
the  John  D.  Archbold  Memorial 
Hospital  medical  staff,  was 
elected  president  of  the  Georgia 
Association  of  Pathologists  at  its 
annual  meeting  held  at  the 
Medical  College  of  Georgia  in 
Augusta.  Bob  Baisden,  M.D., 
Professor  of  Pathology  at  the 
Medical  College  of  Georgia,  was 
elected  vice  president. 

Dr.  Byrd  had  previously  served 
as  secretary-treasurer  and  has 
been  a member  of  the  Board  of 
Governors  of  the  Association  for 
the  past  4 years.  As  president  of 
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the  state  organization,  he  will  be 
responsible  for  coordinating 
professional  and  legislative 
activities  at  the  state  and  national 
level,  developing  educational 
programs,  and  implementing 
programs  to  encourage  qualified 
individuals  to  enter  the  health- 
related  laboratory  field. 

Dr.  Byrd,  who  is  medical 
director  of  Archbold’s  laboratory, 
is  a member  of  the  joint 
conference  and  planning  and 
equipment  committees,  past 
president  of  the  medical  staff,  and 
president  of  Qualicare. 


QUOTES 

Human  society  is  ordered, 
productive  and  in  accord  with 
human  dignity  only  if  it  is  based 
on  truth. 

Pope  John  XXIII 

The  years  teach  much  which  the 
days  never  know. 

Ralph  Waldo  Emerson 

A light  and  trifling  mind  never 
takes  in  great  ideas,  and  never 
accomplishes  anything  great  or 
good. 

William  Sprague 

Difficulties,  like  work,  are 
blessings  in  disguise.  Life  would 
become  monotonous,  colorless, 
deadening  without  them. 
Difficulties  should  act  as  a tonic; 
spur  us  to  greater  exertion, 
strengthen  our  will  power.  Study 
this  subject  through  to  the  bottom 
and  you  will  arrive  at  this 
conclusion:  Thank  God  for 
difficulties. 

B.  C.  Forbes 


CHIRON  STATUE 
AVAILABLE 

“/  swear  by  Apollo  the  physician 
and  Aesculapius  . . . that  I will 
keep  this  oath  ...” 

So  begins  the  Hippocratic 

Oath,  the  ceremonial  vow  all 
physicians  give  before  being 
granted  their  diplomas.  The  oath 
is  sworn  to  Aesculapius,  the 
mythical  Greek  god  of  healing. 

Aesculapius  was  the  son  of 
Apollo  and  a mortal  woman, 
Coronis.  All  were  struck  by  his 
extraordinary  intelligence.  Apollo 
entrusted  his  son’s  care  and 
education  to  Chiron,  a centaur, 
half  man  and  half  horse.  Chiron 
was  then  the  most  gifted  of  all 
physicians.  He  taught  Aesculapius 
his  entire  art,  and  the  young 
physician  soon  improved  upon 
his  master’s  methods. 

Aesculapius  learned  from 
Chiron  the  use  of  herbs  and 
salves.  From  snake’s  venom  he 
learned  to  bring  the  dying  back  to 
life.  He  carried  these  healing 
snakes  on  his  staff  throughout  the 
lands. 

Hades,  the  god  of  the 
underworld,  was  enraged  by  this 
interference  with  death.  After 
Hades  bitterly  complained  to  Zeus 
about  Aesculapius  robbing  him  of 
the  dead,  Aesculapius  was  struck 
down  by  a lightening  bolt.  Only 
the  intervention  of  Apollo  caused 
Zeus  to  bring  the  physician  back 
to  life.  Aesculapius  was  placed 
among  the  constellations.  Soon 
temples  of  healing  bearing  his 
name  were  built  throughout 
Greece,  and  a order  of  physicians 
was  established. 
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According  to  Greek  mythology,  the 
center  Chiron  taught  Aesculapius  his 
entire  healing  art,  including  the  use 
of  herbs  and  snake  venom. 


To  commemorate  his 
continuing  tradition  of 
teaching  medicine,  Michael 
Burton,  a professor  of  art  at  Floyd 
College  in  Rome,  Georgia,  has 
created  a bronze  statue  of  Chiron 
the  teacher  holding  aloft  the 
young  physician  Aesculapius. 
Using  the  lost  wax  method,  this 
18"xl2"x6"  statue  with  a marble 
base  embodies  the  joy  of 
continued  learning  and  teaching 
which  makes  medicine  the 
wonderful  profession  it  is. 

A limited  number  (50)  of  these 
statues  are  available  for  purchase. 
The  price  of  a statue  including 
freight  and  insurance  is  $1850.  A 
$300  portion  of  this  price  is  a tax 
deductible  contribution  to  the 
Georgia  Association  of  the  Deaf. 
Call  (404)  748-8542  or  write: 
Michael  Burton,  Booger  Hollow 
Studios,  Inc.,  Cave  Spring,  GA 
30124  for  further  information. 

Submitted  by  Jeffrey  Kunkes,  M.D. 
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DEATHS 

Robert  A.  Bums,  M.D.,  of 

Blue  Ridge,  who  was  recently 
honored  by  residents  and  peers 
there  with  the  title  of  Chief  of  Staff 
Emeritus  and  a medical  building 
named  after  him,  died  July  9 of 
lung  cancer  at  the  age  of  64. 

Dr.  Burns  began  his  family 
practice  when  he  opened  the 
Burdine  Clinic  in  Blue  Ridge  in 
1950.  He  was  the  first  chief  of 
staff  at  Fannin  Regional  Hospital 
when  it  opened  in  1978.  A Korean 
War  veteran,  his  practice  was 
interrupted  while  he  served  in  the 
U.S.  Air  Force  in  1952-54. 

For  a time,  he  was  the  only 
physician  in  the  Blue  Ridge 
community  until  the  Copper  Basin 
Medial  Center  was  built  in  1955. 
He  retired  from  practice  in 
January  of  this  year. 

Dr.  Burns  graduated  from  Wake 
Forest  University  and  received  his 
medical  degree  at  Bowman-Gray 
Medical  School.  Special  honors 
were  bestowed  upon  him  in  June 
when  a reception  was  held  for 
him  extolling  his  contributions  to 
the  community.  A signed 
resolution  was  passed  jointly  by 
the  medical  staff.  Community 
Health  Systems,  and  owners  of 
the  Fannin  Regional  Hospital. 

William  Henry  Lucas,  Jr.,  M.D., 

an  internist  from  Rome,  died  from 
cancer  last  June  at  the  age  of  59. 

“The  thing  he  regretted  most 
was  that  he  wasn’t  able  to 
practice  medicine  for  as  long  as 
he  wanted,”  said  Dr.  C.  J.  Wyatt,  a 
longtime  friend.  “He  cared  very 
much  for  his  patients.  The 
patients  all  loved  him  because  he 
was  a friend  as  well  as  a doctor. 
He  wrote  before  he  died  that  his 
patients  were  like  his  family.” 
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Dr.  Lucas  was  born  in  1930  in 
Stillmore,  Georgia.  He  served  as  a 
captain  in  the  Army  Medical 
Corps.  He  was  a 1951  graduate  of 
Emory  University  and  was 
graduated  from  the  Medical 
College  of  Georgia  in  1955. 

He  completed  his  internship  at 
St.  Joseph’s  Hospital  in  Atlanta  in 
1956  and  operated  a general 
practice  in  Cedartown  with  his 
father  from  1956  until  1957.  He 
established  his  practice  in  Rome 
in  1962  until  his  retirement. 

Board  certified  internal 
medicine  in  1965,  Dr.  Lucas  held 
memberships  in  several 
professional  associations.  He 
served  as  president  of  the 
professional  staff  of  Floyd  Medical 
Center  and  as  chairman  of  the 
Floyd  County  Board  of  Health. 

Eugene  Long  Ward,  M.D.,  an 

otolaryngologist  from  Gainesville, 
died  last  July  at  the  age  of  83. 

A native  of  North  Carolina,  Dr. 
Ward  settled  in  Gainesville  in 
1933  after  graduating  from  Emory 
University  School  of  Medicine.  He 
began  his  medical  work  in  the 
clinics  of  Chicopee,  New  Holland, 
and  Gainesville  Mill  industries 
and  later  practiced  in  partnership 
with  Dr.  C.  G.  Butler  until  Butler’s 
death  in  1953. 

He  served  as  chief  of  staff  at 
the  Hall  County  hospital  and  as 
president  of  the  Hall  County 
Medical  Society  and  the  Ninth 
District  Medical  Society.  He  was  a 
staff  member  of  Northeast  Georgia 
Medical  Center  and  Lanier  Park 
Hospital. 

Dr.  Ward,  who  retired  last 
December,  is  best  remembered  by 
his  patients  for  his  personalized 
care.  According  to  one  patient, 
“He  was  one  of  the  kindest 
people  you  ever  saw,  and  he  was 
very  involved  in  the  community.” 


QUOTES 

There  are  almost  as  many  forms 
of  recreation  and  diversion  as 
there  are  human  beings.  But  it 
can  be  laid  down  as  a universal 
rule  that  every  man,  woman  and 
child  needs  some  kind  of 
recreation,  some  kind  of 
entertainment,  some  kind  of 
amusement.  We  all  have  to  fight 
the  battle  of  life.  Whether  we  use 
our  leisure  to  recreate  power  or 
dissipate  power  is  of  decisive 
moment. 

B.  C.  Forbes 

A man  should  work  eight  hours 
and  sleep  eight  hours  but  not  the 
same  eight  hours. 

Elmer  G.  Leterman 

Everyone  has  a code  of  ethics  for 
everyone. 

Robert  Half 

Gossip  is  when  you  hear 
something  you  like  about 
someone  you  don ’t. 

Earl  Wilson 

/ have  no  enthusiasm  for  nature 
which  the  slightest  chill  will  not 
instantly  destroy. 

George  Sand 

Respectability:  The  offspring  of  a 
liaison  between  a bald  head  and 
a bank  account. 

Ambrose  Bierce 

Anybody  who  believes  that  the 
way  to  a man ’s  heart  is  through 
his  stomach  flunked  geography. 
Robert  Byrne 

Medicine  is  the  only  profession 
that  labors  incessantly  to  destroy 
the  reason  for  its  own  existence. 
James  Bryce,  1914 

Success  has  ruined  many  a man. 
Benjamin  Frankun 
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MAG  1989  SCIENTIFIC  ASSEMBLY 
THE  WEEKEND  AT  A GLANCE 


NOVEMBER  17-19 

RITZ-CARLTON  BUCKHEAD  HOTEL 

ATLANTA 


FRIDAY 
NOVEMBER  17 


Morning  Afternoon 


ALLERGY 


SATURDAY 
NOVEMBER  18 


SUNDAY 
NOVEMBER  19 


Morning 


Afternoon 


Morning 


NEUROLOGY 


NEURO- 

SURGERY 


OPHTHALMOLOGY 


NEURO- 

SURGERY 


OTOLARYNGOLOGY 


PATHOLOGY 


PLASTIC 

SURGERY 


ORTHOPAEDICS 


PATHOLOGY 


PSYCHIATRY 


Program  Registration  form  appears  in  the  October  MAG  NEWSLETTER  — or  call  Suzanne  Silberman  at 
the  MAG  headquarters  in  Atlanta  — 876-7535  or  800/282-0224. 
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OCTOBER 

18  — Augusta:  Pain 
Management  in  the  Primary 
Care  Setting.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912.  PH:  404/721- 
3967. 

23-24  — Atlanta:  Quantitative 
Thallium  Myocardial 
Tomography.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

23-27  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

26-27  — Atlanta:  Women’s 
Health  Care:  A National 
Challenge,  8th  Annual 
Conference  on  Reproductive 
Health  Conference.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

28  — Atlanta:  Day  of  Pediatrics 
— Pediatric  Approach  to  the 
Evaluation  and  Management  of 
Hearing  and  Speech  Disorders. 

Category  1 credit.  Contact 
Scottish  Rite  Children’s  Hospital, 
CME  Office,  1001  Johnson  Ferry 
Road,  Atlanta  30363.  PH:  404/ 
256-5252. 

28- 31  — Atlanta:  23rd  Scientific 
Session/24th  Annual  Meeting, 
American  Academy  of 
Environmental  Medicine. 
Category  1 credit.  Contact  Dr. 
Wackerman,  A.A.E.M.,  Box 
16106,  Denver,  CO  80216.  PH: 
303/622-9755. 

29- 3  Nov.  — Sea  Island: 

Georgia  Obstetrical  & 
Gynecological  Society. 
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Category  1 credit.  Contact 
Chester  Lane,  69  Butler  St., 
Atlanta,  30309.  PH:  404/659- 
0289. 

29-4  Nov.  — Atlanta:  Congress 
of  Neurological  Surgeons. 
Contact  CNS,  1840  North  Soto 
St.,  Room  100B,  Los  Angeles, 
CA  90033.  PH:  213/224-5435. 


NOVEMBER 

5- 8  — Peachtree  City:  Group 
Leadership  Conference. 
Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

6- 10  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 

I credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

9- 1 1 — Atlanta:  Georgia 
Academy  of  Family 
Physicians.  AMA  Category  1 
credit  & AAFP  prescribed. 
Contact  Camille  Day,  GAFP, 
3760  LaVista  Rd.,  #100,  Tucker 
30084.  PH:  404/321-7445  or 
800/392-3841 . 

10- 12  — Atlanta: 
Gastroenterology  for  Primary 
Care  Physicians.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 

I I — Atlanta:  Anticonvulsants 
in  Psychiatry:  Update  1989. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

16  — New  Orleans,  LA: 

Advances  in  the  Diagnosis  and 
Treatment  of  Cardiovascular 
Diseases.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 


Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

17-19  — Atlanta:  MAG 
Scientific  Assembly.  Contact 
MAG,  Dept,  of  Education,  938 
Peachtree  St.,  Atlanta  30309. 

PH:  404/876-7535  or  800/282- 
0224. 

1 7-20  — Peachtree  City:  26th 
Annual  Psychiatric  Institute  on 
Group  Behavior  and  Group 
Leadership.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

19  — Atlanta:  Gearing  Up  For 
Retirement.  Category  1 credit. 
Contact  S.  Hill,  American 
Medical  Association,  Dept,  of 
Practice  Management.  535  N. 
Dearborn  St.,  Chicago,  IL  60610. 
PH:  312/645-4958. 


DECEMBER 

2-3  — Atlanta:  Regional 
Anesthesia:  Surgery, 
Obstetrics,  and  Pain.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

6-8  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

6-8  — Atlanta:  Nuclear 
Medicine  Update:  Infection, 
Renal,  Cardiac,  Brain  & Lung 
imaging,  with  Emphasis  on 
SPECT.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 
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Georgia  Hospitals  to  Meet 
with  Gubernatorial 
Candidates 

The  Georgia  Hospital 

Association  will  bring  the 
issues  of  health  care  to 
candidates  for  governor  and 
lieutenant  governor  at  its  Fall 
Political  Education  Seminar 
October  26-27  in  Atlanta.  The 
purpose  of  the  program  is  to  give 
hospitals  a first-hand  view  of 
candidates’  opinions  and  also  to 
present  hospitals’  concerns. 

GHA  has  invited  Rep.  Lauren 
(Bubba)  McDonald,  Jr.,  of 
Commerce,  Lt.  Gov.  Zell  Miller  of 
Young  Harris,  Rep.  Johnny 
Isakson  of  Marietta,  and  Sen.  Roy 
Barnes  of  Mableton,  all 
candidates  for  governor.  Atlanta’s 
mayor  Andrew  Young,  who  is 
considered  likely  to  run  in  the 
governor’s  race,  has  also  been 
invited. 

Candidates  for  lieutenant 
governor  who  have  been  invited 
are  Rep.  Jim  Panned  of  Savannah, 
Sen.  Joseph  Kennedy  of  Claxton, 
Sen.  Pierre  Howard  of  Decatur, 
Sen.  Lawrence  Stumbaugh  of 
Stone  Mountain,  Sen.  Wayne 
Garner  of  Carrollton,  and  Janice 
Horton  of  McDonough. 

House  Cuts  Surtax  Rate 
for  Catastrophic  Coverage 

Bowing  to  pressure  from 
opponents  of  the 
Catastrophic  Coverage  Act,  the 
House  Ways  and  Means 
Committee  has  agreed  to  cut  in 
half  the  surtax  rate,  which  about 
40%  of  the  elderly  would  pay. 

But  that  cut,  argued  some 
congressional  members,  will 
drain  nearly  $10  billion  from  the 
Medicare  Hospital  Insurance  Trust 
Fund  over  the  next  5 years.  Ways 
and  Means’s  response  was  to  let 
hospitals  and  doctors  take  up  the 
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slack,  and  it  has  now  proposed  to 
delay  Medicare  payments  for  both 
Part  A and  Part  B claims  by  5 
days  at  the  end  of  FY  1990,  by  6 
days  at  the  end  of  FY  1991 , by  3 
days  in  FY  1992,  and  by  1 day  in 
FY  1993. 

The  act  remains  unpopular  in 
Congress,  and  there  has  even 
been  one  attempt  to  repeal  it 
entirely.  But  repeal  seems 
unlikely,  as  it  would  add  $6.5 
billion  to  the  federal  budget 
deficit  and  could  trigger  across- 
the-board  cuts  to  satisfy  the 
provisions  of  the  Gramm-Rudman 
law. 

Medicare  to  Become 
“Painful”  for  Hospitals 

Fiscal  year  1991  is  expected  to 
bring  hospitals  even  more 
drastic  Medicare  payment 
reductions  than  1990,  according 
to  top  government  officials. 

Kevin  Moley,  assistant  secretary 
for  management  and  budget  for 
the  Department  of  Health  and 
Human  Services,  has  told 
hospitals  that  Congress’s  efforts  to 
reach  the  1991  Gramm-Rudman 
budget  deficit  target  will  affect 
doctors,  hospitals,  and  suppliers 
of  durable  medical  equipment 
“painfully,”  even  to  the  extent  that 
“a  lot  of  hospitals  in  the  country 
may  not  survive.”  The  deep  cuts 
will  come,  he  says,  because 
Congress  has  not  yet  responded 
to  the  administration’s  requests  to 
reduce  the  Medicare  budget. 

Health  Care  to  Account  for 
13.1%  of  Gross  National 
Product 

In  the  next  6 years,  health  care 
costs  may  well  reach  13.1%  of 
the  gross  national  product,  says 
one  group  of  financial  experts 
that  includes  bankers, 
economists,  and  health  care 


executives.  In  fact,  one  of  the 
group  sees  that  amount  climbing 
as  high  as  15%. 

One  of  the  factors,  they  say, 
will  be  a labor  shortage,  which 
will  drive  hospitals  wages  up 
further.  Another  is  that  efforts  to 
keep  costs  in  line  are  being 
overshadowed  by  the  growing 
number  of  persons  who  cannot 
afford  health  care  coverage. 

Hospital  Bond  Ratings  See 
Significant  Drop 

Standard  & Poor’s  Corp.  reports 
that  its  downgrades  of 
hospital  bond  ratings  were  10 
times  greater  than  upgrades 
during  the  second  quarter  of  this 
year.  And  for  the  first  6 months  of 
the  year,  S&P  downgraded  21 
hospital  bond  issues  and 
upgraded  only  four.  The  reasons 
for  the  declining  ratings,  says 
S&P,  include  additional  debts, 
low  operating  profits,  poor  cash 
flow,  and  losses  in  market  shares. 

Survey  Shows  Americans 
Favor  Limiting  Doctors’ 
and  Hospitals’  Fees 

A Boston-based  political 

polling  firm  has  found  that 
80%  of  Americans  would  like  to 
put  limits  on  what  doctors  and 
hospitals  can  charge. 

The  poll,  conducted  by 
Harrison  and  Goldburg,  showed 
that  most  of  the  1,000 
respondents  also  thought 
employers  should  pay  for  at  least 
minimum  health  coverage  for 
their  employees.  In  addition,  they 
thought  the  government  should 
pay  for  health  care  for  persons 
who  can’t  afford  it. 

And  86%  of  the  people 
surveyed  said  that  persons  who 
don’t  have  employer-sponsored 
health  coverage  and  who  aren’t 
eligible  for  Medicaid  should  be 
able  to  buy  into  Medicaid. 
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QUIET  THOUGHTS 


From  Bynum ’s  Scrapbook  . . . 


A Plea 

Give  me  one  friend,  just  one,  who  meets 
The  needs  of  all  my  varying  moods. 

Be  we  in  noisy  city  streets. 

Or  in  dear  Nature’s  solitudes. 

One  who  can  let  the  world  go  by. 

And  suffer  not  a minute’s  pang; 

Who’d  dare  to  shock  propriety 
With  me,  and  never  give  a hang. 

Who  on  my  rarely  righteous  streaks. 
Should  love  me  — love  not  the  less. 
When  1 am  given  to  outbreaks 
Of  pure  besotted  selfishness. 

One  who,  when  I am  sick  and  glum. 

Can  lay  conventions  on  the  shelf. 

And  just  for  my  dear  sake  become, 

A blooming  heathen,  like  myself. 

One  who  can  share  my  grief  or  mirth. 
And  know  my  days  to  praise  or  curse. 
And  rate  me  for  just  what  1 am  worth. 
And  find  me  still  — Oh,  not  so  worse! 

Give  me  one  friend,  for  Peace  or  War, 
And  1 shall  hold  myself  well  blest. 

And  richly  compensated  for. 

The  cussedness  of  all  the  rest! 

Esther  M.  Clark. 


(Submitted  by  Richard  Bynum  Weeks,  a retired  surgeon,  St.  Simons  Island.) 
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Of  Writing  and  Editing 


“Writing  is  both  mask  and 
unveiling.  ” 

E.  B.  White 

“I  do  think  that  the  quality  which 
makes  a man  want  to  write  and 
be  read  is  essentially  a desire  for 
self-exposure  and  is  masochistic. 
Like  one  of  those  guys  who  has  a 
compulsion  to  take  his  thing  out 
and  show  it  on  the  street.  ” 

JAMES  JONES 

“I  write  in  order  to  attain  that 
feeling  of  tension  relieved  and 
function  achieved  which  a cow 
enjoys  on  giving  milk.  ” 

H.  L.  MENCKEN 

“Writing  is  utter  solitude,  the 
descent  into  the  cold  abyss  of 
oneself.  ” 

FRANZ  KAFKA 


I HAVE  ALWAYS  THOUGHT  it 
reasonable,  the  question  on 
_ occasion  put  to  me,  as  to  why 
r_^one  expends  the  effort  to  edit  a 
' medical  journal  such  as  ours,  or 
any  journal  for  that  matter.  Why, 
indeed,  does  one  even  bother  to 
write?  It  is  said  by  all  to  be  a 
labor.  Perhaps  some  answers  rest 
" in  the  above  thoughts  of  others 
who  labor  with  pen  and  paper. 

For  myself,  the  answer  eludes  and 
is  irrelevant. 

We  must  with  some  ongoing 
regularity  assess  that  corner  of 
; this  universe  in  which  we  find 
ourselves  as  well  as  those 
- activities  which  involve,  concern, 
or  consume  us,  else  we  fall  victim 
' to  the  soul-destroying  sameness 


of  life.  In  such  a view,  we  look 
this  month  at  our  Journal  of  the 
MAG  and  at  its  Editorial  Policy. 

We  look  at  it  from  two 
perspectives.  One,  that  of  your 
current  editor  who  asks,  “Whence 
the  Editor?”  The  other,  a view  of 
Editorial  Policy  from  another 
Georgian  and  yet  another  time, 
Joel  Chandler  Harris  writing  in 
1878  who  says  that  “An  editor 
must  have  a purpose.” 

Whence  the  Editor? 

We  were  talking  about  the 
Editor’s  Corner  that  day, 
the  Managing  Editor  and  myself. 
We  had  discussed  the  matter 
earlier  in  our  relationship  in  fact. 
“Why  do  you  want  to  call  it  the 
Editor’s  Corner?”  she  said  in  that 
directional  way  she  had  of 
expressing  an  opinion.  “It’s  so 
ordinary,  so  common,  so 
unimaginative,  it  seems  to  me.” 
“Well,”  1 said,  “it’s  my  Corner, 
my  opinion,  and  so  why  can  I not 
crouch  in  my  Corner  and  say 
what  I care  to  and  call  it  what  I 
care  to  call  it?” 

That  was  awhile  back.  Back  at 
a time  when  I had  been,  with 
some  justified  trepidation, 
declared  the  Interim  Editor  of  the 
State  Medical  Journal.  The  matter 
at  hand  on  this  occasion, 
however,  rested  not  with  so 
unimportant  and  mundane  an 
issue  as  the  title  of  the  writing  but 
with  the  opinion  expressed  in  this 
particular  Editor’s  Corner. 

It  was  some  time  following  that 
encounter  when  we  met  in  the 


weekly  review  of  our  journalistic 
efforts.  “I  have  edited  your  Corner 
a bit  more  than  usual.  I hope  you 
agree.  It  seemed  necessary,”  she 
said.  I looked  it  over.  The  punch 
line  had  been  taken  out.  A few 
commas  added,  an  occasional 
dash  eliminated.  Things  of  little 
import  had  been  altered.  Little 
worry  or  concern  unless  one 
viewed  himself  a literary  avant- 
garde.  A Faulkner.  A Robertson 
Davies.  1 saw  myself  as  no  such 
person.  My  problem  lay  far 
beyond  commas.  Far  beyond 
dashes  and  periods.  My  problem 
lay  in  Exclamation  Points. 

All  must,  or  should,  write  from 
their  own  experience.  From  their 
own  day-to-day  existence. 

“What  in  the  name  of  Heaven  is 
wrong,”  I said  to  her,  “with  my 
saying,  ‘We  are  the  King’s 
physician  and  from  that  high 
pinnacle  survey  our  kingdom?’ 
Why  did  you  strike  that  out  in 
your  editing?  What  possible 
objection  could  you  have  to  so 
clear  and  understandable  a 
statement?” 

“It  sounds  arrogant,”  she  said. 
“It  confirms  what  the  public,  what 
your  patients,  think  of  doctors. 
They  all  see  you  as  gods,  above 
and  better  than  they.  They  see 
you  as  unapproachable.  1 know 
you  are  not  that  way,  but  when 
you  make  such  statements  you 
tend  to  confirm  that  impression.” 

1 shuddered.  Me  arrogant?  Me 
unapproachable?  And  so  I said  to 
her,  “You  seem  not  to 
understand.  What  I write  is  for  my 
peers,  for  the  doctors  of  this  state. 
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It  is  not  intended  for  public 
consumption.  The  doctors  will 
understand,  though  not  all  agree 
with  what  I say.  I talk  in  my 
Corner  of  issues,  of  concerns  that 
address  themselves  to  the 
physicians  of  this  state.  You  may 
play  around  with  the  commas  but 
leave  the  issues  alone.” 

We  stopped  there.  The 
commas,  the  dashes,  were 
altered.  The  arrogance  softened, 
and  the  Corner  went  to  the 
printer.  The  worry  plagued  me  for 
days  thereafter.  Was  I to  be  a 
linguist,  buffeted  about  by  the 
technical  purist  of  the  language? 
Worse  yet,  a malcontent  tethered 
by  the  withering  thought  of, 

“What  will  they  think  of  what  I 
have  written?”  Or,  Heaven  help 
me,  “Will  they  agree  with  me?” 

We  had  come  to  an  amicable 
agreement,  the  MAG 
Executive  Committee  and  I,  for  it 
serves  as  the  Publications 
Committee  of  the  Journal.  In  the 
end,  I answer  to  them.  When  I 
had  first  been  named  Interim 
Editor,  and  later  on.  Editor,  it  was 
agreed  that  a certain  degree  of 
restrained  journalistic  freedom 
would  accompany  the  task.  1 had 
written  in  that  first  Corner,  “I  have 
made  several  requests  of  the 
members  of  the  Executive 
Committee.  I have  asked  that  the 
Contributing  Editors,  many  of 
whom  have  assisted  with  the 
Journal  for  a number  of  years,  be 
studied  and  revised.  We  are  in  the 
process  of  doing  this.  1 have 
made  suggestions  as  to  changes 
in  the  publication  which  can,  in 
the  future,  help  us  maintain  the 
Journal's  present  reputation  of 
excellence  as  well  as  continue,  in 
the  future,  to  provide  an 
interesting  and  informative 
medium  for  the  exchange  of  ideas 
amongst  the  members  of  the 


profession.  I have  requested  that  1 
be  allowed  to  write  each  month 
an  Editor’s  Corner  with  a view 
toward  expressing  personal  views 
and  opinions  regarding  topics  that 
seem  of  importance,  and  that 
request  has  been  granted.  It  was  a 
final  and  granted  request  that  the 
Journal  of  the  MAG  be  allowed  to 
continue  its  past  policy  of 
journalistic  independence  with 
the  understanding  that  the 
membership  of  the  Association 
and  the  officers  thereof  to  whom 
has  been  entrusted  the 
management  of  the  affairs  of  the 
Association  be  always  viewed  as 
the  ultimate  authority  governing 
the  continuing  journalistic 
policies  of  the  publication.  It  is 
only  in  the  unfettered 
environment  of  journalistic 
freedom  that  one  can  expect  to 
derive  the  greatest  benefit  from 
any  individual’s  effort.  It  would  be 
my  hope,  then,  that  during  this 
transition  period  your  Interim 
Editor  and  the  Editorial  Board  can 
continue  to  produce  for  you  a 
Journal  that  is  respected  among 
its  peer  publications,  interesting 
and  informative  and  provocative 
to  the  members  of  the  Association 
— and  to  some  degree 
controversial,  in  the  sense  that 
easy  and  ready  answers,  or 
opinions,  are  often  dangerous  and 
wrong.  Or  as  H.  L.  Mencken  put 
it,  ‘To  every  complex  problem 
there  is  an  answer  which  is 
simple,  clear  and  wrong.’  ” 

And  so  much  in  the  same  vein 
do  I see  the  undertaking 
now  some  2 years  distant.  All 
must,  or  should,  write  from  their 
own  experience.  From  their  own 
day-to-day  existence.  Surely  they 
must  write  from  their  firmly  held 
convictions  or  understandings  of 
issues.  There  seems  to  be  no 
other  way.  Else  Fitzgerald  could 
not  have  written  of  carousing 


parties  or  Hemingway  of 
bullfights.  Surely  Conrad  could 
not  have  portrayed  so  vividly  the 
travails  of  the  ocean  voyager. 

Thus  must  the  physician  write  of 
his  or  her  experience.  The  Editor 
of  a State  Medical  Journal  writes 
of  those  matters  that  in  the  course 
of  his  or  her  professional  life  rise 
up  as  issues  to  be  addressed.  So 
must  he  or  she  write,  not  with  the 
fragility  of  concern  that  the 
writing  will  be  disagreed  with  or 
that  others  to  which  it  be  not 
addressed  will  take  issue  with  it, 
but  rather  with  the  clear 
conviction  that  an  issue  at  hand 
need  be  addressed.  An 
experience  or  concern 
communicated  as  best  it  can  be 
from  one’s  personal  self  and  with 
the  understanding  that  all  who 
read  the  writing  will  not  agree. 

The  Editor’s  Corner  in  a State 
Medical  Journal  is  a place  into 
which  one  retreats  to  reflect  upon 
the  concerns  that  must,  of 
necessity  arise  form  the  day-to- 
day  practice  of  medicine,  whether 
it  be  in  the  office  of  the 
practitioner  or  the  laboratory  of 
the  investigator  and  reseacher,  a 
place  where  personal  contact  with 
the  physically  afflicted  of  our 
world  lends  insight  into  the 
betterment  of  the  conduct  of  the 
profession,  a place  where  the  ills 
of  the  profession  are  openly  and 
frankly  discussed  and  earned 
plaudits  rendered,  a battlefield 
where  commas  and  dashes  and 
exclamation  points  give  way  to 
ideas  and  opinions  themselves  at 
odds  with  age-old  concepts  and 
rigidly  held  positions. 

Literary?  Perhaps. 

Grammatically  correct?  To  some 
extent. 

Controversial?  To  a point. 

Helpful,  constructive,  and 
thoughtful?  Always. 

Whence  the  Editor? 

Charles  R.  Underwood,  M.D. 
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An  Editor  Must  Have  A Purpose 

An  editor  must  have  a purpose. 
He  must  have  some  object  in 
view  beyond  the  mere  expression 
of  an  opinion  or  the  publication 
of  a newspaper.  The  purpose  may 
be  either  moral,  social,  or 
political,  but  it  must  be  well 
defined  and  pursued  constantly. 

1 shudder  when  1 think  of  the 
opportunities  the  editors  in 
Georgia  are  allowed  to  slip  by.  It 
grieves  me  to  see  them  harping 
steadily  upon  the  same  old 
prejudices  and  moving  in  the 
worn  ruts  of  a period  that  was 
soul-destroying  in  its  narrowness. 
There  never  has  been  a time 
when  an  editor  with  a purpose 
could  accomplish  more  for  this 
state  and  his  country  than  at 
present. 

What  a legacy  for  one’s 
conscience  to  know  that  one  has 
been  instrumental  in  mowing 
down  the  old  prejudices  that  rattle 
in  the  wind  like  dry  weeds!  How 
comforting  to  know  that  one  has 
given  a new  impulse  to  timid 
conviction!  But  an  editor  with  a 
purpose  can  do  more  than  this; 
he  can  sweep  away  all  false 
conditions  in  society  and  politics 
and  bring  his  fellows  back  to  the 
sweet  simplicity  of  the  ancient 
days.  Provided  he  be  earnest.  This 
is  everything. 

What  if  it  requires  a generation 
of  time  to  reform  a generation  of 
men?  The  flight  of  the  swallow  is 
swift,  but  it  conveys  no  idea  of 
permanency.  A good  writer  need 
not  be  an  editor,  but  an  editor 
needs  to  be  a writer,  and  a 
vigorous  one;  no  gifts  of  the 
intellect  will  compensate  the  lack 
of  a purpose.  Let  him  play  the 
politician  if  he  will,  but  always  as 
an  editor. 

In  the  South,  John  Forsyth 
made  an  impression  that  will  be 
permanent;  in  the  North,  Samuel 


Bowles.  These  men  were  editors 
with  a purpose,  and  whatever  part 
they  took  in  politics  was 
subservient  to  that  purpose.  In  the 
South  today  we  sadly  need  the 
resurrecting  hand  of  editors  with 
a purpose;  who  will  supply  that 
need? 


Joel  Chandler  Harris 
From  a Harris  Editorial  in  Henry 
Grady’s  Sunday  Gazette 
October  5,  1878 


QUOTES 

The  heart  of  another  is  a dark 
forest,  always,  no  matter  how 
close  it  has  been  to  one ’s  own. 
WiLLA  Gather 

The  only  function  of  economic 
forecasting  is  to  make  astrology 
look  respectable. 

Ezra  Solomon 

Fine  words  butter  no  parsnips. 
English  proverb 

I think  people  should  go  into 
public  office  for  a term  or  two, 
and  then  get  back  into  their 
businesses  and  live  under  the 
laws  that  they  passed. 

Mike  Curb 

The  general  remedy  of  those  who 
are  uneasy  without  knowing  the 
cause  is  change  of  place. 

Samuel  Johnson 

Little  progress  can  be  made 
merely  attempting  to  repress  what 
is  evil.  Our  great  hope  lies  in 
developing  what  is  good. 

Calvin  Coolidge 

Man  is  not  the  creature  of 
circumstances,  circumstances  are 
the  creatures  of  man. 

Benjamin  Disraeli 


Probably  no  man  ever  had  a 
friend  he  did  not  dislike  a little; 
we  are  all  so  constituted  by 
nature  no  one  can  possibly 
entirely  approve  of  us. 

E.  W.  Howe 

When  once  a decision  is  reached 
and  execution  is  the  order  of  the 
day,  dismiss  absolutely  all 
responsibility  and  care  about  the 
outcome. 

William  James 

Money  is  as  money  does.  If  it 
doesn ’t,  it  isn ’t. 

Edward  Smith 

Women  love  men  for  their  defects, 
if  men  have  enough  of  them 
women  will  forgive  them 
everything,  even  their  gigantic 
intellects. 

Oscar  Wilde 

It  saves  a lot  of  trouble,  instead 
of  having  to  earn  money  and 
save  it,  you  just  go  and  borrow  it. 
Winston  Churchill 

Do  men  like  to  fish  or  do  they 
just  like  to  get  away  from  it  all? 
William  Feather 

/ am  a great  friend  to  public 
amusements,  for  they  keep  people 
from  vice. 

Samuel  Johnson 

Money  is  power,  freedom,  a 
cushion,  the  root  of  all  evil,  the 
sum  of  blessings. 

Carl  Sandburg 

Men  always  want  to  be  a 
woman 's  first  love  — women  like 
to  be  a man ’s  last  romance. 

Oscar  Wilde 

Natural  forces  within  us  are  the 
true  healers  of  disease. 
Hippocrates 
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THE  UNITED  STATES  ARMY  RESERVE 


HEALTH  CARE  PROFESSIONALS 
BONUS  TEST  PROGRAM 

$10,000  - $20,000  - $30,000 

The  1989  National  Defense  Authorization  Act  requires  that  the  Department  of 
Defense  conduct  a test  to  determine  the  effectiveness  of  a recruitment  bonus  to  attract 
health  care  professionals  to  the  Selective  Reserve  of  the  Army. 

The  Bonus  Test  Program  is  scheduled  to  begin  on  or  about  August  1,  1989  and  will  be 

offered  to  physicians  in  the  following  specialties: 

ANESTHESIOLOGY 
ORTHOPAEDIC  SURGERY 
and 

GENERAL  SURGERY 

(Including  selected  subspecialties) 

Applicants  must  be  board  certified  or  meet  all  requirements  for  board  candidacy  in  one 

of  the  above  specialties. 

BONUS  ELIGIBILITY:  In  addition  to  meeting  all  criteria  for  appointment  as  a medical 
corps  officer  in  the  US  Army  Reserve,  Bonus  Test  applicants  must  be  civilians  and  if 

prior  service,  discharged  before  28  April  1989. 

BONUS  AMOUNTS:  The  test  will  offer  $10,000  bonus  for  each  year  of  affiliation  with 
the  Selected  Reserve  of  the  Army,  up  to  a maximum  of  3 years.  Physicians  must 
choose  1,  2,  or  3 years  of  affiliation  at  time  of  application.  Bonuses  will  be  paid  annually 

at  the  beginning  of  each  year  of  agreed  affiliation. 

TEST  PARAMETERS:  The  design  of  the  test  stipulates  that  bonuses  be  offered  in 
certain  geographic  areas.  To  qualify,  applicants  must  reside  within  those  areas  at  the 

time  of  accession. 

TO  FULLY  DETERMINE  YOUR  ELIGIBILITY  FOR  THIS  PROGRAM 

PLEASE  CONTACT: 

ARMY  RESERVE  HEALTH  CARE  TEAM 
BLD  710/FIRST  FLOOR,  FT.  GILLEM,  FOREST  PARK,  GA  30050-5000 

OR  CALL:  (404)  362-3374  COLLECT 


EDITORIAL 


Lyme  Disease  — The  Great  Imitator 

Joseph  P.  Bailey,  Jr.,  M.D.,  James  H.  Oliver,  Jr.,  Ph.D. 


A DISEASE  WHICH  WAS  KNOWN  at 
the  turn  of  the  century  in 
Europe,  but  not  defined  then  as  to 
mode  of  transmission  and 
etiology  has,  within  the  past  15 
years,  become  clearly  a problem 
of  worldwide  concern.  In  the 
United  States,  Steere  was  the  first 
American  to  recognize  the 
importance  of  this  disease  in 
1977,  although  at  that  time  he 
thought  it  was  “new  disease.”  He 
named  it  Lyme  Arthritis  after  the 
Connecticut  town  where  it  was 
found  and  because  of  its 
musculoskeletal  manifestations. 
Later,  because  of  other  body 
systems’  involvement,  its  name 
was  changed  to  Lyme  disease. 
Two  years  later,  Spielman 
described  a new  tick  species, 
Ixodes  dammini,  which  was  later 
found  to  be  the  vector  of  the 
disease.  Subsequent  identification 
of  the  etiologic  agent,  Borrelia 

^The  two  articles  that 
deal  with  Lyme  disease 
which  appear  in  this 
issue  of  the  Journal 
will  help  clarify 
information  concerned 
with  the  clinical  and 
epidemiologic  aspects 
of  this  disease,  y 


burgdorferi,  in  the  gut  of  the  tick 
by  Burgdorfer  followed  in  1982. 

The  disease  state  is 
complicated  by  the  difficulty  in 
culturing  the  causative  organism 
and  by  the  lack  of  standardization 
of  laboratory  studies  to  aid  in  the 
diagnosis  and  therapy  of  Lyme 
disease.  Additionally,  there  may 
be  incomplete  clinical 
presentation  of  this  disease 
generating  diagnostic  confusion. 
Presently,  treatment  and  its 
effectiveness  appear  to  relate  to 
how  soon  treatment  begins  after 
the  tick  bite.  Studies  of  large 
numbers  of  patients  over 
prolonged  periods  of  time  are 
lacking,  and  thus  results  of  late 
stage  treatment  are  inconclusive. 
Understanding  Lyme  disease  will 
require  multi-faceted  efforts. 

The  two  articles  that  deal  with 
Lyme  disease  which  appear  in 
this  issue  of  Journal  will  help 
clarily  information  concerned  with 
the  clinical  and  epidemiologic 
aspects  of  this  disease. 
Cooperative  efforts  are  needed  to 
evaluate  the  potential  exposure  of 
the  population  of  our  state  to 
ticks  and  Lyme  disease.  We  need 
to  know  which  tick  species  serve 
as  vectors  and  which  vertebrate 
species  serve  as  reservoir  hosts  to 
the  spirochete  and  ticks  in 
Georgia.  What  percentage  of  ticks 
actually  carry  the  spirochete? 

Also  of  great  importance  are 
the  possibilities  for  controlling  the 


^The  character  of  the 
immunogenic 
determinants  of 
Borrelia  burgdorferi, 
the  nature  of  the 
immune  response  to  its 
presence,  and  the 
histopathology  of  the 
disease  in  various 
stages  are  but  a few  of 
the  unknowns  of  Lyme 
disease  requiring 
investigation,  y 


tick  vector  and  by  virtue  of  such, 
possibly  decreasing  or  eradicating 
the  exposure  of  the  human 
population  to  this  spirochete. 
Preventing  tick  bite  is  obviously 
the  best  method  of  protection.  A 
vaccine  against  ticks  or  Lyme 
disease  is  not  likely  in  the  near 
future.  Moreover,  Lyme  disease  is 
a zoonosis,  largely  a disease  of 
nonhuman  animals,  and  as  such 
can  never  be  eliminated  by 

Dr.  Bailey  is  from  the  Section  of  Rheumatology, 
Department  of  Medicine,  Medical  College  of 
Georgia,  Augusta,  GA  30912-3146.  Dr.  Oliver  is 
Director,  Institute  of  Arthropology  and  Parasitol- 
ogy, Georgia  Southern  College,  Statesboro.  Send 
reprint  requests  to  Dr.  Bailey. 
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treatment  of  only  humans.  Some 
of  these  issues  are  discussed  in 
the  two  articles  in  this  Journal. 

As  will  be  pointed  out,  there  is 
a possibility  of  cross-reactivity 
between  certain  sera  with  the  test 
system  antigen  for  B.  burgdorferi. 
The  presence  of  a positive 
serologic  response,  therefore, 
cannot  be  used  alone  to  prove  the 
presence  of  disease,  nor  for  that 
matter  previous  exposure  to  B. 
burgdorferi. 

Much  work  is  required  to 
understand  the  bacterial  factors 
related  to  virulence  and 
colonization  of  B.  burgdorferi  and 
to  develop  an  improved  culture 
medium  for  the  organism.  The 
character  of  the  immunogenic 
determinants  of  B.  burgdorferi,  the 
nature  of  the  immune  response  to 
its  presence,  and  the 
histopathology  of  the  disease  in 
various  stages  are  but  a few  of  the 
unknowns  requiring  investigation, 
as  suggested  by  the  National 
Institutes  of  Health. 


^Lyme  disease  is  now 
the  most  frequently 
reported  vector-home 
disease  in  the  United 
States.  From  1983 
through  1987,  it 
represented 
approximately  50%  of 
all  vector-borne  disease 


cases.  J 


Sn  Georgia,  indeed,  the  entire 
United  States,  Lyme  disease  is 
now  the  most  frequently  reported 
vector-borne  disease.  From  1983 
through  1987,  it  represented 
approxim.ately  50  percent  of  all 


^Georgia’s  DHR 
reported  107  cases 
through  June  23,  1989. 
From  that  date  through 
August  8,  1989,  the 
total  number  of 
reported  cases  grew  to 
299.  J 


vector-borne  disease  cases  in  the 
U.S.  Currently,  its  incidence  is 
even  greater.  The  Georgia 
Department  of  Human  Resources 
reports  increases  in  Georgia  from 
4 cases  in  1987,  to  59  cases  in 
1988,  and  107  cases  through  June 
23,  1989.  The  DHR  now  considers 
the  disease  endemic  in  Georgia, 
and  cases  have  been  reported 
from  87  counties  scattered 
throughout  the  state.'  From  June 
23,  1989,  to  August  8,  1989,  the 
total  number  of  cases  reported 
grew  to  299.2  There  have  been 
531  positive  serologies  of  2,372 
tested  sera  as  of  July  31,  1989.^ 
Clearly,  much  is  known,  but  there 
is  a tremendous  amount  yet  to  be 
learned.  All  of  us  should  be 
cautious  in  our  approach  to  this 
problem  and  maintain  an  open, 
investigative,  intelligent,  and 
compassionate  concern  that  is  the 
hallmark  of  good  medical  care. 
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How  Aggressively  Should  We  Treat  Very  Sick 

and/or  Immature  Babies? 

Kenneth  C.  Henderson,  M.D. 

^ There  is  never  a 
problem  starting  care 
in  a patient  if  there  is 
any  chance  for  survival 
. . . The  problem  we 
have  as  physicians  is 
withdrawing  care  that 
is  not  helpful  and 
potentially  harmful,  y 

1¥  AVE  WE  REACHED  our  limit  in 
K Ai  caring  for  very  immature 
babies?  The  question  seems  to  be 
coming  up  more  and  more  these 
days.  Are  our  limits  based  on  lack 
of  knowledge,  technology,  or 
financial  support?  Can  we  do 
more  as  dedicated  health  care 
professionals  or,  in  fact,  should 
we  do  more  to  promote  life? 
Neonatologists  are  bombarded  by 
such  ethical  and  moral  dilemmas 
daily  with  no  relief  in  sight. 

How  Small  Is  Small? 

Head  growth  of  less  than  22  cm 
is  small.  These  babies  are  usually 
less  than  24  weeks  gestation  and 
weigh  500  grams  or  less. 
Birthweight  of  500  grams  or  less 
or  gestational  age  of  less  than  24 
weeks  is  small.  The  survival  rate 
for  these  babies  is  5%  or  less. 

The  survival  rate  in  the  Intensive 
Care  Nursery  at  the  Medical 
Center  of  Central  Georgia  over  the 
past  15  years  is  5%  for  babies 
weighing  between  500-600  grams. 
During  that  time,  we  have  had 
over  4,000  admissions.  All  babies 
with  a heart  rate  or  that  can  be 
resuscitated  in  the  delivery  area 
are  admitted. 

Experimental  Care 

Our  survival  at  750  grams  is 
approaching  50%.  I believe  most 
physicians  would  agree  that  care 
with  less  than  a 50%  success  rate 
could  be  termed  experimental. 

The  care  we  provide  babies  under 
750  grams  birthweight  would  fall 
into  the  experimental  category. 

We  must  be  honest  with  ourselves 
when  confronted  with  each 
patient  care  situation. 

Experimental  care  should  not  be 
provided  in  an  area  where  it  can 
not  be  adequately  studied. 

Inborn  vs.  Outbom  Babies 

Inborn  babies  do  better  than 
outborn  babies  unless  one  is 
dealing  with  a very  selected 
population.  This  may  be  due  to 
better  prenatal  care,  obstetrical 
care,  or  better  condition  of  the 
baby  at  birth.  Certainly  all  would 
agree  that  the  mother  is  the  best 
transport  vehicle  for  the  baby.  She 
should  be  moved  to  a tertiary 
center  for  delivery  when  she  can 
be  identified  as  high  risk.  The 
great  majority  of  high-risk 
pregnancies  are  high  risk  for  the 
baby.  We  are  presently  moving 
too  many  immature  babies 
around  the  state  in  ambulances 
and  helicopters. 

Starting  and  Stopping  Care 

There  is  never  a problem 
starting  care  in  a patient  if  there 
is  any  chance  for  survival  even  if 
the  baby  is  less  than  500  grams  or 

Dr.  Henderson  is  Medical  Director,  Neonatal 
Intensive  Care,  Medical  Center  of  Central 
Georgia,  777  Hemlock  St.,  P.O.  Box  6000, 
Macon,  GA  31208.  Send  reprint  requests  to  him. 
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e great  majority  of 
high-risk  pregnancies 
are  high  risk  for  the 
baby.  We  are  presently 
moving  too  many 
immature  babies 
around  the  state  in 
ambulances  and 
helicopters.  J 


has  a head  circumference  of  less 
than  22  cm.  The  problem  we  have 
as  physicians  is  withdrawing  care 
that  is  not  helpful  and  potentially 
harmful.  The  current  medical- 
legal  climate  may  have  caused 
many  physicians  to  give  up  their 
cultural  authority  when  treating 
patients.  Some  of  us  are  providing 
care  for  patients  we  would  not 
choose  for  ourselves  or  our 
family.  When  the  number  of 
lawsuits  resulting  from  continuing 
care  equal  those  for  discontinuing 
care  then  physicians  may  regain 
their  authority  and  justified 
respect  by  once  again  doing  what 
is  best  for  the  patient.  There 
seems  to  me  to  be  very  little  legal 
risk  to  physicians  who  provide 
hospice  care  to  appropriate 
patients.  Physicians  should  not 
feel  obligated  to  move  babies  to 
tertiary  centers  for  hospice  care. 

Truth  in  Advertising 

Physicians  born  and  raised  with 
great  technology  seem  to  give  it 
the  same  reverence  as  do 
patients.  Our  knowledge  is  very 
limited.  Life  and  death  is  in  fact 
still  not  up  to  physicians.  False 
hope  prolongs  grief  and  interrupts 
the  grieving  process.  Knowing  our 
limitations  as  physicians  may  be 
the  beginning  of  wisdom. 

Cost  Considerations 

Every  baby  should  be  given  a 
chance  for  survival.  It  is  not 
prohibitively  expensive  to  initiate 
care.  Most  babies  (50%)  weighing 
500-750  grams  that  die  do  so  in 
the  first  24  hours  of  treatment. 
Survivors  may  cost  in  excess  of 
$100,000.  The  good  news  is  that 
evidence  is  accumulating  showing 
survivors  of  birthweight  below 
1,000  grams  have  the  same 
prognosis  as  babies  with 
birthweight  of  1,000  to  2,000 


grams.  Both  groups  have  a 10- 
15%  severe  handicap  rate. 

Providing  ineffective  care  may 
have  a harmful  effect  of  patient 
care  in  the  intensive  care  unit. 

The  sickest  patients  with  the 
worst  prognosis  consume  an 
inappropriate  share  of  people  and 
financial  resources.  The  culture  of 
the  unit  suffers  when  more  than 
33%  of  patients  present 
impossible  ethical  dilemmas. 

In  the  past  we  have  accepted 
mothers  for  delivery  with 
previable  babies  and  accepted 
previable  outborn  babies.  We 
have  accepted  such  patients  in  an 
effort  to  accomplish  our  role  as  a 
tertiary  referral  center.  Cost 
considerations  may  prevent  us 
continuing  this  service  to  our 
referral  physicians.  Funds  are  not 
presently  available  to  treat 
patients  we  know  we  can  benefit. 

Meuiagement  Considerations 

Our  number  one  goal  must  be 
the  prevention  of  prematurity. 
There  are  no  easy  solutions  to 
this  formidable  challenge.  The 
issues  of  birth  control  and 
abortion  seem  to  have  no 
acceptable  or  manageable 
solution.  We  are  the  only 
industrialized  nation  that  has  no 
system  to  provide  universal 
prenatal  care.  As  a kinder  and 
gentler  nation  we  can  do  better. 
All  high-risk  mothers  must  be 
afforded  a safe  environment  for 
the  delivery  of  their  baby.  The 
funding  level  of  30%  of  cost  must 
be  improved  if  our  five-state 
designated  Intensive  Care 
Nurseries  are  to  financially 
survive.  We  must  also  have 
increased  funding  to  improve  our 
infant  follow  up  to  more 
effectively  evaluate  our  treatment 
and  protect  the  graduates  of  our 
units.  ■ 
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Aggressive  Treatment:  Who  Decides? 

Betty  Castellani 

^ When  a patient  has 
been  presented  with  all 
the  facts  and  has 
received  input  from 
many  knowledgeable 
sources  but  still  chooses 
not  to  be  treated,  a 
physician  should  respect 
that  decision  no  matter 
what  his  or  her  personal 
opinion  may  be,y 

P THiCAL  TEXTBOOKS  present  the 
aLi  dilemma  of  the  scarce 
medical  resource  and  the 
question  of  which  candidate 
should  benefit  from  it:  the 
youngest,  the  most  educated,  the 
parent  with  the  young  child,  the 
research  scientist  on  the  brink  of 
discovery,  or  the  candidate  who  is 
the  sole  support  of  15  people. 
These  textbooks  rarely  provide  an 
answer  because  to  date  we  have 
no  reliable  guidelines  for 
determining  the  value  of  human 
life.  Usually  the  philosophers 
suggest  pulling  a name  out  of  a 
hat. 

Fortunately,  for  most  physicians 
the  scarce  resource  dilemma  is 
rarely  the  issue.  The  issue 
physicians  more  commonly  face 
is  how  aggressively  should  a 
particular  patient  be  treated.  This 
decision  also  has  life  and  death 
consequences.  What  criteria  are 
generally  used  as  the  determining 
factors  for  an  individual  patient? 
Who  makes  that  decision? 

Most  physicians  would  present 
criteria  for  aggressive  treatment 
such  as  age,  general  health, 
quality  of  life,  the  potential 
benefit  of  treatment,  the  patient’s 
overall  prognosis,  and  the  cost 
factors  involved.  Indeed,  doctors 
are  often  required  to  make  moral 
decisions  and  critical  choices 
with  no  real  certainty  as  to  how 
an  illness  will  effect  a particular 
patient  or  how  that  patient  will 
respond  to  a given  treatment. 

No  matter  what  criteria  are 

used,  however,  there  are  always 
contradictions.  When  we  use  age, 
we  remember  that  Verdi  wrote 
“Ave  Maria”  at  85.  When  we 
choose  quality  of  life,  we  are 
reminded  that  Stephen  Hawking, 
author  of  the  remarkable  book  A 
Brief  History  of  Time,  portrays  all 
the  attributes  of  the  Renaissance 
Man  in  spite  of  the  wasted  and 
twisted  body  he  occupies  as  a 
result  of  ALS.  When  we  think 
prognosis,  every  doctor  knows  a 
patient  who  should  have  died 
based  on  the  medical 
circumstances  but  who  got  well 
and  went  home  instead.  Statistical 
results  are  liberally  quoted,  but 
few  can  predict  which  patients 
can  beat  the  statistical  odds. 

Some  always  do.  Thus,  the 
criteria  we  select  are  rarely 
reliable  for  every  patient. 

Because  of  the  lack  of 
acceptable,  reliable  criteria  for 
deciding  on  who  should  be 
aggressively  treated,  a doctor 
need  not  feel  obligated  to  assume 
the  burden  of  this  decision.  In 
treating  the  competent  patient, 
that  patient  has  the  right  to 
choose  how  aggressive  the 
treatment  protocol  should  be. 

A review  of  the  literature  is 
AA  clear  on  this  issue.  Courts 
have  established  the  patient’s 
freedom  to  choose  on  several 
rationals:  the  patient’s  unique 

Ms.  Castellani  is  Associate  Chaplain,  DeKalb 
Medical  Center,  2701  N.  Decatur  Rd.,  Decatur,  GA 
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evaluation  of  what  is  in  his  or  her 
own  overall  best  interest,  the 
patient’s  right  to  control  his  or  her 
own  body  and  to  protect  his  or 
her  own  bodily  privacy,  and  the 
patient’s  right  to  exercise  his  or 
her  own  religious  convictions 

ere  is  a great  need 
for  the  public  to  be 
educated  on  the  ethical 
problems  presented  by 
modern  medicine,  y 

If  a patient  is  competent,  he  or 
she  has  a moral  and  legal  right  to 
make  his  or  her  own  decisions 
about  acceptance  or  rejection  of 
treatments  of  all  kinds.  These 
decisions  take  precedence  over 
the  wishes  of  physicians  or  family 
members.^  The  patient  should  be 
presented  all  available 
information  and  options  for  his  or 
her  care  and  should  be 
empowered  to  decide  treatment. 
The  physician  should  acquiesce 
to  the  wishes  of  the  patient  or 
withdraw  from  the  case.'* 

Conflicts  for  physicians  occur 
in  two  instances.  First,  the 
physician  wants  to  treat  the 
patient  and  believes  the  treatment 
will  significantly  benefit  the 
patient  but  the  patient  refuses  to 
consent  to  treatment.  Physicians 
trained  to  heal  have  an  extremely 
difficult  time  accepting  such 
decisions. 

There  are  many  reasons 
patients  choose  not  to  be  treated: 
(1)  Either  the  patient’s  life  has 
never  worked  or  they  have 
problems  or  emotional  pain  they 
cannot  resolve  and  death  by 
disease  is  a respectable  way  out. 
Doctors  are  rarely  privy  to  this 
information.  (2)  The  best  result  of 
a treatment  presents  some 
patients  with  a quality  of  life  they 
find  unacceptable,  even  though 


the  majority  of  patients  would  be 
content,  even  thankful.  (3)  The 
patients’  religious  beliefs  govern 
their  decision.  (4)  The  patient  is 
not  willing  to  subject  him  or 
herself  to  additional  pain  and 
suffering  regardless  of  the 
potential  benefit.  (5)  The 
likelihood  of  a good  outcome  is 
too  small  in  the  patient’s  opinion 
to  justify  the  treatment.  (6)  The 
patient  cannot  overcome  his  or 
her  fear  and  conviction  that  the 
situation  is  hopeless. 

When  a patient  has  been 
presented  with  all  the  facts  and 
has  received  input  from  many 
knowledgeable  sources  but  still 
chooses  not  to  be  treated,  a 
physician  should  respect  that 
decision  no  matter  what  his  or 
her  personal  opinion  may  be. 

The  second  dilemma  occurs 
when  a physician  does  not 
feel  that  aggressive  treatment 
would  significantly  benefit  the 
patient  but  the  patient  insists  on 
being  treated.  Here  again,  it  is 
important  for  the  physician  to 
look  at  the  patient  and  not  the 
disease.  Physicians  must  be 
especially  careful  to  avoid 
decisions  not  to  treat  that  are 
based  on  their  own  value  systems 
or  on  their  evaluation  of  the 
quality  or  burden  of  the  patient’s 
life  or  the  value  of  the  patient  to 
society.^ 

Many  physicians  cannot  see  the 
benefit  of  treating  a patient  with  a 
very  poor  prognosis,  particularly 
when  the  treatment  will  subject 
the  patient  to  greater  suffering. 
However,  for  some  patients  the 
emotional  pain  of  doing  nothing 
and  the  hopelessness  which 
decision  implies  makes  daily  life 
intolerable.  The  thread  of  hope 
treatment  offers  for  them  makes 
life  more  bearable  and  thus  the 
quality  of  life  more  enjoyable. 
Their  wishes  should  be  respected. 


Often,  these  patients  are  true 
survivors,  and  some  do  overcome 
the  odds  against  them.  That  small 
thread  of  hope  should  not  be 
denied  them. 

Physicians  should  make  it  a 
practice  to  arrange  some  private 
time  with  each  patient  to 
ascertain  the  patient’s  wishes  for 
treatment.  Family  members 
should  not  decide  for  the  patient; 
often  patients  are  put  in  the 
position  of  having  to  agree  to 
treatment  because  of  pressure 
from  family  members.  If  a doctor 
understands  the  patient’s 
preference,  he  or  she  can  assist 
the  patient  in  carrying  out  that 
preference. 

In  many  cases,  patients  rely 
heavily  on  their  physicians  in  the 
decision-making  process.  Studies 
have  shown  that  the  healthy 
population  prefers  that  the 
decision  making  be  a joint 
venture  between  the  physician 
and  the  patient,  but  the  sicker  a 
patient  becomes,  the  less 
interested  they  are  in  participating 
in  treatment  decisions.^ 

Many  patients  are  so 
immobilized  by  fear  when  serious 
illness  occurs  that  they  are 
incapable  of  making  critical 
decisions.  They  trust  their  doctor 
to  make  treatment  decisions  for 
them  emotionally  and  physically 
until  they  are  able  to  get  control 
of  their  circumstances.  The 
physician  should  take  special 
care  to  identify  this  type  of  patient 
and  treat  him  or  her  with  gentle 
hands. 

ggressively  treating  the 
incompetent  patient  is  still 
an  unresolved  legal,  medical,  and 
moral  dilemma.  The  simple 
answer  is  to  use  some  surrogate 
mechanism  that  would  come  as 
close  as  possible  to  representing 
the  patient’s  viewpoint,  not  the 
viewpoint  of  the  surrogate  or  the 
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physician.  When  there  is  any 
doubt  about  what  the  patient 
would  want,  the  patient  should  be 
treated.^  Physicians  are  urged  to 
approach  this  type  of  situation 
with  great  caution.  The  literature 
on  the  issue  of  treating  the 
incompetent  patient  reflects  the 
genuine  unresolved  dilemma  that 
exists  in  the  legal/medical  arena.^ 

There  is  a great  need  for  the 
public  to  be  educated  on  the 
ethical  problems  presented  by 
modern  medicine  so  that  when  a 
family  faces  such  an  issue  they 
will  have  some  knowledge  on 
which  to  base  their  treatment 
decisions. 

What  about  economic 
considerations  in  determining 
whether  or  not  a patient  should 
be  aggressively  treated?  Should  a 
physician  consider  the  broad 
question  of  the  prudent  use  of 
medical  resources  in  prescribing 
aggressive  treatment? 

The  physician  should  respect 
the  wishes  of  the  patient  who  is 
ill.  The  allocation  of  our  costly 
medical  resources  is  important, 
but  this  issue  must  be  decided  in 
the  arena  of  national  health  care 
decision-making,®  not  at  the 
bedside  of  the  individual  patient. 
The  right  of  the  competent 
individual  to  choose  or  refuse 
treatment  should  remain  a 
personal,  private  right. 
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cholesterol,  which  raises 
your  chance  of  heart  attack. 
In  fact,  more  Americans  may 
die  by  the  fork  than  by  any 
other  weapon. 


American  Heart 
Association 

WERE  FIGHTING  FOR 
YOUR  LIFE 

This  space  provided  as  a public  service. 


IT’S 

12  NOON. 
TIME  FOR 
ANOTHER 
UFE  OR  DEATH 
DECISION. 


When  you  make  a habit  of 
choosing  high-cholesterol 
foods,  you’re  choosing  a 
dangerous  course.  One  that 
could  lead  to  a high  choles- 
terol level  in  your  blood  and 
eventually  to  a heart  attack. 
Remember  that  the  next 
time  you  browse  through  a 
menu.  And  place  your  order 
as  though  your  very  life 
depended  on  it. 

American  Heart 
Association 

WERE  FIGHTING  FOR 
YOUR  LIFE 

This  space  provided  as  a public  service. 
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IF  YOU  DIAGNOSE 
ARTHRITIS 

PART  OF  THE  TREATMENT  CAN  BE  THE 
ARTHRITIS  SELF  HELP  COURSE 

You  know  it  takes  more  than  medication  to  successfully  treat  arthritis. 
Patients  must  cope  with  the  many  aspects  of  their  chronic  rheumatic 
disease,  something  they  can  learn  to  do  at  the  Arthritis  Foundation’s 
Self  Help  Course. 

Thousands  of  people  have  taken  this  six-week  course.  And  the  result 
has  been  patients  who  better  understand  their  condition,  exercise  more 
and  experience  less  pain.  That  means  better  compliance  with  prescribed 
treatment. 

The  course  is  taught  by  certified  instructors,  and  specific  treatment  ques- 
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EDITORIAL 


The  Strongest  Man  on  Earth 


Alfred  A.  Messer,  M.D. 


A PERSONAL  opinion:  the 

strongest  man  on  earth  is 
retired  Air  Force  doctor,  Colonel 
John  Paul  Stapp.  Anyone  who 
read  Life  magazine  during  the 
1950s  remembers  his  picture  on 
the  cover,  showing  his 
participation  in  acceleration/ 
deceleration  experiments. 

Col.  Stapp  was  strapped  into  a 
rocket-propelled  sled,  and  after 
the  charge  was  ignited,  the  sled 
zoomed  to  land  speed  records  of 
632  miles  per  hour.  Then  retro- 
rockets  were  fired  and  the  vehicle 
brought  to  a stop  in  seconds.  His 
body  parts  didn’t  slow  that 
quickly,  and  dramatic  photos 
showed  his  eyes  bulging  ahead 
out  of  their  sockets,  his  face 
contorted  as  the  cheeks  and  soft 
tissues  were  drawn  forward,  his 
shoulders  straining  against  the 
encasing  harness. 

Then  there  were  a series  of 
experiments  to  study  physiologic 
response  in  high  altitude 
conditions.  Specifically,  what 
were  the  effects  on  the  body  of 
high-speed  wind  blasts,  such  as 
might  be  encountered  in  bailing 
out  of  a jet  aircraft?  Col.  Stapp 
was  flown  to  altitudes  of  40,000  - 
50,000  feet,  where  he  would  bail 
out.  He  lost  consciousness,  but  a 
triggering  device  opened  his 
parachute  as  he  fell.  He  regained 
consciousness  as  he  descended 
to  an  atmosphere  where  there 
was  sufficient  oxygen. 

While  all  of  these  experiments 
were  in  progress,  telemetry 
devices  recorded 


electrocardiograms,  blood 
pressure  readings,  body 
temperature  and  respiration. 

In  a word.  Col.  Stapp  led  us 
into  the  Space  Age  by  putting  his 
body  on  the  line  to  learn  the 
physical  and  mental  effects  of 
gravity  and  acceleration/ 
deceleration.  He  himself  endured 
acceleration  forces  of  35  g’s, 
nearly  twice  the  force  assumed  to 
be  the  human  limit. 

Col.  Stapp  was  no  slouch 
academically  either.  He  obtained 
three  college  degrees  at  Baylor 
before  he  took  a Ph.D.  in  physics 
at  Texas,  an  M.D.  at  Minnesota, 
and  a D.Sc.  degree  in  industrial 
medicine  at  New  Mexico. 

All  of  us  respond  to  new 
challenges  in  our  own  way,  and  a 
part  of  America’s  ethic  since  its 
founding  has  been  pushing  out  to 
new  frontiers.  But  what  motivates 
a person  to  push  to  the  levels 
achieved  by  John  Paul  Stapp?  Is  it 
more  than  scientific  curiousity? 

A clue  comes  from  the  study 
of  his  background.  He  was 
born  in  Salvador,  Brazil,  the  son 
of  American  missionary  parents. 
From  the  earliest  moments  of  his 
life,  his  parents  stressed,  “We  are 
strangers  here,  and  white.  To  the 
natives,  we’re  Yankees.  We  must 
never  let  anyone  see  us  weak  or 
afraid  or  foolish.  We  must  always 
be  strong.” 

There  are  legends  about 
young  Stapp’s  feats  as  a child, 
leading  trips  and  surviving  in  the 
jungle.  As  an  adolescent,  he 


could  run  rapids  and  fight  off  wild 
animals  as  adeptly  as  any  grown 
man. 

It  is  fair  to  speculate  that  he 
learned  this  lesson  (“be 
strong”)  well,  and  the  message 
was  a compelling  force 
throughout  his  life.  He  performed 
heroically  in  the  military,  and 
after  leaving  the  service,  he 
studied  survival  in  auto  crashes  at 
the  National  Highway  Safety 
Bureau  from  1967  to  1973.  Society 
has  benefitted  greatly  from  Col. 
Stapp’s  life  work.  Manned  space 
exploration  is  safer  because  of 
him. 

Most  career  counsellors 
agree  that  parents  are  the  source 
of  greatest  influence  in  children 
making  choices  about  adult 
vocations.  Sometimes  the 
message  is  direct  (“We  want  you 
to  be  a musician”).  Or,  more 
subtle,  (“Of  all  our  friends,  don’t 
you  admire  the  teacher  the  most 
and  wouldn’t  it  be  nice  to  be  just 
like  him/her?”). 

But  career  choice  is  a 
gradual  process,  a merging  of 
aptitude  and  contentment,  a 
desire  to  please  oneself  as  well  as 
one’s  parents.  For  Col.  Stapp  it 
was  incorporation  of  a parental 
value  alongside  the  need  to  meet 
and  conquer  new  challenges.  As 
he  wrote  about  himself,  “1  live  in 
hopes  of  doing  better  and 
producing  more.”  ■ 


Dr.  Messer  practices  psychiatry.  His  address  is 
3332  Valley  Rd.,  Atlanta,  GA  30305. 
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New  this  year 


One  more  reason  to  join 
the  AMA 


Special  benefit  packages  available  with 
1988  membership 


A diverse  membership  has  diverse  needs,  and  the  AMA  is  com- 
mitted to  addressing  those  needs.  This  year  we’re  introducing 
something  new  when  you  join  the  AMA  or  renew  your  member- 
ship. In  your  AMA  Membership  Kit  you’ll  have  the  opportunity 
to  sign  up  for  one  of  three  benefit  packages  of  publications,  confer- 
ences, participatory  panels,  focused  issue  updates,  etc.,  on  topics 
related  to  the  area  you  designate.  Each  package  is  tailored  to 
address  your  particular  interests: 

■ Medical  and  scientific  infor- 


mation and  education 
designed  to  enhance  your 
practice,  profession,  and  the 
public  health. 

Representation  concentrated 
specifically  on  economic  con- 
cerns, such  as  professional 
liability  and  third  party 
reimbursement. 

Representation  on  a broad 
range  of  issues,  including  not 
only  economic  concerns,  but 
also  quality  of  care,  ethical 
issues,  public  health,  and  scientific  issues. 


If  your  Preferred  Professional  Mailing  Address  should  char^.  please  make  the  char^  to  the 
right  of  the  address  shown.  Be  sure  to  retain  your  membersh^  card 
Use  this  portion  of  the  card  for  changes  only. 


IMPORTANT:  In  order  to  receive  your  hiU  range  of  membership  benefits,  you  MUST 

return  this  card. 

In  addition  to  my  usual  benefits.  I prefer  a specialt>'  designed  package  of  publications,  topical 

conferences,  participatory  panels,  focused  issue  updates  u+uch  focus  on  the  followii^; 

(Check  only  one) 

D Medical  and  Scientific  Information  and  Education  which  will  enhance  m>' practice, 
profession,  and  the  health  of  the  pmblic. 

D Representation  Concentrated  Specifically  on  Economic  Concerns  facing  my 
practice  and  profevsu)n,  such  as  profes.sional  liability  and  third-part)-  reimbursement. 

D Representation  on  a Broad  Range  of  Issues  facing  my  practice  and  profession, 
including  not  onl)-  profifssionai  liabilit)  and  third-part)-  reimbursement  but  also  qualiC)' 
of  care,  ethical  issues,  public  health,  scientific  issues,  etc 


Look  for  this  card  in  your  AMA  Membership  Kit 


To  receive  your  full  range  of  benefits,  select  one  and  only  one  of 
these  free  packages  by  filling  out  the  business  reply  card  in  your 
AMA  Membership  Kit. 


Please  look  for  the  card  in  your  AMA  Membership  Kit  and  return 
it  promptly.  Your  new  benefit  package  is  one  more  way  the  AMA 
supports  you  as  a physician. 


James  H.  Sammons,  MD 
Executive  Vice  President 


American  Medical  Association 

535  North  Dearborn  Street 
Chicago,  Illinois  60610 
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Lyme  Disease: 

Tick  \fectors,  Distributbn, 
and  Reservoir  Ftosts 


Lyme  disease  is  an  important 
malady,  sometimes  difficult  to 
diagnose,  and  apparently  spread- 
ing geographically.'  Records  pro- 
vided by  the  Georgia  Department  of 
Human  Resources  indicate  an  ex- 
plosive increase  in  number  of  cases 
in  Georgia;  this  seems  to  be  the  pat- 
tern in  most  of  the  United  States.^ 
The  question  arises  as  to  how  many 
of  the  cases  are  due  to  increased 
prevalence  of  the  disease  and  how 
many  are  due  to  better  recognition. 
Probably  both  factors  play  a role. 
Although  the  future  is  uncertain,  it 
seems  likely  that  Lyme  disease  will 
become  more  prevalent  for  a variety 
of  reasons. 

Almost  certainly  the  disease  has 
existed  in  Europe  and  Asia  for  cen- 
turies. Less  certain  is  the  length  of 
time  it  has  been  present  in  North 
America.  Clearly,  however,  it  has 
been  here  for  much  longer  than 
1970  when  it  was  first  recognized.^ 
The  editoriaP  and  the  article  by 
Bailey,  et  al.^  about  Lyme  disease 
appearing  in  this  issue  of  the  Jour- 
nal provide  some  information  re- 
garding the  history  and  background 
of  this  important  disease.  Thus, 
these  aspects  will  not  be  presented 
here. 


James  H.  Oliver,  Jr.,  Ph.D. 


Increased  funding  of 
research  on  Lyme 
disease  is  imperative  if 
we  are  to  reduce  the 
threat  of  this  disease, 
improve  diagnostic 
procedures,  and 
discover  better 
regimens  of  treating 
patients. 


Acquisition  and  Transmission 

Lyme  disease  is  caused  by  the 
spirochete  Borrelia  burgdorferi 
when  an  infected  tick  transmits  the 
spirochete  to  an  uninfected  host. 
The  tick  (several  species  of  the 
Ixodes  ricinus  species  complex) 
can  acquire  the  spirochete  as  a 
larva,  nymph,  or  adult.  Larvae  and 
nymphs  can  pass  it  to  the  next  de- 
velopmental stage  (transstadial 
transmission).  Upon  feeding  during 
the  next  stage,  it  often  transmits 
some  of  the  spirochetes  to  the  host 


Dr.  Oliver  is  Director,  Institute  of  Arthropodology 
and  Parasitology,  Georgia  Southern  College.  Send 
reprint  requests  to  him  at  the  Dept,  of  Biology, 
Georgia  Southern  College,  Statesboro,  GA  30460- 
8042. 


and  also  may  receive  spirochetes  if 
that  host  is  already  infected.  Trans- 
ovarial  transmission  (passing  the 
spirochete  from  infected  female 
ticks  via  the  eggs  to  the  larvae)  is 
lower  in  /.  dammini^  '^  and  /. 
pacificus^  (probably  1-2%)  than  I. 
ricinus  (80%).^ 

In  nature,  the  usual  scenario  is  for 
uninfected  larvae  to  feed  on  in- 
fected mice,  molt  to  the  nymphal 
stage;  the  infected  nymph  then 
transmits  the  spirochetes  to  the 
second  host.  Upon  feeding,  the 
nymph  molts  and  remains  infected 
as  an  adult.  Both  nymph  and  adult 
ticks  are  effective  vectors  of  the  spi- 
rochete, but  the  nymph  is  usually 
the  stage  that  most  frequently  trans- 
mits the  spirochete  to  humans  be- 
cause it  is  so  small  that  most  per- 
sons do  not  notice  it.  Adult  ticks 
are  larger  and  are  usually  observed 
and  removed.  Ticks  must  remain 
attached  to  a host  for  a minimum 
of  24  hours  before  transmission  and 
subsequent  disease  occur.'" 

Lyme  Disease  as  a Zoonosis 

To  understand  Lyme  disease  in 
humans,  one  must  understand  it  in 
other  animals.  It  is  a zoonosis  that 
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has  been  circulating  in  nonhuman 
species  probably  for  a long  time. 
Humans  are  only  accidentally 
brought  into  the  cycle  when  a vec- 
tor-competent tick  attaches  to  them. 
Thus,  Lyme  disease  is  similar  to 
other  zoonoses  such  as  toxoplas- 
mosis, leptospirosis.  Ehrlichiosis, 
rabies,  etc.,  in  that  most  of  the  eti- 
ologic  agents  are  in  wildlife  and  are 
not  normally  transmitted  among 
humans.  This  fact  has  profound  im- 
portance when  considering  strate- 


Preliminary  results 
indicate  that  in 
Georgia,  the  black- 
legged tick  Ixodes 
scapularis  is  the  prime 
vector  of  the  spirochete 
Borrelia  burgdorferi, 
which  causes  Lyme 
disease. 


gies  of  prevention  to  humans.  The 
infectious  agents,  the  spirochete  B. 
burgdorferi  in  the  case  of  Lyme  dis- 
ease, can  never  be  eliminated  by 
treatment  of  only  humans.  In  fact, 
even  the  elimination  of  wild  animal 
reservoir  hosts  would  not  solve  the 
problem.  The  tick  vector  also  main- 
tains the  spirochete  transstadially 
from  the  larvae  through  the  nymphs 
to  the  adults.  The  impossibility  of 
treating  all  infected  humans,  res- 
ervoir wild  and  domestic  animals, 
and  elimination  of  ticks  (and  doing 
this  simultaneously)  means  that 
Lyme  disease  will  be  a constant 
threat.  It  is  likely  to  spill  over  into 
the  human  population  whenever 
humans  enter  the  complex  natural 
host-parasite-vector  cycle  in  nature. 

The  tick  vector  is  the  crucial  fac- 
tor in  the  Lyme  disease  equa- 
tion in  human  and  other  species. 
But  how  can  we  eliminate  the  tick 
population  without  enormous  ex- 
pense, and  more  importantly,  with- 
out severely  damaging  the  environ- 


ment? Moreover,  some  would  argue 
that  total  elimination  of  ticks  is  nei- 
ther a desirable  nor  achievable  goal. 
In  any  event,  large  scale  spraying 
of  acaricide  would  have  a major  en- 
vironmental impact  on  other  orga- 
nisms, including  humans.  Other 
widespread  control  strategies  suffer 
the  same  problem  — simply  put, 
the  target  ticks  are  too  well  dis- 
persed. 

All  is  not  gloom  and  doom,  how- 
ever, if  we  focus  on  regional  or  site 
control  of  the  vector  tick  species. 
To  do  this  in  an  intelligent  manner 
requires  that  we  identify  which  of 
the  850  species  of  ticks  are  vector 
competent,  and  then  learn  the  se- 
crets of  their  nature.  Once  the  se- 
crets are  known,  a combination  of 
integrated  methods  (acaricide 
spraying,  biologic  control  tech- 
niques including  genetic  control, 
host  reduction,  and  habitat  altera- 
tion) can  be  employed  effectively 
to  reduce  tick  vector  populations 
below  a critical  minimum  number. 
How  much  do  we  know  about  the 
tick  vectors  of  Lyme  disease,  their 
geographic  distribution,  reservoir 
hosts  of  the  spirochetes,  and  hosts 
of  the  ticks?  The  answer  is  much, 
but  not  enough.  Much  more  re- 
search is  needed. 

In  the  meantime,  persons  will 
have  to  depend  on  self  protec- 
tion and  perhaps  alter  their  behav- 
ior. Wearing  light-colored  clothes 
is  recommended  when  engaging  in 
activities  in  nature  so  that  ticks  can 
be  seen  as  they  move  about.  Long 
pants  and  long-sleeved  shirts  are 
desirable  and  socks  should  be 
pulled  over  the  cuffs  of  trousers.  An 
insect  repellent  containing  deet  or 
permethrin  may  be  applied;  the  in- 
structions for  use  of  these  chemi- 
cals should  be  carefully  followed. 
Frequent  body  searches  for  ticks 
should  be  made  and  upon  return 
from  the  field  a thorough  check  of 
the  entire  body  and  a shower  are 
advisable. 

If  a tick  is  found  attached  and 
feeding,  it  should  be  removed  im- 
mediately with  fine-tipped  tweez- 
ers. The  tick  should  be  grasped  as 
close  to  the  skin  as  possible,  and 
with  a steady  movement,  pulled 
straight  out  in  the  direction  it  is  ori- 


Infected  ticks  rarely 
transmit  the  disease  in 
less  than  24  hours. 


ented.  Pulling  in  a different  direc-  J 
tion  might  result  in  breaking  off  its 
skin.  After  the  tick  is  removed,  it  | 
should  be  placed  in  a vial  of  al- 
cohol  so  that  it  can  be  identified  by  || 
an  expert.  This  is  extremely  impor-  | 
tant!  An  antiseptic  should  then  be  | 
applied  to  the  tick  bite  site  to  pre-  fi 
vent  secondary  infection.  Heat,  I 
vaseline,  butter,  mineral  oil,  finger-  I 
nail  polish,  etc.,  should  not  be  ap- 
plied to  facilitate  tick  removal  — 
these  are  ineffective  and  might  kill  - 
the  tick  and  result  in  its  remaining 
attached.  Remember,  infected  ticks 
rarely  transmit  the  disease  in  less 
than  24  hours. 

If  the  tick  is  identified  as  one  of 
the  vector-competent  species,  a 
physician  should  be  consulted.  An-  , 
tibiotics  may  be  recommended  even 
in  the  absence  of  symptoms  under  : 
certain  circumstances,  such  as  dur-  , 
ing  pregnancy.  Otherwise,  it  is  '• 
probably  prudent  to  wait  and  see  if  x 
symptoms  of  Lyme  disease  appear 
before  treating.  Unfortunately,  many  ^ 
Lyme  disease  patients  do  not  re-  1 
member  being  bitten  by  a tick.  This 
is  particularly  true  when  the  tiny  M 
nymph  is  the  vector.  || 

Vectors  of  L5mie  Disease  « 

It  appears  that  the  primary  vec-  fl 
tors  of  Lyme  disease  all  belong  to  I 
a single  tick  species  group,  the  I.  H 
ricinus  complex  (/.  ricinus  in  west-  H 
ern  and  central  Europe,  I.  persul-  B 
catus  in  Asia,  and  /.  dammini,  I.  sea-  B 
pularis,  and  7.  pacificus  in  North  B 
America).  Little  is  known  about  the  P 
vectors  in  Africa  and  Australia.  More  | 
is  known  about  the  North  American  I 
vectors,  and  a great  deal  is  known  | 
about  the  European  and  Asian  vec-  1 
tors.  Members  of  the  /.  ricinus  com-  I 
plex  are  not  the  only  ticks,  however,  H 
from  which  B.  burgdorferi  has  been  H 
isolated.  The  spirochete  has  been  I 
found  also  in  several  other  tick  spe-  B 
cies  and  even  in  some  deer  flies  H 
elude  Dermacentor  variabilis,  D.  B 
albip ictus,  Amblyomma  ameri-  B 
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canum,  I.  dentatus,  I.  cookei,  I. 
trianguliceps,  and  Haemaphysalis 
leporispalustris.  Most  of  these  spe- 
cies do  not  play  a significant  role 
in  transmission  and  are  probably 
poor  vectors.  The  mere  isolation  of 
an  infectious  agent  from  a blood- 
feeding arthropod  proves  little  more 
than  that  it  has  recently  fed  on  in- 
fected hosts.  One  must  be  cautious, 
however,  before  ruling  out  trans- 
mission by  such  an  arthropod  until 
adequate  experimentation  has  been 
completed.  The  critical  experi- 
ments have  not  been  conducted  in 
most  of  the  above  noted  species; 
however,  epidemiologic  and  host 
preference  data  suggest  that  except 
for  the  I.  ricinus  species  complex, 
the  other  species  probably  are  not 
important  from  a public  health 
standpoint. 

Interestingly,  because  of  the 
zoonotic  nature  of  Lyme  dis- 
ease, /.  trianguliceps  in  Europe  and 
/.  dentatus  in  the  United  States  might 
serve  as  vectors  of  B.  burgdorferi 
among  the  small  mammal  popu- 
lations. Although  these  ticks  do  not 
feed  on  humans,  they  might  be  very 
important  in  maintaining  the  spi- 
rochete in  nature.  Thus,  when  the 
less  host-specific  /.  ricinus  and  /. 
dammini  feed  on  infected  small 
mammals,  they  acquire  the  spiro- 
chete and  may  subsequently  pass 
it  on  to  humans. 

/.  dammini  (the  deer  tick)  is  re- 
sponsible for  more  human  cases  of 
Lyme  disease  in  North  America  than 
any  other  species.  /.  pacificus  (the 
western  black-legged  tick)  ranks 
second  in  number  of  transmitted 
human  cases.  /.  scapularis  (the 
black-legged  tick)  is  almost  cer- 
tainly the  primary  vector  in  the 
southern  United  States,  although  not 
enough  field  research  has  been 
completed  to  prove  this  unequivo- 
cally. In  the  laboratory,  no  differ- 
ence was  observed  between  it  and 
/.  dammini  regarding  vector  abil- 
ity.” Moreover,  the  question  arises 
as  to  whether,  in  fact,  /.  scapularis 
and  7.  dammini  are  separate  spe- 
cies. Unpublished  data  from  my 
laboratory  indicate  no  barrier  to  hy- 
bridization between  them,  no  dif- 
ference in  chromosomes,  no  dif- 
ference in  host  preference, and 


similarities  regarding  several  as- 
pects of  their  ecology  and  biology. 
It  is  important  to  note  that  for  pur- 
poses of  identification  the  ticks  of 
the  /.  ricinus  species  complex  are 
significantly  smaller  than  the  Amer- 
ican dog  tick,  D.  variabilis. 


Distribution  of  Lyme  Disease  and 
Tick  Vectors  in  the  United  States 

The  northeastern  United  States 
has  the  dubious  honor  of  being  the 
greatest  focus  of  Lyme  disease,  but 
many  cases  have  also  been  iden- 
tified in  the  northcentral  part  of  the 
United  States  especially  Minnesota, 
Wisconsin,  and  from  California.  Re- 
cently, as  noted,  large  increases  in 
numbers  of  Lyme  disease  cases 
have  occurred  in  Georgia.  The  dis- 
ease has  been  found  in  at  least  43 
states,  and  it  seems  only  a matter 
of  time  until  it  is  reported  from  all 
48  continental  states. 

Again  the  question  arises  as  to 
how  many  of  the  new  cases  are  due 
to  better  recognition  and  how  many 
are  due  to  actual  spreading  of  the 
disease.  Recent  publicity  and  ed- 
ucation no  doubt  account  for  better 
recognition,  but  the  tick  vectors,  es- 
pecially in  eastern  North  America, 
appear  to  be  increasing  in  numbers 
and  geographic  range.  Clearly,  the 
deer  population  in  eastern  North 
America  has  been  increasing  at  an 
accelerated  rate  during  the  last  2 
decades,  and  deer  serve  as  the  prin- 
cipal host  for  the  adult  stage  of  the 
vector  ticks. Many  ticks  can  feed 
on  each  deer,  and  each  Ixodes  fe- 
male produces  approximately  2000 
eggs.  Thus,  deer  serve  as  one  of  the 
chief  tick  amplifying  hosts.  Fortu- 
nately, although  whitetail  deer  play 
a large  role  in  increasing  tick  num- 
bers and  can  be  infected  with  the 
spirochete,  they  apparently  do  not 
serve  as  a reservoir  host  for  the  spi- 
rochete.'" 

The  main  reservoir  host  for  the 
spirochete  in  the  northeast  is  the 
white-footed  mouse,  Peromyscus 
leucopus,^^  which  also  appears  to 
be  one  of  the  favorite  hosts  for  lar- 
val and  nymphal  /.  dammini}^  A 
similar  host-spirochete-tick  equa- 
tion occurs  in  the  western  U.S.,  ex- 
cept that  the  chief  vector  is  /.  pa- 
cificus}'’ As  noted,  in  Georgia  and 


The  tick  vector  is  the 
crucial  factor  in  the 
Lyme  disease  equation 
in  human  and  other 
species.  Some  would 
argue,  however,  that 
total  elimination  of 
ticks  is  neither  a 
desirable  nor 
achievable  goal. 


the  southeastern  U.S.,  /.  scapularis 
is  almost  certainly  the  principal 
vector,  and  the  cotton  mouse  (P. 
gossypinus)  is  probably  one  of  the 
main  reservoir  hosts  to  the  spiro- 
chete. 

There  is  a lively  debate  regard- 
ing reservoir  hosts  to  B.  burg- 
dorferi. Many  mammals  and  birds 
harbor  this  spirochete,'®'  but  it  is 
unclear  how  many  of  them  main- 
tain the  spirochete  at  a level  suffi- 
cient to  serve  as  an  infectious  meal 
to  ticks.  The  identification  of  anti- 
bodies to  B.  burgdorferi  in  hosts 
simply  means  that  the  host  has  been 
exposed  to  B.  burgdorferi  (or  one 
of  the  microorganisms  which  cross- 
react  serologically  with  it).  Addi- 
tional data  are  needed  before  one 
can  conclude  that  the  seropositive 
host  is  serving  as  a bona  fide  res- 
ervoir host. 

Tick  hosts  serve  not  only  to  in- 
crease tick  populations  and  some- 
times provide  infectious  blood 
meals  but  also  to  transport  ticks  to 
new  geographic  areas.  If  the  spi- 
rochete accompanies  the  tick  or 
follows  it  later,  then  the  distribution 
of  both  tick  and  spirochete  is  ex- 
panded. Distribution  of  tick  and/or 
spirochete  via  small  mammals  and 
even  deer  is  relatively  slow,  but 
birds  can  transport  ticks  many  miles 
in  a short  period  of  time  and  have 
been  found  infested  with  7.  r/Qm- 
Also,  pets  that  accompany 
owners  on  vacation,  etc.,  serve  as 
an  excellent  means  of  tick  distri- 
bution as  does  shipment  of  live- 
stock and  wild  animals  for  hunting 
purposes. 
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Conclusions 

Lyme  disease  has  been  reported 
in  all  but  five  of  the  continental 
United  States  and  is  probably  pres- 
ent in  all  of  them.  The  area  of  high- 
est density  of  cases  remains  the 
northeastern  United  States,  but  phy- 
sicians in  all  regions  should  be  pre- 
pared to  consider  Lyme  disease  in 
patients  when  history  of  tick  bite 
and/or  symptoms  of  Lyme  disease 
are  present. 

Georgia  is  now  considered  en- 
demic for  Lyme  disease.  A total  of 
299  positive  and  84  probable  cases 
have  been  reported  by  the  Georgia 
Department  of  Human  Resources 
in  the  first  7 months  of  1989.  These 
originated  from  87  counties  scat- 
tered throughout  the  state.  Prelim- 
inary results  indicate  that  in  Geor- 
gia, the  black-legged  tick  I.  scap- 
ularis  is  the  prime  vector  of  the  spi- 
rochete, B.  burgdorferi,  which 
causes  Lyme  disease.  B.  burgdor- 
feri appears  to  be  spreading. 

Lyme  disease  becomes  a prob- 
lem to  humans  when  a critical 
threshold  of  spirochetes,  reservoir 
hosts,  and  number  of  competent 
vector  ticks  is  exceeded,  and  hu- 
mans venture  into  their  domain. 
Vaccines  against  ticks  and  B.  burg- 
dorferi will  not  be  available  in  the 
near  future.  Thus,  prevention  of  tick 
bites  and  early  antibiotic  treatment 
of  human  cases  are  the  best  strat- 
egy for  prevention  at  this  time. 

Increased  funding  of  research  on 
Lyme  disease  is  imperative  if  we  are 
to  reduce  the  threat  of  this  disease, 
improve  diagnostic  procedures,  and 
discover  better  regimens  of  treating 
patients,  especially  those  at  the  in- 
termediate and  chronic  stage  of  the 
illness.  The  long-term  effects  of  the 
disease  are  not  known  but  are  a 


Both  nymph  and  adult 
ticks  are  effective 
vectors  of  the 
spirochete,  but  the 
nymph  is  usually  the 
stage  that  most 
frequently  transmits  the 
spirochete  to  humans 
because  it  is  so  small 
that  most  persons  do 
not  notice  it. 


source  of  concern  because  of  some 
similarities  between  Lyme  disease 
and  syphilis,  another  spirochete-in- 
duced malady. 
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Clinical  Aspects  of 
Lyme  Disease 

Joseph  P.  Bailey,  Jr.,  M.D.,  Samuel  D.  Brown,  M.D.,  Richard  S.  Field,  M.D., 
Donald  H.  Loebl,  M.D.,  Thomas  C.  McGee,  M.D.,  Henry  G.  Mealing,  Jr.,  M.D. 


The  occurrence  of  a tick  bite  with 
transmission  of  Borrelia  burg- 
dorferi to  the  human  being  may  be 
followed  by  clinical  illness.  The  tick 
must  remain  attached  to  the  skin 
for  24  hours  to  allow  for  transmis- 
sion of  the  spirochete.  The  early 
treatment  of  this  infection  may  alter 
the  disease  course  and  subse- 
quently prevent  the  occurrence  of 
the  intermediate  and  late  stages  of 
the  disease.  The  disease  previously 
described  by  Steere’  in  patients  in 
Lyme,  Connecticut,  was  further 
characterized  by  isolation  of  the 
spirochete  by  Burgdorfer^  from  one 
tick  vector,  Ixodes  dammini.  It  is 
now  known  that  at  least  four  other 
ticks  may  also  serve  as  carriers  for 
the  spirochete.  The  previous  local- 
ization of  the  disease  to  the  North- 
east has  been  followed  by  increas- 
ing reports  of  cases  from  at  least  43 
states.^  In  Georgia,  the  serologic 
evidence  for  immune  response  to 
B.  burgdorferi  has  increased,  and 
the  Georgia  Department  of  Human 
Resources  Laboratory  has  now  re- 
ported some  318  positive  studies 
out  of  2,372  studies  on  July  28, 
1989.4 


The  early  treatment  of 
this  infection  may  alter 
the  disease  course  and 
subsequently  prevent 
the  occurrence  of  the 
intermediate  and  late 
stages  of  the  disease. 


Clinical  Manifestations  By  Stage 

The  clinical  disease  usually  man- 
ifests its  first  stage  in  1 to  4 weeks 
following  a tick  bite  and  introduc- 
tion of  the  spirochete  into  the  hu- 
man being.  The  most  helpful  di- 
agnostic finding  is  the  presence  of 
the  skin  lesion  which  has  been 
named  Erythema  Chronicum  Mi- 
grans or  Erythema  Migrans.  This  in 
classic  form  is  an  expanding  cir- 
cular erythematous  lesion  (median 
15  cm  in  diameter).  The  center  of 
the  lesion  may  demonstrate  partial 
clearing.  Satellite  lesions  may  ap- 
pear. Other  less  classic  lesions  may 
be  present,  or  there  may  be  no  skin 
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manifestation  at  all.  Associated  with 
dermatologic  manifestations  there 
are  usually  “flu-like”  symptoms  of 
malaise,  myalgia,  arthralgia,  and 
headache.  These  findings  may  last 
several  weeks,  usually  3 to  4,  and 
may  disappear  with  or  without 
treatment. 

The  second  stage  of  the  disease 
may  begin  several  weeks  or 
months  after  the  initial  infection  and 
manifest  as  cardiac  and  neurologic 
involvement.  The  cardiac  involve- 
ment may  be  life  threatening  as 
noted  by  varying  degrees  of  heart 
block  and  myopericarditis.  Once 
having  cleared,  these  cardiac 
changes  do  not  usually  return.  In 
contrast,  the  neurologic  disease 
may  persist  for  months  and  can 
present  as  aseptic  meningitis,  en- 
cephalitis, and  cranial  and  other 
peripheral  neuropathies.  Bell’s 
palsy  is  a common  peripheral  man- 
ifestation and  may  be  bilateral. 
Other  neurologic  changes  include 
plexitis,  optic  neuropathy,  and 
myelitis.  The  course  of  neurologic 
involvement  may  last  several  weeks 
or  years. 
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Erythrocyte 

sedimentation  rates  are 
usually  elevated,  and 
some  patients  have 
demonstrated 
microscopic  hematuria 
and  mild  proteinuria  in 
the  presence  of  normal 
creatinine  and  blood 
urea  nitrogen. 


The  third  stage  of  Lyme  disease 
presents  weeks  to  years  after  the 
initial  onset  of  illness;  arthritis  is  its 
major  manifestation.  This  occurs  in 
50-60%  of  patients.  Usually  the  ar- 
thritis involves  large  joints,  partic- 
ularly the  knee,  is  monoarticular  or 
asymmetrically  oligoarticular,  and 
initially  intermittent.  In  a small 
number  of  patients,  arthritis  may 
become  chronic  and  rarely  may  in- 
volve erosion  of  cartilage  and  bone 
or  permanent  joint  disability.  A 
symmetric  polyarthritis  may  also  be 
seen  resembling  classic  rheuma- 
toid arthritis.^  Stage  3 neurologic 
disease  can  mimic  CNS  tumors, 
multiple  sclerosis,  and  psychiatric- 
related  illness,  including  Alz- 
heimer’s disease.®  The  onset  of  the 
third  stage  may  be  as  early  as  sev- 
eral days  and  up  to  2 years,  with  a 
mean  of  6 months  after  initial  onset 
of  disease.  It  may  last  indefinitely. 
There  is  evidence  supporting  con- 
genital infection  with  B.  burgdorferi 
and  adverse  fetal  outcomes.^ 

Laboratory  Studies 

Laboratory  findings  in  Lyme  dis- 
ease have  been  of  value.  Usually 
rheumatoid  factor  is  not  found,  nor 
antinuclear  antibodies.  Erythrocyte 
sedimentation  rates  are  usually  el- 
evated, and  some  patients  have 
demonstrated  microscopic  hema- 
turia and  mild  proteinuria  in  the 
presence  of  normal  creatinine  and 
blood  urea  nitrogen.®  Anticardio- 
lipin  antibodies  have  been  reported 
in  association  with  neurologic 
changes  and  were  related  to  the  IgM 
response.® 

Synovial  fluid  findings  reveal  in- 
creased white  blood  cell  counts  av- 


eraging 25,000  cells  per  mm.®  Most 
of  these  cells  are  polymorphonu- 
clear leukocytes,  but  synovial  fluid 
eosinophilia  has  been  reported.® 
The  synovial  fluid  C3  level  may  be 
low  compared  to  serum.  Synovial 
biopsies  may  histologically  resem- 
ble those  from  patients  with  rheu- 
matoid arthritis.® 

There  has  been  a low  yield  in 
obtaining  organisms  for  direct  vis- 
ualization and  for  culture  in  pa- 
tients with  Lyme  disease.  There- 
fore, considerable  reliance  has  been 
placed  on  the  determination  of  an- 
tibodies to  the  spirochete,  B.  burg- 
dorferi. The  initial  immune  re- 
sponse is  in  the  IgM  class  and 
reaches  a peak  between  3 and  6 
weeks  from  the  onset  of  disease. 
IgG  antibodies  rise  slowly  and  are 
highest  months  or  years  after  the 
onset  of  the  disease.® 

The  laboratory  test  systems  usu- 
ally involved  are  immunoflu- 
orescent  assay  (IFA)  and  the  en- 
zyme linked  immunoabsorbent 
assay  (ELISA).'® 

The  IFA  uses  the  principle  of  in- 
direct immunofluorescent  evalua- 
tion and  can  be  performed  using 
polyvalent  (anti-lgM  and  anti-lgG) 
sera  for  screening  purposes  or  more 
directly  using  monospecific  anti- 
human IgM  and  IgG  fluorescein  la- 
beled antisera.  A titer  of  1:256  or 
greater  is  considered  positive  with 
the  polyvalent  system,  while  usu- 
ally 1:16  with  IgM  and  1:128  with 
IgG  is  considered  positive.  These 
systems  use  the  spirochetes  bound 
to  a slide  as  antigen. 

The  ELISA  for  Lyme  uses  an  ex- 
tract of  the  spirochete  bound  to  an 
assay  well,  and  the  patient’s  serum 
is  added.  The  antisera  to  human 
immunoglobulin  is  conjugated  with 
alkaline  phosphatase,  and  the  sub- 
sequent colorimetric  change  is 
measured.  The  two  test  systems  ap- 
pear to  be  equally  sensitive. 

False-negative  tests  can  occur 
early  in  the  disease  and  in  anti- 
biotic-treated disease.  False-posi- 
tive results  can  occur  in  the  case 
of  other  spirochetal  diseases,  in- 
cluding syphilis.  In  Lyme  disease, 
the  VDRL  has  been  negative.  False- 
positive tests  have  also  been  re- 
ported with  relapsing  fever  (B. 
hermsii  and  B.  recurrentis) , rocky 


The  most  helpful 
diagnostic  finding  is 
the  presence  of  the 
skin  lesion  which  has 
been  named  Erythema 
Chronicum  Migrans  or 
Erythema  Migrans. 
Other  less  classic 
lesions  may  also  be 
present,  however,  or 
there  may  be  no  skin 
manifestations  at  all. 


mountain  spotted  fever,  and  lep- 
tospirosis. Also  included  in  pro- 
ducing false-positive  reactions  are 
infectious  mononucleosis,  sys- 
temic lupus  erythematosus,  and 
rheumatoid  arthritis." 

Lyme  Disease  S)miptoms  as 
Imitators 

When  ECM  is  present  in  its  char- 
acteristic form,  there  is  practically 
nothing  with  which  it  may  be  con- 
fused. However,  atypical  skin  in- 
volvement in  Lyme  disease  is  not 
uncommon.  If  ECM  is  present  in 
non-expanding  form,  it  may  be  mis- 
taken for  a non-infected  insect  bite. 
Secondary  skin  lesions  may  be  con- 
fused with  erythema  multiforme, 
erythema  marginatum,  or  the  rash 
associated  with  Hepatitis  B infec- 
tion. A malar  rash,  as  in  lupus,  may 
also  occur.®' 

Carditis  and  polyarthritis  may 
mimic  acute  rheumatic  fever.  In 
Lyme  disease,  however,  there  is  no 
evidence  of  preceding  streptococ- 
cal infection  or  valvular  cardiac  in- 
volvement. 

Central  nervous  system  manifes- 
tations of  Lyme  disease  may  sug- 
gest brain  tumor,  Alzheimer’s  dis- 
ease, multiple  sclerosis,  or  primary 
psychiatric  illness.  The  arthritis  may 
be  mistaken  with  the  pauci-articu- 
lar  form  of  JRA,  with  Reiter’s  syn- 
drome, and  if  monoarticular  and  in- 
volving the  great  toe,  with  gout. 
There  may  be  symmetrical  joint  dis- 
ease closely  mimicking  adult  onset 
rheumatoid  arthritis.  In  Lyme  dis- 
ease, rheumatoid  factor  studies 
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have  been  negative.®'  ®’ 

Whether  or  not  infectious  mon- 
onucleosis is  present  is  important, 
as  serum  from  these  patients  may 
be  associated  with  false-positive  re- 
actions with  B.  burgdorferi.^'^  Fur- 
ther complicating  the  diagnosis  can 
be  the  presence  of  splenomegaly 
and  lymphadenopathy. 

Treatment 

The  decision  for  therapy  in  a given 
patient  ultimately  requires  the  de- 
termination that  disease  is  present. 
As  has  been  indicated  earlier,  the 
presence  of  antibodies  to  B.  burg- 
dorferi alone  is  not  adequate  to 
make  a judgment  to  initiate  treat- 
ment. If  the  diagnosis  of  Lyme  dis- 
ease is  made,  then  the  question  of 
which  stage  of  the  disease  is  pres- 
ent influences  the  choice  of  anti- 
biotics. In  the  early  stages,  most  ob- 
servers agree  that  tetracycline,  if  not 
contraindicated  by  pregnancy  or 
being  a child,  is  the  appropriate 
treatment  for  periods  ranging  from 
14  to  28  days.  (Doxycycline,  100  mg. 
BID;  tetracycline,  250/500  mg.  QID 


in  the  adult).  In  children,  amoxi- 
cillin or  erythromycin  may  be  used. 
This  also  has  been  recommended 
for  adults.'"* 

In  the  late  and  intermediate  stages 
of  Lyme  disease,  there  has  been 
uncertainty  as  to  the  results  of  ther- 
apy. (This  also  is  true  to  a lesser 
extent  concerning  the  early  stages.) 
As  to  choice  of  antibiotic,  high-dose 
intravenous  penicillin  (20  million 
units/day  X 21  days)  has  been  used. 
However,  the  use  of  ceftriaxone  is 
currently  the  most  accepted  form  of 
treatment.’®  (Two  grams  IV  daily  for 
14  to  21  days).  The  long-term  re- 
sults of  therapy  remain  to  be  de- 
termined. 
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PRO  Review  III: 
Quality  Review,  Interventicn, 

and  Sanction 

Susan  Moore,  R.N.,  C.  Patrick  Ryan,  Ralph  A.  Murphy,  M.D. 


(Parts  / and  II  of  this  article  ap- 
peared in  the  August  and  Septem- 
ber issues  of  the  Journal,  respec- 
tively) 

The  purpose  of  this  article  is  to 
increase  your  awareness  of  the 
multifaceted  nature  of  the  quality 
review,  intervention,  and  sanction 
process.  It  is  also  intended  to  pro- 
vide clarification  and  to  assure  the 
medical  community  that  determi- 
nations are  not  made  swiftly  or 
carelessly.  Physicians  who  practice 
in  the  same  specialty  and  often  in 
a similar  setting  as  those  being  re- 
viewed are  involved  in  every  aspect 
of  the  review  process  to  provide  true 
peer  review. 

To  comply  with  the  requirements 
for  quality  review  in  the  current 
contract  (Third  Scope  of  Work) , the 
Georgia  Medical  Care  Foundation 
(GMCF)  has  developed  a revised 
Quality  Review  and  Intervention 
Plan  (the  “Plan”).  This  Plan  was  de- 
veloped by  GMCF  staff  and  the  qual- 
ity subcommittee  of  the  GMCF  Board 


The  quality  review/ 
intervention  effort  of 
GMCF  is  essentially  a 
three  part  process: 
Quality  Review,  Quality 
Intervention,  and 
Sanction. 


of  Directors,  with  input  from  the 
Medical  Association  of  Georgia,  the 
Georgia  Osteopathic  Medical  As- 
sociation, and  the  Georgia  Hospital 
Association.  It  is  the  cornerstone  of 
GMCF’s  review  activities. 

The  Plan  is  intended  to  identify, 
monitor,  and  correct  confirmed 
quality  of  care  issues  associated 
with  specific  providers  and/or  prac- 


Ms.  Moore  is  the  Director,  Quality  Intervention 
Program,  Mr.  Ryan  is  Director,  PRO  Program,  and 
Dr.  Murphy  is  Medical  Director,  Georgia  Medical 
Care  Foundation,  4 Executive  Park  Dr.,  Ste.  300, 
Atlanta,  GA  30329.  Send  reprint  requests  to  Ms. 
Moore. 


titioners.  GMCF  Review  Coordina- 
tors, who  are  typically  RNs,  perform 
all  initial  reviews.  Confirmation  of 
all  quality  problems  are  made  by 
GMCF  Physician  Consultants. 

To  better  understand  the  PRO’S 
responsibilities,  an  overview  of  the 
steps  of  the  review/intervention  se- 
quence is  in  order.  The  quality  re- 
view/intervention effort  is  essen- 
tially a three-part  process,  including: 
Quality  Review,  Quality  Interven- 
tion, and  Sanction. 

Quality  Review 

GMCF  Review  Coordinators  refer 
quality  screen  failures  which  rep- 
resent potential  quality  problems  to 
appropriate  physician  consultants. 
These  individuals  use  their  clinical 
judgment  to  determine  whether  the 
health  care  services  delivered  were 
appropriate  and  meet  acceptable 
standards  as  defined  by  the  medi- 
cal community  in  the  state.  Physi- 
cian consultants  of  the  same  med- 
ical specialty  and  practice  setting 
are  used  to  promote  focused,  fair, 
and  comprehensive  reviews. 
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Reviews  by  the  first  Physician 
Consultants  identify  potential  defi- 
ciencies, determine  the  source  of 
the  deficiencies,  and  assign  prelim- 
inary severity  levels.  Severity  levels 
are  mandated  in  accordance  with 
Health  Care  Financing  Administra- 
tion (HCFA)  definitions  and  are  as 
follows: 


Sanction 

recommendations  to 
the  Inspector  General 
are  reserved  for  those 
situations  where  the 
GMCF  Executive 
Committee  determines 
that  a practitioner  or 
provider  poses 
imminent  risk  to  the 
health  of  Medicare 
beneficiaries  and/or 
demonstrates  an 
unwillingness  or 
inability  to  comply  with 
statutory  obligations. 


Level  1 — Medical  mismanage- 
ment without  the  potential  for 
significant  adverse  effects  on  the 
patient. 

Level  11  — Medical  mismanage- 
ment with  the  potential  for  sig- 
nificant adverse  effects  on  the  pa- 
tient. 

Level  111  — Medical  mismanage- 
ment with  significant  adverse  ef- 
fect on  the  patient. 

The  responsible  physician  and/ 
or  provider  is  notified  by  way 
of  a Preliminary  Request  for  Addi- 
tional Information  of  the  potential 
quality  problems  and  offered  an  op- 
portunity to  respond  in  writing.  Only 
written  responses  received  within 
the  designated  time  frame  will  be 
used  prior  to  the  initiation  of  a Final 
Quality  Determination  Notification. 
Therefore,  physicians  are  encour- 
aged to  respond,  as  it  will  prompt 


a second  physician  review  of  the 
case.  In  the  absence  of  additional 
information,  the  initial  determina- 
tion will  be  upheld  without  further 
review. 

On  receipt  of  the  written  addi- 
tional information,  the  case  is  re- 
viewed by  a second  Physician  Con- 
sultant of  the  same  specialty  and 
practice  setting.  GMCF  will  make  a 
final  determination  based  on  all  in- 
formation available  at  the  point  of 
final  review  by  the  second  Physi- 
cian Consultant. 

GMCF  will  issue  a Final  Quality 
Determination  Notification  to  the 
responsible  party  involved,  indicat- 
ing confirmation  of  a quality  prob- 
lem or  appropriate  care.  If  a quality 
problem  is  confirmed,  this  notice 
will  include  (1)  a description  of  the 
problem,  (2)  a suggested  alterna- 
tive course  of  action,  and  (3)  the 
severity  level.  Since  quality  deter- 
minations are  not  denials  of  reim- 
bursement (at  this  time),  there  is 
no  reconsideration  or  appeal  proc- 
ess for  reversal  of  the  severity  level 
once  it  is  assigned. 

By  the  completion  of  the  Quality 
Review  step,  a case  has  been  re- 
viewed independently  by  two  phy- 
sicians of  the  same  specialty  and 
practice  setting,  and  the  physician/ 
provider  has  had  an  opportunity  to 
submit  clarification/justification. 

Quality  Intervention 

Final  Quality  Determination  No- 
tifications are  issued  on  confirmed 
quality  problems  and  are  evaluated 
for  intervention  during  profiling,  an 
activity  which  occurs  quarterly.  The 
profiling  exercise  permits  meaning- 
ful focus  on  practitioners  and  pro- 
viders. Beginning  with  the  Second 
Scope  of  Work  in  1986,  of  the  5.7 
million  cases  subjected  to  quality 
screens,  390,000  (6.8%)  were  de- 
termined to  have  confirmed  quality 
problems  by  physician  reviewers. 
As  a part  of  the  profiling  exercise, 
HCFA  mandated  numeric  values  are 
to  be  assigned  to  each  quality  prob- 
lem based  upon  its  severity  level: 
Level  1=1;  Level  11  = 5;  Level  111 
= 25.  For  example,  during  the  July 
through  September  quarter,  if  a 
doctor  had  three  confirmed  Level 
111  quality  problems  and  four  con- 
firmed Level  1 quality  problems,  his 


The  practicing 
physician  community 
should  recognize  the 
obvious  need  for  active 
participation  in  the 
PRO  review  process  to 
provide  proper  balance 
and  perspective  to 
quality  of  care  reviews. 


or  her  Level  11  score  would  be  15 
(3  X 5)  and  Level  1 score  would  be 
4 (4x1),  for  a total  weighted  se- 
verity score  of  19  (15-1-4). 

It  is  important  to  understand  that 
the  weighted  severity  score  is 
merely  an  internal  PRO  mechanism 
to  identify  physicians  and  providers 
whose  cases  require  further  review 
by  committee.  Decisions  and  ac- 
tions are  not  based  upon  the 
weighted  severity  score.  The  total 
score  serves  as  a guide  for  consid- 
ering appropriate  forms  of  interven- 
tion. Actual  interventions  are  de- 
cided on  a case-by-case  basis. 
Furthermore,  GMCF’s  weighted 
score  totals  are  based  only  on  re- 
views of  the  specified  quarter.  That 
is,  new  scores  are  calculated  quar- 
terly. 

Within  45  days  of  the  end  of  each 
quarter.  Intervention  Committees 
will  review  the  identified  quality  is- 
sues and  determine  the  appropriate 
type  of  interventions  to  be  imple- 
mented. Each  quarter  as  many  as 
10  Intervention  Committees  will  be 
convened  to  review  the  identified 
confirmed  quality  problems.  These 
3-5  practicing  physician  member 
intervention  committees  include  at 
least  one  member  of  the  same  spe- 
cialty area  as  the  physician  being 
reviewed,  and  all  are  new  to  the 
case.  The  Interventions  Committee 
can  make  one  of  the  following  three 
decisions: 

(1)  The  case  requires  no  further 
action 

(2)  The  case  warrants  the  imple- 
mentation of  an  education  or 
other  corrective  action  inter- 
vention 
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Quality  Intervention  Process/Point  Accumulation 


Level  I = 1 Point 
Level  II  = 5 Points 
Level  III  = 25  Points 


Level  III 


Level  II 


Level  I 


Notification 
(3-9  Points) 

Purpose:  To  advise 
responsible  party  of 
oversight  and  to 
encourage  self- 
assessment. 


Education 
(10-14  Points) 

Purpose: 

Requirements  will 
be  problem- 
specific.  The 
responsible  party 
is  invited  to  meet 
with  the  Medical 
Director. 


Intensification 
(More  than  14  points) 

Purpose:  To  identify  and 
intervene  on  all  cases  with 
problems  in  order  to  focus  the 
party’s  attention  on  the  concern. 
This  intervention  is  a temporary 
step,  leading  either  to  more 
substantial  interventions  or  to 
resolution. 


j Point  Accumulation  j 

1 2 3 4 5 6 7 8 9 10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25 


The  following  actions  are  considered  if  25  points  or  more  are  reached  in  a quarter  or  if  the  Interventions 
Committee  has  other  significant  concerns: 

• Coordination  with  Licensing  Bodies 

• Initiation  of  sanction  process 


(3)  The  case  requires  the  initia- 
tion of  the  sanction  process 

If  the  Interventions  Committee 
recommends  intervention,  one 
or  more  of  a hierarchy  of  HCFA- 
mandated  corrective  interventions 
can  be  initiated.  Interventions  in- 
clude notification,  education,  in- 
tensified review  of  discharges,  or 
referral  to  the  appropriate  hospital 
committee  for  corrective  action. 
GMCF  expects  that  most  corrective 
interventions  will  be  educational  in 


nature.  Examples  of  education  in- 
terventions include  suggested  or  re- 
quired literature  specific  to  the  de- 
ficiency, suggested  or  required 
participation  in  continuing  medical 
education  courses  and/or  self-ed- 
ucation courses. 

By  the  completion  of  the  Quality 
Intervention  step,  a given  case  has 
been  reviewed  by  up  to  five  physi- 
cians. This,  when  added  to  the  two 
reviews  which  have  already  oc- 
curred, totals  seven  physician  re- 
views. 


Seinctions 

As  discussed  above,  major  em- 
phasis will  be  placed  on  the  cor- 
rection of  identified  problems  and 
the  modification  of  unacceptable 
practice  patterns  through  educa- 
tional and/or  other  interventions  di- 
rected specifically  at  the  involved 
person (s).  Where  corrective  action 
is  not  successful,  GMCF  is  required 
to  identify  and  evaluate  all  potential 
violations  by  practitioners  and  pro- 
viders to  meet  their  obligations  un- 
der Medicare  in  accordance  with 


686 


Journal  of  MAG 


the  policies  and  procedures  out- 
lined in  the  GMCF  Sanction  Plan. 
Sanction  recommendations  to  the 
Office  of  the  Inspector  General 
(OIG)  will  be  reserved  for  those  sit- 
uations where  the  GMCF  Executive 
Committee  determines  that  a prac- 
titioner or  provider  poses  imminent 
risk  to  the  health  of  Medicare  ben- 
eficiaries and/or  demonstrates  an 
unwillingness  or  inability  to  com- 
ply with  statutory  obligations. 

Historically,  the  data  indicate  that 
while  state  PROs  have  reviewed  a 
large  number  of  discharges,  very  few 
sanction  recommendations  have 
been  made,  and  even  fewer  sanc- 
tions have  been  imposed  by  the 
OIG. 

According  to  statistics  compiled 
by  the  HCFA,  since  the  advent  of 
the  Prospective  Payment  System  in 
1983,  there  have  been  nearly 

45.000. 000  hospital  discharges  in- 
volving Medicare  beneficiaries. 
PROs  have  reviewed  approximately 

7.000. 000  of  these  discharges.  As  of 
February  28,  1989,  PROs  have  rec- 
ommended a sanction  in  less  than 
200  cases.  The  OIG  has  imposed  a 
sanction  in  approximately  100  of 
these  cases.’ 

Section  1156  of  the  Social  Se- 
curity Act  imposes  certain 
statutory  obligations  upon  those 
who  provide  services  under  Medi- 
care. These  obligations  are  to  as- 
sure that  the  services  meet  the  fol- 
lowing criteria: 

1.  Provided  economically  and 
only  when,  and  to  the  extent 
they  are  medically  necessary 

2.  Of  a quality  that  meets  profes- 
sionally recognized  standards 
of  health  care 

3.  Supported  by  the  appropriate 
evidence  of  medical  necessity 
and  quality  of  the  services  in 
a form  and  fashion  as  may  be 
required 

Should  the  Intervention  Commit- 
tee decide  to  initiate  the  sanction 
process  rather  than  proceed  with 
the  interventions  described  above, 
an  Initial  Sanction  Notice  is  di- 
rected to  the  involved  party.  If  the 
Committee  recommends  issuing  the 
first  sanction  notice,  it  must  also 
determine  and  confirm  that  the 
practitioner/provider  either: 


1.  Failed  in  a substantial  number 
of  cases  to  substantially  com- 
ply with  any  obligation  im- 
posed under  Section  1156  of 
the  Act;  or 

2.  Grossly  and  flagrantly  violated 
any  such  obligation  in  one  or 
more  instances. 


By  the  completion  of 
the  Quality  Review 
step,  a case  has  been 
reviewed  independently 
by  two  physicians  of 
the  same  specialty  and 
practice  setting,  and 
the  physician/provider 
has  has  an  opportunity 
to  submit  clarification/ 
justification. 


The  distinction  is  an  important 
one,  because  gross  and  flagrant  vi- 
olations may  pose  an  imminent 
danger  to  patients  and  because  of 
the  differences  in  notice  require- 
ments between  these  types  of  vio- 
lations. One  of  two  sanctions  may 
be  imposed: 

1.  A monetary  penalty  for  no 
more  than  the  “actual  or  es- 
timated cost  of  the  medically 
improper  or  unnecessary 
service  so  provided,”  or 

2.  Exclusion  from  the  Medicare 
program  for  a specified  period 
of  time. 

As  the  system  presently  operates, 
GMCF  must  provide  the  practitioner 
or  provider  with  “reasonable  notice 
and  opportunity  for  discussion”  be- 
fore making  its  recommendation  to 
the  OIG.  The  provider  is  entitled  to 
two  notices  and  two  opportunities 
to  submit  additional  information 
and/or  meet  with  the  GMCF  Medical 
Review  Committee  to  discuss  an  al- 
legation of  “substantial  violation  in 
a substantial  number  of  cases.”  The 
Medical  Review  Committee  is  com- 


prised of  three  to  five  physicians, 
at  least  two  of  whom  are  in  the  same 
specialty.  With  an  allegation  of 
“gross  and  flagrant  violation (s),”  the 
provider  is  entitled  to  one  notice 
and  one  opportunity  to  submit  ad- 
ditional information  and/or  meet 
with  the  Medical  Review  Commit- 
tee. 

Based  on  review  of  the  additional 
information,  the  Medical  Review 
Committee  determines  whether  or 
not  it  will  recommend  sanctioning. 
If  a sanction  recommendation  is 
made,  it  is  reviewed  by  the  GMCF 
Executive  Committee  prior  to  the 
issuing  of  a Final  Sanction  Notice 
recommendation  to  the  responsi- 
ble party.  A copy  is  also  directed  to 
the  Inspector  General  for  final  dis- 
position. 

If  GMCF  recommends  the  impo- 
sition of  a sanction,  the  physician 
or  provider  must  be  given  30  days 
notice  and  an  additional  opportu- 
nity to  submit  written  comments  to 
the  OIG. 

It  is  important  to  emphasize  that 
sanctions  are  the  ultimate  pen- 
alties which  may  only  be  imposed 
after  an  individual  or  organization 
has  been  shown  to  be  unwilling  or 
unable  to  correct  the  problems 
identified  by  the  PRO’S  review  proc- 
ess and  quality  intervention  plan  or 
poses  an  immediate  threat  to  pa- 
tient well-being.  The  Inspector  Gen- 
eral decides  whether  the  sanction 
should  be  imposed  only  after  con- 
sidering the  evidence  presented  and 
verifying  that  the  PRO  has  followed 
all  applicable  statutes  and  regula- 
tions. The  OIG  may  accept,  reject, 
or  modify  the  sanction  recommen- 
dations forwarded  by  the  PRO. 

If  the  OIG  accepts  the  recom- 
mendation, this  finding  will  be  pub- 
lished in  the  community.  The  phy- 
sician or  provider  may  appeal  the 
sanction  to  an  Administrative  Law 
Judge  who  will  conduct  a hearing 
to  review  the  facts  of  the  case.  If 
dissatisfied  with  that  appeal,  the 
sanctioned  party  may  then  appeal 
to  the  Secretary’s  Appeals  Council 
and  may  thereafter  seek  judicial  re- 
view in  court. 

It  is  important  to  note  that  the 
Omnibus  Budget  Reconciliation  Act 
of  1987  gives  rural  practitioners  ad- 
ditional protection.  That  is,  they  may 
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request  a hearing  before  an  Admin- 
istrative Law  Judge  before  a deci- 
sion to  exclude  from  Medicare  is 
made. 

Summary 

The  above  material  represents  a 
detailed  discussion  of  the  GMCF 
quality  review  plan,  the  quality  in- 
tervention plan,  and  the  sanction 
plan.  It  should  be  clear  that  every 
effort  is  being  made  by  GMCF-PRO 
to  provide  fair,  realistic,  and  com- 
monsense  quality  of  care  reviews 
to  the  physician  and  hospital  com- 
munity of  Georgia.  It  should  also 
be  evident  that  GMCF  interventions 
will  focus  on  education.  Practicing 
physicians  of  the  appropriate  spe- 
cialty are  involved  at  every  level  of 
the  review,  intervention,  and  sanc- 


tion process.  Due  process  is  af- 
forded to  physicians  and  hospitals 
in  each  plan  as  described  above. 
The  practicing  physician  commu- 


Interventions  include 
notification,  education, 
intensified  review  of 
discharge,  or  referral  to 
the  appropriate  hospital 
committee  for 
corrective  action. 


nity  should  recognize  the  obvious 
need  for  active  participation  in  the 
PRO  review  process  to  provide 


proper  balance  and  perspective  to 
quality  of  care  reviews. 

The  GMCF  29-member  board  (23 
physicians)  is  committed  to  the 
concept  of  maintaining  practicing 
physician  involvement  and  partici- 
pation in  the  HCFA-PRO  program  as 
mandated  by  Congressional  legis- 
lation. It  is  necessary  also  for  GMCF 
to  continue  with  close  communi- 
cation to  MAG  and  all  specialty  so- 
cieties in  order  to  ensure  the  re- 
cruitment of  specialty  physician 
consultants  for  a quality  chart  re- 
view program,  review  of  screening 
criteria,  and  review  committee  par- 
ticipation. 

Reference 
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PHYSICIANS 

• Monthly  Stipend  for  Physicians  in  training  leading  to  qualification  as 
General/Orthopedic/Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board 
eligible  General/Orthopedic  surgeons 
and  anesthesiologists. 

• Flexible  drilling  options. 

• CME  opportunities. 

*Promotion  Opportunities 
*Prestige 

For  graduates  of  AM  A approved  Medical  Schools 

1-800-443-6419 


NAVAL  RESERVE 

You  are  Tomorrow.  You  are  the  Navy. 
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The  Physicians  Fbr  Rural  Areas 

Assistance  Act 

Joe  B.  Lawley 


Although  there  is  a projected 
oversupply  of  physicians  in 
the  United  States  by  the  year  2000, 
there  appears  to  be  a basic  physi- 
cian maldistribution  problem  in 
Georgia.  In  1987,  Georgia  ranked 
first  in  teenage  pregnancy  and  third 
in  infant  morality.’  Seventy-seven 
counties  in  Georgia  are  currently 
designated  in  whole  or  in  part  as 
health  manpower  shortage  areas  by 
the  Department  of  Health  and  Hu- 
man Services. 2 According  to  the 
1986  Georgia  Physician  Report  by 
the  Joint  Board  of  Family  Practice, 
approximately  3,676  physicians  will 
retire  in  Georgia  between  1980  and 
the  year  2000.^  The  majority  of  of 
these  countries  with  physician 
shortage  areas  and  retiring  physi- 
cians are  located  in  rural  Georgia. 

This  physician  maldistribution 
extends  through  the  South  as  well 
as  the  entire  nation.  Recommen- 
dations by  the  Carnegie  Commis- 
sion,'* American  Rural  Health  As- 
sociation,® Southern  Regional 
Education  Board,®  and  the  Council 
on  Graduate  Medical  Education’’ 
stress  the  need  to  develop  methods 
to  assure  the  distribution  of  physi- 


These  programs  to 
attract  practicing 
physicians  into  rural 
areas  form  an 
inexpensive,  efficient, 
interagency  system  of 
activities  that  may  have 
a significant  impact  on 
resolving  physician 
maldistribution  in  the 
state. 


cians  to  areas  of  need.  These  groups 
also  recommend  giving  this  critical 
problem  the  kind  of  attention  that 
has  been  given  in  the  past  two  dec- 
ades to  increasing  health  man- 
power numbers.  It  seems  evident 
that  the  problem  of  maldistribution 
of  physicians  will  not  resolve  itself 
without  continued  attention.  An  ef- 
fective combination  to  redress  phy- 
sician maldistribution,  particularly 
in  rural  Georgia,  may  include  a clear 


Dr.  Lawley  is  Executive  Director.  State  Medical  Ed- 
ucation Board  of  Georgia,  244  Washington  St.  S.W., 
Room  574M,  Atlanta,  GA  30334.  Send  reprint  re- 
quests to  him. 


emphasis  on  health  care  agency  in- 
teraction, incentives  for  young  pri- 
mary care  physicians  to  practice  in 
areas  of  need,  access  to  health  care 
for  all  citizens  in  the  underserved 
areas,  and  activities  that  bring  phy- 
sicians and  community  officials  to- 
gether to  discuss  and  make  deci- 
sions about  practice  opportunities. 

In  Georgia,  18  public  and  private 
agencies  are  working  together  to 
address  this  problem.  The  agencies 
are  as  follows: 

Medical  Association  of  Georgia 
Medical  College  of  Georgia 
Georgia  Bankers  Association 
Georgia  Hospital  Association 
Joint  Board  of  Family  Practice 
State  Medical  Education  Board 
Georgia  Rural  Health  Association 
Mercer  University  School  of  Medi- 
cine 

Georgia  Academy  of  Family  Physi- 
cians 

Georgia  Association  for  Primary 
Health  Care 

Georgia  Chapter,  American  Acad- 
emy of  Pediatrics 

Georgia  Chapter,  American  College 
of  Physicians 
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Georgia  Chapter,  American  College 
of  Surgeons 

Georgia  Osteopathic  Medical  As- 
sociation 

Georgia  Department  of  Human  Re- 
sources 

Georgia  Department  of  Community 
Affairs 

The  University  of  Georgia  Cooper- 
ative Extension  Service 

Georgia  Hospital  Association 
Council  on  Small  and  Rural  Hos- 
pitals 


The  Loan  Repayment  Program 

Discussions  between  a number 
of  these  agency  representatives  and 
board  members  during  the  past  12 
months,  has  resulted  in  their  par- 
ticipation in  drafting  and  support- 
ing House  Bill  567,  “The  Physicians 
For  Rural  Areas  Assistance  Act,” 
which  was  passed  by  the  1989  Ses- 
sion of  the  Georgia  General  Assem- 
bly and  signed  by  Governor  Joe 
Frank  Harris  on  April  13,  1989.  This 
bill  provides  that  the  State  Medical 
Education  Board  (The  “Board”)  will 
administer,  with  the  advice  and  as- 
sistance of  other  pubic  and  private 
associations  and  organizations,  a 
Loan  Repayment  Program  that  will 
give  priority  to  those  applicants  who 
are  physicians  specializing  in  and 
actively  practicing  obstetrics.  After 
giving  such  priority,  the  Board  may 
also  consider  the  applications  of 
physicians  specializing  in  obstet- 
rics/gynecology, family  practice, 
general  practice,  general  internal 
medicine,  general  pediatrics,  gen- 
eral surgery,  psychiatry,  or  other 
medical  specialties  approved  by  the 
Board. 

Under  this  program,  the  Board 
may  grant  physicians  service-can- 
cellable loans  of  up  to  $20,000  per 
year  toward  repayment  of  their 
medical  education  debt  in  return 
for  the  physician’s  agreement  to 
practice  for  at  least  2 years  in  a 
board-approved  rural  area.  A phy- 
sician may  receive  a renewable 
grant  under  this  program  for  up  to 
4 years.  The  general  criteria  to  de- 
termine rural  areas  is  as  follows: 

1 .  The  ratio  of  physician  to  pop- 
ulation in  the  area: 


2.  Indications  of  the  health  sta- 
tus of  the  population  in  the 
area; 

3.  The  poverty  level  and  depend- 
ent age  groups  of  the  popu- 
lation in  the  area; 

4.  Indications  of  community 
support  for  more  physicians 
in  the  area;  and 

5.  Indications  that  access  to  the 
physician’s  services  is  avail- 
able to  every  person  in  the  un- 
derserved area  regardless  of 
ability  to  pay. 


The  State  Medical  Education 
Board  will  work  in  cooperation 
with  several  agencies  to  conduct  an 
annual  assessment  of  the  need  and 
demand  for  primary  health  care 
manpower  in  the  counties  and  other 
areas  of  the  state.  The  type  of  data 
collected  and  treatment  of  the  data 
to  determine  target  counties  can  be 
obtained  by  contacting  the  office  of 
the  State  Medical  Education  Board. 
The  counties  selected  for  this  pro- 
gram beginning  July  1 , 1989  to  June 
30,  1990,  are  as  follows: 


Atkinson 

Baker 

Brooks 

Calhoun 

Candler 

Clinch 

Dodge 

Hancock 

Harris 

Jefferson 

Jenkins 

Johnson 

McIntosh 

Macon 

Marion 

Miller 


Mitchell 

Quitman 

Randolph 

Seminole 

Stewart 

Talbot 

Taliaferro 

Tattnall 

Taylor 

Terrell 

Treutlen 

Turner 

Warren 

Webster 

Wilcox 


Each  county  selected  with  the 
above  criteria  and  approved  by  the 
Board  must  express  interest  in  the 
program  by  completing  an  appli- 
cation. Indications  of  community 
support  as  requested  in  the  appli- 
cation may  include,  but  not  be  lim- 
ited to,  the  following:  a)  indications 
that  county  leaders  will  support  an 
incoming  physician,  b)  assurances 
that  the  physician  from  this  pro- 
gram will  have  access  to  a hospital 
and  will  be  eligible  for  considera- 


tion for  hospital  privileges,  c)  as- 
surances that  the  physician  will 
have  time  to  be  with  family  and  to 
participate  in  professional  contin- 
uing education.  Applications  should 
indicate  what  type  of  practice  is 
available  for  the  incoming  physi- 
cian; what  referral  and  back-up 
services  are  to  be  provided;  what 
the  potential  is  for  sound  peer  group 
relations,  and  what  provision  will 
be  made  for  malpractice  insurance. 
Relocation  allowance,  low  interest 
loans,  financial  income  guarantee 
for  a period  of  time,  office  rent-free 
for  a period  of  time,  and  access  to 
an  older,  established  physician  for 
council,  advice,  and  support  will 
also  be  encouraged.  Indications  of 
how  the  spouse  and  children  of  the 
physician  (if  any)  will  be  accom- 
modated will  be  requested.  Indi- 
cations of  how  the  county  plans  to 
retain  the  physician  after  the  con- 
tract under  this  program  has  ex- 
pired will  be  encouraged. 

Each  target  area  will  be  re- 
quested to  identify  methods  already 
in  place  or  may  be  developed  to 
guarantee  access  to  physician  serv- 
ices and  payment  to  the  physician 
for  indigent  patient  care.  The  ap- 
plication should  indicate  if  the  tar- 
get area  intends  to  provide  financ- 
ing and  training  of  personnel  who 
will  enroll  and  assist  patients  with 
third  party  payor  applications. 

The  counties  or  target  areas  se- 
lected will  not  be  ranked  in  priority 
order  for  placement  purposes.  The 
counties  will  compete  with  each 
other  for  approximately  ten  physi- 
cians during  1989-90.  This  ap- 
proach is  intended  to  encourage  the 
county  or  counties  to  involve  their 
public  and  private  health  care  lead- 
ership and  county  officials  in  de- 
signing their  approach,  coordinat- 
ing their  existing  medical  care,  and 
preparing  a package  to  attract  a 
physician.  The  inclusion,  partici- 
pation, agreement  and  leadership 
of  local  physicians  in  the  plan  to 
recruit  and  retain  a physician  under 
this  program  is  most  important.  En- 
couragement will  be  given  to  the 
target  area  to  present  an  integrated 
system  of  health  care  to  the  pro- 
spective physician  describing  how 
hospital,  local  physicians,  health 
care  providers,  primary  care  cen- 


690 


Journal  of  MAG 


ters,  and  state  and  county  officials 
in  the  target  area  will  work  together 
with  the  incoming  physician.  Each 
target  area  will  be  encouraged  to 
present  a plan  concerning  how  ac- 
cess to  the  physician’s  services  will 
be  made  available  to  every  person 
in  the  target  area  regardless  of  abil- 
ity to  pay. 

It  is  believed  that  the  opportunity 
to  recruit  a critically  needed  phy- 
sician will  motivate  county  leaders 
and  health  care  providers  to  coor- 
dinate a health  care  plan  for  inclu- 
sive services  in  target  areas.  The 
potential  increase  in  health  care 
services  and  the  physician’s  eco- 
nomic impact  on  the  local  area  may 
motivate  the  county  leaders  to  ac- 
tivate their  markets  and  to  recruit 
and  retain  a physician  from  this 
program.  It  calls  upon  the  target  area 
to  bring  together  its  leadership  and 
health  care  resources,  while  at  the 
same  time  bringing  the  resources, 
information,  communication,  and 
professional  expertise  of  18  agen- 
cies to  bear  on  any  one  situation  at 
a given  time. 


It  is  believed  that  the 
opportunity  to  recruit  a 
critically  needed 
physician  will  motivate 
county  leaders  and 
health  care  providers  to 
coordinate  a health 
care  plan  for  inclusive 
services  in  target  areas. 


The  above  program  for  physi- 
cians completing  their  medical 
training  is  linked  to:  (1)  the  tradi- 
tional “Country  Doctor”  scholar- 
ship awards  made  by  the  State  Med- 
ical Education  Board  to  medical 
students  and  (2)  the  annual  Medi- 
cal Fair  which  brings  young  phy- 
sicians together  with  rural  com- 
munities to  talk  about  practice 
opportunities  in  Georgia.  These 
programs  form  an  inexpensive,  ef- 


ficient, interagency  system  of  activ- 
ities that  may  have  a significant 
impact  on  resolving  physician  mal- 
distribution in  the  state.  The  system 
of  activities  is  made  possible  be- 
cause of  the  cooperative  interest, 
participation,  and  professional  as- 
sistance of  the  agencies  involved. 
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A Profile  erf  the  Medical^ 
Uninsured  in  Georgia 

Michael  Rafferty,  M.D. 


Abstract 

The  provision  of  health  care  to  the  growing  number  of 
persons  uninsured  against  medical  expenses  affects 
Georgia  doctors,  hospitals,  and  state  and  local  government 
at  all  levels.  While  much  is  known  nationally  about  the  un- 
insured, there  are  no  good  data  about  this  group  in  Georgia. 
This  study  uses  U.S.  Census  Bureau  data  to  provide  a de- 
mographic profile  of  Georgians  who  lack  health  insurance 
and  to  identify  groups  at  particular  risk  for  being  uninsured. 
Approximately  950,000  (17.7%)  of  non-elderly  Georgia  res- 
idents are  uninsured,  compared  to  37  million  (17.6%)  in  the 
U.S.  as  a whole.  As  is  true  generally  in  the  U.S.,  those  in 
Georgia  who  are  poor,  young,  non-white,  and  in  families 
with  a female  head  are  at  greatest  risk.  Of  particular  note 
are  the  poor  in  Georgia  with  incomes  from  50%  to  100%  of 
the  federal  poverty  level  (55.2%  uninsured).  This  population 
deserves  the  special  attention  of  all  involved  in  finding  a 
solution  to  this  problem. 


Introduction 

WHILE  THERE  ARE 
SEVERAL  es- 
timates of  the  num- 
ber and  demo- 
graphic profile  of 
persons  uninsured 
for  health  care  for 
the  U.S.  as  a 
whole,’’ 2 there  are 
no  such  estimates 
for  the  population 
of  Georgia.  At  the 
same  time,  the 
problem  of  how  to 
pay  for  health  serv- 
ices for  the  unin- 
sured has  so  far 
been  left  to  state 
and  local  govern- 
ments and  to  the  charitable  efforts 
of  hospitals,  doctors,  and  private 
agencies.  All  concerned  need  reli- 
able data  to  tailor  an  approach  suit- 
able to  local  needs.  Both  the  Geor- 
gia Hospital  Association^  and  the 
Association  County  Commission- 
ers of  Georgia^  have  recently  looked 
at  this  problem  from  the  perspec- 
tive of  Georgia  hospitals  and  Geor- 
gia county  governments.  In  order  to 


Dr.  Rafferty  is  Special  Assistant  to  the  Director, 
Georgia  Division  of  Public  Health,  and  Assistant 
Professor  of  Community  Health,  Emory  University 
School  of  Medicine,  Atlanta.  Send  reprint  requests 
to  him  at  Office  of  the  Director,  Division  of  Public 
Health,  878  Peachtree  St.,  Room  200,  Atlanta,  GA 
30309. 

Data  were  provided  by  the  Data  Services  of  the 
University  of  Georgia  and  the  U.S.  Bureau  of  the 
Census.  The  analyses  and  conclusions  presented 
here  are  those  of  the  author  and  do  not  necessarily 
reflect  those  of  the  Division  of  Public  Health,  the 
Department  of  Human  Resources,  or  Emory  Uni- 
versity. 


further  define  the 
problem,  this  study 
uses  the  1987  Cur- 
rent Population  Sur- 
vey of  the  U.S.  Cen- 
sus Bureau  to  make 
some  estimates  of 
the  number  and  de- 
mographic charac- 
teristics of  the  un- 
insured population 
in  Georgia  and  to 
compare  these  es- 
timates to  those  ob- 
tained for  the  United 
States  as  a whole. 
The  number  of  non- 
elderly  Georgia  res- 
idents uninsured  for 
health  care  ex- 
penses is  approxi- 
mately 950,000,  or  17.7%  of  the 
population  under  65  years  old;  by 
comparison  37  million  (17.6%)  of 
the  non-elderly  in  the  U.S.  as  a 
whole  are  uninsured.  In  general,  the 
profile  of  the  uninsured  is  the  same 
in  Georgia  as  in  the  United  States, 
with  those  who  are  poor,  young, 
non-white,  and  in  families  with  a 
female  head  at  greatest  risk.  How- 
ever the  poor  in  Georgia  with  in- 
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comes  from  50%  to  100%  of  the 
federal  poverty  level  are  at  partic- 
ular risk  (55.2%  uninsured)  com- 
pared to  their  counterparts  in  the 
general  population  (36.1%  unin- 
sured in  the  U.S.  as  a whole).  This 
population  deserves  the  special  at- 
tention of  those  involved  in  crafting 
a solution  to  this  problem. 


In  this  state,  few 
public  assistance 
programs  are  available 
to  this  segment  of  the 
poverty  population. 


Methods 

The  Current  Population  Survey 
(CPS)  is  conducted  monthly  by  the 
U.S.  Census  Bureau  and  is  the 
source  of  official  government  un- 
employment figures.^  In  March  of 
each  year,  questions  about  income 
and  income-related  characteristics, 
such  as  coverage  by  a health  in- 
surance plan,  are  added  to  the  basic 
questionnaire.  The  universe  is  the 
civilian  non-institutionalized  pop- 
ulation of  the  United  States,  and 
each  month  data  about  1 63,000  per- 
sons in  70,000  households  through- 
out the  U.S.  are  collected.  Re- 
sponses are  weighted  to  allow 
estimation  of  parameters  for  the 
population  of  interest  as  a whole. 
The  method  of  sampling  employed 
in  the  survey  was  redesigned  in  1986 
to  make  each  state  its  own  sam- 
pling frame,  making  possible  esti- 
mates of  parameters  state  by  state.® 
The  tabulations  presented  here  are 
taken  from  the  March  1987  CPS  and 
represent  responses  to  questions 
about  coverage  for  health  insur- 
ance during  1986.  In  each  house- 
hold surveyed,  a single  respondent 
is  asked  to  provide  information 
about  each  individual  in  the  house- 
hold and  about  the  family  structure 
of  the  family  or  families  living  in 
that  household.  In  this  report,  only 
the  non-elderly  are  considered, 
since  coverage  by  Medicare  is  al- 
most universal  among  those  over 
65  years  of  age. 


Standard  errors  are  provided  for 
estimated  percentages  and  were 
calculated  for  the  U.S.  in  the  fol- 
lowing manner^: 

S = /(B/T)  X (p)  X (100-p) 
where: 

S = Standard  Error 

B = 2077  for  white  or  total 
population 

= 2374  for  black  and  other 
races 

T = Size  of  the  subclass  of  per- 
sons (e.g.,  persons  under 
18  years  old) 

p = Percentage  of  persons  in 
the  subclass  with  the 
characteristic  of  interest 
(e.g.,  insured  or  not  in- 
sured) 

Standard  errors  for  Georgia  are 
calculated  in  the  same  way  and  are 
inflated  by  a factor  of  1 .25  accord- 
ing to  the  method  provided  by  the 
Census  Bureau.®  To  test  the  differ- 
ence between  the  percentage  un- 
insured in  Georgia  and  in  the  U.S., 
the  standard  error  of  the  difference 
between  the  two  percentages  was 
calculated  by  the  following  for- 
mula: 

ds  = ys(g)2  + s(u)2 

dS  = Standard  error  of  the  dif- 
ference between  the 
percentage  uninsured  in 
Georgia  and  the  percent- 
age uninsured  in  the  U.S. 
S(g)  = Standard  error  of  the  pa- 
rameter in  Georgia 
S(u)  = Standard  error  of  the  pa- 
rameter in  the  U.S. 

This  provides  a conservative  es- 
timate (overestimate)  of  the  stand- 
ard error  of  characteristics  that  have 
a high  positive  correlation;^  all 
comparisons  of  characteristics 
(such  as  the  percentage  of  persons 
under  18  without  insurance)  made 
between  Georgia  and  the  U.S.  meet 
this  test.  The  null  hypothesis  of  no 
difference  in  percentages  for  Geor- 
gia and  the  U.S.  for  a given  char- 
acteristic was  then  tested  making  a 
further  assumption  that  for  the  large 
sample  sizes  in  this  study  the  dis- 
tribution of  the  test  statistic  z may 
be  approximated  by  the  normal  dis- 
tribution.® Z was  calculated  as  fol- 
lows: 


z = P(g)  - P(u) 
dS 

where: 

P(g)  = Percentage  uninsured  in 

Georgia 

P(u)  = Percentage  uninsured  in 

the  U.S. 

Estimated  numbers  are  given  in 
the  nearest  unit;  standard  errors  of 
the  estimated  numbers  of  unin- 
sured are  not  shown  in  this  report 
but  are  available  from  the  author 
upon  request. 

Results 

There  were  954,366  non-elderly 
persons  uninsured  for  health  care 
in  Georgia  in  1986,  or  17.7%  of  the 
population  in  this  age  group.  In  the 
entire  U.S.,  37,052,994  (17.6%)  non- 
elderly  lacked  health  insurance  in 
1986.  No  differences  between  the 
percentage  uninsured  in  Georgia  vs. 
the  U.S.  were  identified  on  any 
characteristic,  although  the  per- 
centage of  children  uninsured  in 
Georgia  approaches  statistical  sig- 
nificance (Table  1).  Within  each 
population,  however,  there  are  dis- 
tinct differences  between  the  per- 
centage lacking  health  insurance 
when  one  compares  those  in  Geor- 
gia under  18  (22.7%)  with  those 
older  than  18  (15.5%),  white  with 
non-white  (14.5%  vs.  23.9%),  those 
who  live  in  the  central  portions  of 
cities  with  those  in  all  other  areas 
(22.7%  vs.  17.0%),  or  those  who 
live  in  non-metropolitan  vs.  met- 
ropolitan areas  (20.0%  vs.  16.5%). 
These  differences  are  significant  at 
the  p<.01  level  (age,  race),  or  ap- 
proach significance  (p<.10  - res- 
idence). 

Since  health  insurance  is  often 
extended  to  members  of  a 
family  through  employment  or  wel- 
fare recipiency  by  one  of  its  mem- 
bers, the  uninsured  population  was 
analyzed  according  to  selected 
characteristics  of  the  family  and 
family  head.  In  the  following  dis- 
cussion, the  family  head  is  the 
member  of  the  family  with  the 
greatest  income,  and  a family  in 
which  at  least  one  member  is  re- 
ceiving public  assistance  is  counted 
as  receiving  public  assistance.  The 
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Percent  Uninsured  by  Income  Relative  to  the 
Federal  Poverty  Level 
Georgia  and  the  United  States.  1906 

Percent  Uninsured 


Intervals  shown  are  the  percent  uninsured  in  Georgia  + / — one  standard  error.  Stsuidard  errors 
for  the  percent  uninsured  for  the  U.S.  as  a whole  (not  shown)  are  less  than  1%. 

* p < .01,  two-tailed  test  of  significance. 

**  p < .10,  two-tailed  test  of  significance. 


effects  of  family  characteristics  on 
health  insurance  coverage  differs 
little  in  Georgia  than  in  the  U.S.  as 
a whole  (Table  2).  In  Georgia  per- 
haps a lower  percentage  of  those 
in  families  whose  head  is  a college 
graduate  are  uninsured  (6.9%  vs. 
9.4%  in  the  U.S.,  p<.10),  while  more 
of  those  in  Georgia  families  in  which 
no  family  member  is  working  lack 
health  insurance  compared  to  the 
U.S.  (33.9%  vs.  26.7%,  p<.05).  But, 
as  with  individuals,  uninsured  fam- 
ilies in  Georgia  are  like  uninsured 
families  generally  in  the  U.S.  Within 
each  population,  however,  the 
characteristics  listed  have  a great 
effect  on  coverage.  In  Georgia,  those 
in  female-headed  families  are  al- 
most twice  as  likely  to  be  uninsured 
than  those  in  male-headed  families 
(24.5%  vs.  14.6%),  those  in  single- 
parent families  (27.6%  uninsured) 
and  those  whose  family  head  is  not 
a high  school  graduate  (32.0%  un- 
insured) are  more  than  twice  as 
likely  to  be  uninsured  than  their 
counterparts  in  two-parent  families 
(12.5%)  and  in  families  whose  head 
finished  high  school  (13.6%). 

In  Georgia,  those  in  unemployed 
families  are  more  than  twice  as 
likely  to  be  uninsured  than  those  in 
families  with  at  least  one  member 
working  (33.9%  vs.  15.3%).  How- 
ever, 75.6%  of  Georgia’s  uninsured 
come  from  working  families 
(721,572  of  954,366),  with  only 
24.4%  (232,794)  living  in  families 
with  no  working  members.  The 
problem  is  worse  on  farms,  where 
43.3%  of  those  in  families  whose 
head  works  in  agriculture  lack  in- 
surance for  health  care. 

The  persons  at  greatest  risk  for 
being  uninsured  are  those  in  fam- 
ilies whose  income  falls  below  the 
federal  poverty  level.  In  Georgia, 
351 ,951  of  the  842,036  persons  with 
family  incomes  below  the  poverty 
limit  are  uninsured  (41.8%  vs.  13.2% 
for  the  non-poor).  Within  this  pop- 
ulation, the  poorest  (incomes  less 
than  50%  of  the  poverty  standard) 
are  slightly  better  off  than  their 
counterparts  in  the  general  popu- 
lation (28.3%  vs.  40.9%  uninsured) 
(Figure  1).  However,  the  poor  in 
Georgia  with  incomes  from  50  to 
100%  of  the  poverty  limit  (55.2% 


uninsured)  fare  worse  in  terms  of 
health  insurance  than  either  the  U.S. 
population  in  this  category  or  those 
in  Georgia  who  are  poorer.  While 
the  relationship  between  poverty 
and  health  insurance  is  approxi- 
mately the  same  in  Georgia  as  in 
the  U.S.  generally,  the  poor  with  in- 
comes from  50  to  1 00%  of  the  pov- 
erty standard  are  clearly  worse  off 
(Figure  1). 

There  are  423,077  persons  in  this 
income  bracket  (Table  3).  Of  these, 
233,550  have  no  health  insurance 
(55.2%).  In  the  U.S.  in  general, 
36. 1 % of  those  in  this  income  group 
are  uninsured  (data  not  shown). 
Most  of  those  in  this  income  group 
in  Georgia  are  from  working  fami- 
lies (283,622,  or  67.0%),  and  of 
these  152,876,  or  53.9%,  lack  health 
insurance.  By  contrast,  80,674  of 
139,455  (57.9%)  who  are  in  families 
with  no  working  member  lack  cov- 
erage. Medicaid  covers  100,293  of 
these  poor  (23.7%  vs.  38.1%  in  the 
U.S.  in  general),  and  of  the  remain- 
ing 322,784,  233,550  (72.4%)  are 
uncovered  by  any  form  of  health 
insurance.  In  contrast  to  the  differ- 
ences in  rates  of  coverage  seen  be- 


tween groups  within  the  total  pop- 
ulation in  Georgia  (Tables  1 and  2), 
there  are  no  differences  in  rates 
among  these  poor  by  age,  race, 
sex,or  marital  status  of  the  family 
head,  or  by  employment  status  of 
the  family.  At  this  income  level, 
where  few  public  assistance  ben- 
efits are  available,  the  only  predic- 
tor of  health  insurance  coverage  is 
qualification  for  public  assistance. 
In  this  population,  simply  being 
poor  is  the  main  determinant  of 
whether  one  has  health  insurance. 

The  working  poor  hold  jobs  in 
industries  that  are  less  likely  to  pro- 
vide health  insurance  (Table  4).  In 
Georgia,  where  the  statewide  av- 
erage for  all  workers  and  their  fam- 
ilies is  15.3%  uninsured,  the  “best” 
jobs  are  in  financial  services  (9.5% 
uninsured),  manufacturing  (10.1%), 
and  professional  services  (11.7%). 
The  “worst”  jobs  are  in  wholesale 
or  retail  trade  (20.0%  uninsured), 
construction  (22.6%),  personal 
services  (25.0%),  and  entertain- 
ment and  recreational  services 
(27.8%).  In  Georgia  as  a whole,  the 
“best”  industries  account  for  45% 
of  all  those  in  working  families,  but 
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TABLE  1 — Health  Insurance  Among  the  Non-Elderly  Population  by  Selected  Individual  Characteristics 

Georgia  and  the  United  States,  1986 


Georgii 

3 

United  States 

No  Health 
Insurance 

Total 

Percent 

Uninsured 

(SE) 

No  Health 
Insurance 

Total 

Percent 

Uninsured 

(SE) 

P 

All 

954,366 

5,406,474 

17.7% 

(0.9) 

37,052,994 

210,813,686 

17. me 

(0.1) 

NS 

Age 

Under  18 

360,920 

1,589,292 

22.7% 

(1.9)* 

12,235,982 

63,182,578 

19.4% 

(0.2) 

A 

o 

18-64 

593,446 

3,817,182 

15.5% 

(1.1) 

24,817,012 

147,631,108 

16.8% 

(0.1) 

NS 

Sex 

Male 

443,253 

2,577,372 

17.2% 

(1.3) 

19,046,582 

104,455,515 

18.2% 

(0.2) 

NS 

Female 

511,113 

2,829,102 

18.1% 

(1.3) 

18,006,412 

106,358,171 

16.9% 

(0.2) 

NS 

Race 

White 

518,442 

3,582,272 

14.5% 

(l.D* 

28,844,166 

177,280,037 

16.3% 

(0.1) 

NS 

Non- White 

435,924 

1,824,202 

23.9% 

(1.9) 

8,208,828 

33,533,649 

24.5% 

(0.3) 

NS 

Residence 

Central  City 

139,927 

616,235 

22.7% 

(3.0)t 

11,137,186 

53,249,019 

20.9% 

(0.3) 

NS 

Other 

814,439 

4,790,239 

17.0% 

(1.0) 

25,915,808 

157,546,667 

16.4% 

(0.1) 

NS 

Non-MSA 

355,446 

1,781,239 

20.0% 

(1.7)t 

10,202,027 

52,841,676 

19.3% 

(0.2) 

NS 

MSA 

598,920 

3,625,235 

16.5% 

(1.1) 

26,850,967 

157,972,010 

17.0% 

(0.1) 

NS 

MSA  is  Metropolitan  Statistical  Area. 

SE  is  the  standard  error  of  the  reported  percentages. 

p refers  to  a two-tailed  test  of  significance  for  the  difference  between  percentages  for  Georgia  and  the  United  States. 

* p < .01  for  the  difference  between  percentages  within  categories  in  Georgia,  e.g.  between  under  18  2uid  18-64  years  old. 
t p < .10  for  the  difference  between  percentages  within  categories  in  Georgia. 


TABLE  2 — Health  Insurance  Among  the  Non-Elderly  Population  by  Selected  Family  Characteristics 

Georgia  and  the  United  States,  1986 


Georgia United  States 


No  Health 
Insurance 

Total 

Percent 

Uninsured 

(SE) 

No  Health 
Insurance 

Total 

Percent 

Uninsured 

(SE) 

P 

Sex  of  Family  Head 

Male 

542,205 

3,724,506 

14.6% 

(1.0)* 

23,203,312 

150,449,386 

15.4% 

(0.1) 

NS 

Female 

412,161 

1,681,968 

24.5% 

(1.9) 

13,849,682 

60,364,302 

22.9% 

(0.2) 

NS 

Family  Type 

Married  Couple 

449,257 

3,597,453 

12.5% 

(1.0)* 

20,053,122 

151,069,373 

13.3% 

(0.1) 

NS 

Single  Parent 

505,107 

1,809,020 

27.9% 

(1.9) 

16,999,872 

59,744,314 

28.5% 

(0.3) 

NS 

Education  of  Family  Head 

Not  High  School  Grad 

378,970 

1,185,043 

32.0% 

(2.4)* 

12,596,487 

39,390,059 

32.0% 

(0.3) 

NS 

High  School  Grad 

575,395 

4,221,430 

13.6% 

(1.0) 

24,456,507 

171,423,629 

14.3% 

(0.1) 

NS 

Not  College  Grad 

870,812 

4,199,033 

20.7% 

(1.1)* 

32,282,538 

159,910,124 

20.2% 

(0.1) 

NS 

College  Grad 

83,554 

1,207,442 

6.9% 

(1.3) 

4,770,456 

50,903,562 

9.4% 

(0.2) 

A 

o 

Family  Income 

Below  Poverty  Level 

351,951 

842,036 

41.8% 

(3.1)* 

11,700,917 

30,546,006 

38.3% 

(0.4) 

NS 

Above  Poverty  Level 

602,415 

4,564,438 

13.2% 

(0.9) 

25,352,077 

180,267,681 

14.1% 

(0.1) 

NS 

Public  Assistance  Received 
by  Family 

None 

926,227 

5,102,160 

18.2% 

(1.0)* 

36,296,339 

197,369,473 

18.4% 

(0.1) 

NS 

AFDC  or  Other  Assistance 

28,139 

304,313 

9.2% 

(3.0) 

756,655 

13,444,214 

5.6% 

(0.3) 

NS 

Family  Members  Working 

None 

232,794 

686,973 

33.9% 

(3.3)* 

7,379,761 

27,660,205 

26.7% 

(0.4) 

<.05 

At  Least  One 

721,572 

4,719,501 

15.3% 

(0.9) 

29,673,233 

183,153,481 

16.2% 

(0.1) 

NS 

Family  Head  Works  in 
Agriculture 

No 

931,010 

5,352,549 

17.4% 

(0.9)t 

35,639,342 

206,545,649 

17.3% 

(0.1) 

NS 

Yes 

23,356 

53,925 

43.3% 

(12.2) 

1,413,652 

4,268,037 

33.1% 

(1.0) 

NS 

Family  Head  is  the  member  of  the  family  with  the  greatest  income. 

A fcunily  in  which  at  least  one  member  is  receiving  public  assistance  is  counted  as  receiving  public  assisteuice. 

SE  is  the  standard  error  of  the  reported  percentages. 

p refers  to  a two-tailed  test  of  signiHcance  for  the  difference  between  percentages  for  Georgia  and  the  United  States. 

* p < .01  for  the  difference  between  percentages  within  categories  in  Georgia,  e.g.  between  male  and  female  family  heads. 
**  p < .05  for  the  difference  between  percentages  within  categories  in  Georgia. 
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TABLE  3 — Health  Insurance  Among  the  Non-Elderly  Population 
in  Georgia  With  Family  Incomes  From  50%-100%  of 
Federal  Poverty  Level,  1986 


Afo  Health 
Insurance 

Total 

Percent 

(SE) 

All 

233,550 

423,077 

55.2 

(4.4) 

Age 

Under  18 

123,646 

206,560 

59.9 

(6.1) 

18-64 

109,904 

216,517 

50.8 

(6.1) 

Sex 

Male 

101,063 

171,074 

59.1 

(6.8) 

Female 

132,487 

252,003 

52.6 

(5.7) 

Race 

White 

62,771 

128,771 

48.6 

(7.9) 

Non- White 

170,779 

294,306 

58.0 

(5.6) 

Sex  of  Family  Head 

Male 

108,275 

193,280 

56.0 

(6.4) 

Female 

125,275 

229,797 

54.5 

(5.9) 

Family  Type 

Married  Couple 

79,303 

137,120 

57.8 

(7.6) 

Single  Parent 

154,247 

285,957 

53.9 

(5.3) 

Medicaid  Coverage 

No  Medicaid  Coverage 

233,550 

322,784 

100.0 

(0)* 

Medicaid  Coverage 

0 

100,293 

0.0 

(0) 

Public  Assistance  Received  by  Family 
None  219,415 

351,912 

62.4 

(4.7)* 

AFDC  or  Other  Assistance 

14,135 

71,165 

9.9 

(6.4) 

Family  Members  Working 

None 

80,674 

139,455 

57.9 

(7.5) 

At  Least  One 

152,876 

283,622 

53.9 

(5.3) 

Family  Head  is  the  member  of  the  family  with  the  greatest  income. 

A family  in  which  at  least  one  member  is  receiving  public  assistiuice  is  counted  as  receiving 
public  assistance. 

*p  < .05  for  the  difference  between  percentages  within  categories,  e.g.  between  Under  18  and 
18-64  years  old. 


only  33%  of  workers  and  their  fam- 
ilies among  the  working  poor.  The 
“worst”  industries  account  for  36% 
of  all  working  Georgians  and  their 
families  but  54%  of  the  working 
poor.  This  group  fares  worse  even 
within  the  same  industries  — 55% 
in  the  “best”  industries  are  unin- 
sured, compared  to  11%  for  all 
Georgians,  and  54%  in  the  “worst” 
industries  are  uninsured,  com- 
pared to  21%  for  all  Georgians.  Ex- 
cept in  construction,  where  the 
numbers  are  small,  within  any  in- 
dustry the  working  poor  are  always 
more  likely  to  be  uninsured  than 
the  population  as  a whole.  Both  the 
kinds  of  jobs  (industries)  available 
to  the  working  poor  and  the  jobs 
within  those  industries  contribute 
to  the  lack  of  health  insurance  in 
this  group. 

Discussion 

The  uninsured  use  fewer  health 
services  than  the  insured’’’  and  fore- 
go needed  care  because  of  non- 
coverage.2  Many  are  chronically  ill” 
and  in  need  of  on-going  care,  while 
others  are  denied  admission  to  the 
hospital  even  when  acutely  ill.’^ 
When  the  uninsured  cannot  pay 
their  medical  bills,  doctors,  hos- 
pitals, or  local  governments  who 
operate  public  facilities  must  ab- 
sorb the  cost.  The  federal  govern- 
ment has  failed  to  act  to  protect 
patients,  health  care  institutions, 
and  local  governments  from  the  dif- 
ficulties that  arise  out  of  noncov- 
erage, leaving  the  problem  to  state 
and  local  government  and  the  pri- 
vate efforts  of  doctors  and  hospi- 
tals. 

In  order  to  better  inform  those 
working  toward  a local  solution  to 
this  problem,  this  study  examines 
the  main  predictors  of  health  in- 
surance coverage  among  the  non- 
elderly  population  in  Georgia,  us- 
ing as  a point  of  reference  those 
same  predictors  for  the  U.S.  non- 
elderly  population  in  general.  There 
are  few  differences,  with  the  nota- 
ble exception  that  the  poor  in  Geor- 
gia with  incomes  between  50  and 
100%  of  poverty  are  at  increased 
risk  for  non-coverage  compared  to 
the  poor  in  this  income  bracket  in 
the  U.S.  as  a whole.  In  this  state, 
few  public  assistance  programs  are 
available  to  this  segment  of  the  pov- 


erty population.  Within  Georgia,  the 
usual  determinants  of  health  insur- 
ance coverage  — age,  race,  family 
structure,  and  employment  status 
— do  indeed  predict  coverage  for 
the  population  in  general.  For  the 
poor  in  Georgia  between  50  and 
100%  of  the  poverty  standard,  how- 
ever, these  factors  cannot  be  shown 
to  predict  insurance  status.  Cer- 
tainly, the  smaller  numbers  in  this 
group  increase  the  chance  of  miss- 
ing a real  difference  (type  2 error), 
and  for  certain  characteristics  (e.g., 
age)  the  direction  of  the  difference 
(e.g.,  younger  more  likely  to  be  un- 
insured) is  the  same.  But  for  other 
characteristics  (e.g.,  sex  of  the  fam- 
ily head),  the  direction  is  reversed, 
and  within  the  limitations  of  the  data 
it  appears  that  the  usual  predictors 
are  not  valid.  Put  differently,  pov- 
erty is  the  great  “leveler”  in  this 
group,  making  all  other  determi- 
nants of  health  insurance  coverage 
less  relevant. 


Of  particular  note  is  the  relation- 
ship between  work  and  health  in- 
surance. Among  all  Georgians,  the 
great  majority  (76%)  of  the  unin- 
sured are  from  working  families; 
membership  in  a non-working  fam- 
ily doubles  the  risk  of  being  unin- 
sured. Similarly,  among  Georgians 
with  incomes  from  50  to  100%  of 
poverty,  the  majority  (67%)  are  from 
families  with  a working  member; 
membership  in  an  unemployed 
family,  however,  confers  about  the 
same  risk  of  being  uninsured. 

The  preferred  solution  is  the  cre- 
ation of  jobs  in  industries  that  pro- 
vide health  insurance  to  their  em- 
ployees. These  jobs  must  also  pay 
well  enough  to  lift  families  out  of 
poverty,  since  both  the  kind  of  in- 
dustry and  the  income  of  its  work- 
ers affect  health  insurance  cover- 
age (Table  4).  Government  in 
Georgia  must  encourage  the  right 
kind  of  economic  development  to- 
ward these  ends;  it  must  also  en- 
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TABLE  4 — Non-EIderly  Persons  in  Employed  Families  by  Occupation  and  by  Health  Insurance  Coverage 
All  Georgians  and  the  Poor  from  50%  to  100%  of  Poverty  Level,  1986 


All  Georgians 

Poor  from  50-100%  Poverty 

Occupation 

Percent 
of  Total 
Employed  Employed 

Uninsured 

Employed 

Percent 

Uninsured  (SE) 

Percent 
of  Total 
Employed  Employed 

Uninsured 

Employed 

Percent 

Uninsured 

(SE) 

All 

“Best”  Industries 

4,719,501 

100.0 

721,572 

15.3 

(0.9) 

283,622 

100.0 

152,876 

53.9 

(5.3) 

Financial,  Insurance, 
Real  Estate 

327,362 

6.9 

31,186 

9.5 

(2.9) 

14,935 

5.3 

4,202 

28.1 

(21.0) 

Manufacturing 

765,359 

16.2 

77,149 

10.1 

(2.0) 

41,850 

14.8 

22,392 

53.5 

(13.9) 

Professional  and 
Related  Services 

1,028,707 

21.8 

120,533 

11.7 

(1.8) 

37,691 

13.3 

24,938 

66.2 

(13.9) 

“Best”  Total 
“Worst”  Industries 

2,121,428 

44.9 

228,868 

10.8 

(1.2) 

94,476 

33.3 

51,532 

54.5 

(9.2) 

Retail  & Wholesale 
Trade 

1,160,840 

24.6 

232,231 

20.0 

(2.1) 

61,585 

21.7 

51,136 

83.0 

(8.6) 

Construction 

339,229 

7.2 

76,697 

22.6 

(4.1) 

44,913 

15.8 

2,808 

6.3 

(6.5) 

Personal  Services 
Incl  Private 
Households 

117,515 

2.5 

29,365 

25.0 

(7.2) 

27,794 

9.8 

10,572 

38.0 

(16.6) 

Enteiiainment  and 
Recreational 
Services 

66,806 

1.4 

18,582 

27.8 

(9.9) 

18,582 

6.6 

18,582 

100.0 

(0.0) 

“Worst”  Total 

1,684,390 

35.7 

356,875 

21.2 

(1.8) 

152,874 

53.9 

83,098 

54.4 

(7.3) 

Other 

913,683 

19.4 

135,828 

14.9 

(2.1) 

36,271 

12.8 

18,244 

50.3 

(15.0) 

Occupation  is  the  longest  job  held  in  the  previous  year  by  the  family  member  who  worked  as  defined  in  Tables  2 surd  3. 

Other  includes  Agriculture,  Forestry,  and  Fisheries;  Mining;  Transportation,  Commtmications  and  Other  Public  Utilities;  Public  Administration;  and 
some  part-time  workers  and  Armed  Forces  Personnel. 

Categories  are  Census  Bureau  reclassifications  of  Standard  Industry  Codes,  here  further  aggregated  where  numbers  are  small. 

“Best”  Industries  are  those  in  which  the  proportion  of  uninsured  among  workers  and  their  families  is  less  than  15.3%  (statewide  average  for  all 
workers  and  their  families).  “Worst”  Industries  are  those  in  which  the  proportion  of  uninsured  among  workers  auid  their  families  is  greater  than  the 
statewide  average.  “Other”  is  excluded  from  this  classification. 

SE  is  the  standard  error  of  the  percent  uninsured. 


courage  job  training  to  provide  its 
citizens  an  opportunity  to  take  such 
jobs,  especially  its  poor  citizens. 
Such  an  approach  could  provide 
health  insurance  to  all  but  11% 
(“best”  rate)  of  the  722,000  in  fam- 
ilies now  working  but  uninsured. 
For  the  remainder,  and  for  those 
233,000  in  non-working  families, 
maximization  of  Medicaid  coverage 
by  state  participation  in  optional 
programs  would  cover  some;  the 
federal  match  to  Georgia  Medicaid 
of  almost  two  to  one  makes  this 
approach  desirable  where  state 
money  is  available.  Until  such 
measures  can  be  realized,  how- 
ever, the  existing  public  system 
must  be  given  continued  support. 
Public  hospitals  and  clinics,  such 
as  Atlanta’s  Grady  Memorial  Hos- 
pital, the  various  programs  of  sup- 
port for  indigent  care  in  hospitals 
provided  by  some  county  govern- 


ments, and  programs  that  provide 
public  health  and  personal  health 
services  through  the  Department  of 
Human  Resources  deserve  contin- 
ued funding.  Along  with  the  vol- 
untary efforts  of  hospitals,  doctors, 
and  charitable  organizations,  this 
public  system  must  take  care  of  the 
nearly  1,000,000  Georgians  without 
insurance  to  pay  for  health  care. 
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The  Georgia  Institute  for 
the  Prevention  of  Human  Disease 

and  Accidents 

Maurice  Levy,  Ed.D.,  Frank  A.  Treiber,  Ph.D.,  William  B.  Strong,  M.D.,  Linda  Musante,  Ph.D. 


The  Georgia  Institute  for  the 
Prevention  of  Human  Disease 
and  Accidents  (the  “Prevention  In- 
stitute”) was  approved  by  the  Board 
of  Regents  of  the  University  System 
of  Georgia  and  established  at  the 
Medical  College  of  Georgia  (MCG) 
in  October,  1981.  The  stated  pur- 
poses of  the  institute  at  its  incep- 
tion were  as  follows: 

1 .  To  provide  an  outstanding  ed- 
ucational program  for  medical, 
dental,  nursing,  and  allied  health 
students  and  residents  directed  to- 
ward the  prevention  of  human  dis- 
ease and  accidents. 

2.  To  conduct  interdisciplinary 
scientific  research  in  the  areas  of 
disease  and  accident  prevention. 

3.  To  promote  individual  respon- 
sibility for  the  maintenance  and  im- 
provement of  health  in  adults  and 
children  by  emphasizing  appropri- 
ate lifestyle  behaviors. 

4.  To  educate  health  profession- 
als in  teaching  their  patients  pre- 
ventive measures  that  will  reduce 
disease  and  accidents. 

5.  To  work  cooperatively  with  na- 
tional, state,  and  local  agencies  in 
assisting  the  public  to  adopt  or  con- 
tinue health-centered  lifestyles. 


Background 

The  prevention  of  disease  is  both 
essential  and  implicit  in  health  care. 
The  health-related  discoveries  with 
the  broadest  impact  on  human  ill- 
ness have  been  in  the  realm  of  pre- 
vention. The  global  eradication  of 
smallpox,  the  virtual  elimination  of 
measles  from  the  African  continent, 
and  the  removal  of  poliomyelitis  as 
a health  threat  exemplify  preventive 
medicine  at  its  best. 

Today,  the  leading  causes  of 
death  in  the  United  States  and  most 
first  world  countries  are  chronic 
cardiovascular  disease,  cancer,  and 
accidents  — all  of  which  appear  to 
be  highly  correlated  with  lifestyle 
and  environmental  influences.  The 
prevention  of  diseases  and  acci- 
dents can  result  in  a significant  de- 
crease in  medical  costs  to  society, 
thereby  providing  economic  bene- 
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Department  of  Pediatrics,  Medical  College  of  Geor- 
gia, Augusta,  GA  30912. 


fits  beyond  the  inherent  value  of 
promoting  healthy  lifestyle  behav- 
iors. 

Resources 

The  Prevention  Institute  com- 
prises four  faculty  members,  five  re- 
search assistants,  a data  manager, 
a visiting  professor,  an  administra- 
tive specialist  and  a senior  admin- 
istrative secretary.  Each  of  these  in- 
dividuals has  his/her  own  expertise 
and  talents  that  enhance  the  overall 
effectiveness  of  the  organization. 
The  current  areas  of  expertise  rep- 
resented by  the  faculty  and  staff  are 
preventive  cardiology,  nutrition, 
psychosocial  data  assessment,  and 
physical  activity/physical  fitness 
measurements. 

MCG  appointments  for  faculty  in- 
volved in  Prevention  Institute  activ- 
ities are  made  through  the  various 
departments  within  the  four  schools 
(Medicine,  Dentistry,  Nursing,  and 
Allied  Health).  Therefore,  promo- 
tion, tenure,  and  salary  issues  are 
handled  within  the  individual 
schools  and  departments  to  which 
a particular  faculty  member  be- 
longs. 
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The  Prevention  Institute  is  housed 
in  a 3, 1 50  square  foot  brick  building 
recently  purchased  by  the  Medical 
College  of  Georgia  and  is  located 
near  the  medical  student  resi- 
dences and  the  Student  Center.  The 
Institute  has  10  offices,  a confer- 
ence room,  physical  and  psycho- 
logical stress  testing  laboratories, 
and  a fully  equipped  kitchen. 

Activities 

The  activities  of  the  Prevention 
Institute  can  be  categorized  in  the 
same  manner  as  those  of  its  parent 
institution,  MCG.  Those  activities 
fall  under  the  categories  of  Re- 
search, Education,  and  Service. 

Research 

Two  National  Heart,  Lung,  and 
Blood  Institute  grants  that  have  been 
awarded  to  faculty  at  the  Prevention 
Institute  are  the  principal  sources 
of  support  for  the  Institute,  al- 
though MCG  has  also  provided  sub- 
stantial resources.  The  first  grant. 
Studies  of  Children’s  Activities  and 
Nutrition  (SCAN),  is  in  the  4th  year 
of  its  5 year  projected  funding  pe- 
riod. The  second  grant.  Essential 
Hypertension:  Role  of  Race  and 
Stress,  began  in  December,  1988,  is 
a 5 year  First  Award  to  study  ante- 
cedents of  hypertension.  Additional 
grant  applications  will  be  submit- 
ted to  funding  agencies  whose 
priorities  are  similar  to  those  of  the 
Prevention  Institute. 

The  following  is  a brief  synopsis 
of  some  of  the  findings  by  content 
area. 

Physiological  Studies 

The  Sport  Tester  PE  3000  porta- 
ble heart  rate  monitor  was  validated 
in  both  laboratory  and  field  set- 
tings. The  Sport  Tester  was  found 
to  be  a practical  inexpensive,  reli- 
able, and  valid  means  of  assessing 
heart  rate  in  children  across  a num- 
ber of  settings  with  a variety  of 
physical  exercises.  It  should  prove 
useful  in  research  and  applied  set- 
tings with  individuals  as  young  as 
4 years  of  age  for  whom  heart  rate 
monitoring  is  important.’ 

Previous  studies  have  observed 
that  black  children  exhibit  greater 
blood  pressure  increase  to  dy- 
namic exercise  than  do  white  chil- 
dren. We  recently  found  in  a sam- 
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pie  of  10-year-old  boys  that  blacks 
exhibited  higher  levels  of  total  pe- 
ripheral resistance  from  pre-exer- 
cise throughout  each  workload 
compared  to  their  white  cohorts. 
The  white  boys  exhibited  greater 
cardiac  output  at  each  level  of  ac- 
tivity. A trend  toward  greater  blood 
pressure  increases  in  the  black  boys 
was  noted  which  appeared  to  be 
due  to  less  attenuation  of  total  pe- 
ripheral resistance  rather  than  the 
expected  increases  in  cardiac  out- 
put.^ 

Racial  differences  in  young  chil- 
dren’s blood  pressure  re- 
sponses to  treadmill  exercise  were 
recently  examined.  The  findings  in- 
dicate that  in  4 to  6-year-old  chil- 
dren, blacks  exhibited  greater  sys- 
tolic blood  pressure  increases  than 
whites.^  These  findings  corroborate 
outcomes  of  previous  studies  which 
involved  older  children  and  adults. 

Several  studies  in  young  adults 
have  indicated  that  blacks  show 
greater  cardiovascular  reactivity  to 
alpha  adrenergic  mediated  stress 
than  whites  (e.g.,  forehead  cold 
stimulation).  Recent  findings  from 
the  Prevention  Institute  stress  lab- 
oratory have  shown  that  among 
black  boys,  11  to  14  years  of  age, 
those  with  a positive  family  history 
of  essential  hypertension  exhibited 
greater  increases  in  diastolic  blood 
pressure  to  forehead  cold  stimula- 
tion than  their  cohorts  who  had  a 
negative  family  history  of  essential 
hypertension.’'  Again,  these  differ- 
ences in  blood  pressure  reactivity 
were  due  to  greater  increases  in  to- 
tal peripheral  resistance.  Collec- 
tively, findings  from  these  reactivity 


studies  are  important  because  the 
exaggerated  cardiovascular  reactiv- 
ity of  blacks  may  partially  account 
for  the  well  established  racial  dif- 
ferences in  the  incidence  of  essen- 
tial hypertension  and  its  associated 
morbidity  and  mortality. 

Physical  Activity/Health  Related 
Physical  Fitness 

Prospective  studies  with  adults 
have  indicated  that  greater  levels  of 
habitual  physical  activity  are  asso- 
ciated with  decreased  incidence  of 
cardiovascular  diseases.  Little  is 
known  about  this  relationship  in 
children.  Using  a sample  of  10-year- 
old  white  children,  we  examined 
the  relationship  between  parental 
reports  of  the  children’s  physical 
activity  to  response  to  a supine  cy- 
cleergometer  exercise.  Findings  in- 
dicated that  children  who  are  less 
physically  active  weighed  slightly 
more  than  the  high  physical  activity 
group,  but  no  differences  were 
noted  in  height  or  body  surface  area. 
The  low  physical  activity  group  had 
greater  heart  rate,  systolic  blood 
pressure,  cardiac  output,  and  rate 
pressure  product.  They  also  showed 
a trend  toward  greater  cardiac  in- 
dex and  lower  peripheral  resist- 
ance at  pre-exercise.  Comparisons 
at  maximal  exercise  found  the  less 
physically  active  group  to  have 
greater  mean  arterial  pressure  and 
systolic  blood  pressure.  The  more 
physically  active  group  showed 
greater  duration  of  exercise."*  These 
findings  confirm  the  early  relation- 
ship between  physical  activity  lev- 
els and  children’s  physical  fitness 
and  associated  cardiovascular  risk 
indices. 

Psychosocial  Factors 

Hostility  appears  to  be  the  com- 
ponent of  Type  A behavior  pattern 
that  is  a strong  contributor  to  cor- 
onary artery  disease.  We  recently 
adapted  brief  versions  of  two  hos- 
tility scales  that  have  been  used  with 
adults  and  have  been  associated 
with  severity  of  arterial  occlusion. 
Using  a sample  of  88  children  6 to 
10  years  of  age,  we  found  that  these 
modified  scales  exhibited  adequate 
psychometric  properties  and  that 
hostility  was  associated  with  chil- 
dren’s resting  blood  pressure.® 
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We  have  been  evaluating  the  early 
development  of  the  Type  A behav- 
ior pattern  in  children.  Recent  find- 
ings indicate  that  in  preschool-aged 
children,  Type  A behavior  pattern 
depends  on  an  interaction  of  family 
history  of  coronary  artery  disease 
and  parental  hostility.®  That  is,  chil- 
dren from  families  with  positive  his- 
tories of  coronary  artery  disease 
who  also  had  mothers  who  re- 
ported frequent  overt  expression  of 
hostility  and  anger  exhibited  higher 
scores  on  the  impatience/aggres- 
sion component  of  a Type  A be- 
havior scale.  These  findings  indi- 
cate the  complex  relationship 
between  Type  A behavior  and  the 
early  influence  of  family  members. 

Nutrition 

The  accurate  evaluation  of  young 
children’s  dietary  habits  is  an  im- 
portant methodologic  issue  in  the 
assessment  of  the  early  develop- 
ment of  lifestyle-related  behaviors 
associated  with  cardiovascular  dis- 
eases. Children’s  dietary  intake  var- 
ies considerably  from  day  to  day 
and  thus  a food  frequency  ques- 
tionnaire might  be  useful  in  reflect- 
ing food  intake  patterns  over  longer 
periods  of  time.  Such  forms  have 
not  been  used  with  preschool-aged 
children.  We  have  recently  exam- 
ined the  test-retest  reliabilities  of  a 
3-month  food-frequency  question- 
naire and  the  24  hour  recall  with 
parental  reports  of  their  preschool 
children’s  nutrient  intakes.®  Find- 
ings coroborating  other  studies  in- 
dicating there  was  significant  vari- 
ability in  the  two  sets  of  24  hour 
recalls  which  were  separated  by  a 
1 week  interval.  However,  several 
nutrients  were  found  to  be  stable 
across  this  time  including  polyun- 
saturated fat,  cholesterol,  and  total 
carbohydrates.  On  the  other  hand, 
the  food  frequency  questionnaire 
was  found  to  exhibit  significant  cor- 
relations between  the  two  reports 
on  all  categories  of  nutrients.  These 
findings  indicate  that  due  to  signif- 
icant variability  in  day  to  day  food 
intake  of  preschool  aged  children, 
food  frequency  questionnaires  that 
obtain  dietary  information  over 
longer  periods  of  time  may  be  more 
useful  in  health  research  than  24 
hour  recall  measures.  However,  24 


hour  recalls  appear  to  be  useful  in 
the  assessment  of  specific  nutrient 
changes  across  shorter  durations  of 
time.  Further  work  is  underway  ex- 
amining the  validity  of  the  3-month 
food  frequency  questionnaire  with 
this  age  range  of  children. 


The  prevention  of 
diseases  and  accidents 
will  result  in  a 
significant  decrease  in 
medical  costs  to 
society,  thereby 
providing  additional 
benefits  beyond  the 
inherent  value  of 
promoting  healthy 
lifestyle  behaviors. 


Education 

The  Students  for  Community  In- 
volvement (SCI)  Program  is  the  ed- 
ucational arm  of  the  Prevention  In- 
stitute.^ SCI,  which  is  in  its  10th  year, 
was  implemented  as  an  integral 
component  of  the  Preventive  Car- 
diology Academic  Award,  a Na- 
tional Heart,  Lung,  and  Blood  In- 
stitute funded  grant.  It  has 
continued  through  internal  funding 
from  MCG.  SCI  is  the  most  heavily 
subscribed  elective  course  in  the 
School  of  Medicine.  During  the  past 
10  years,  over  550  medical  students 
have  learned  the  basic  elements  of 
preventive  cardiology  (including, 
nutrition,  anti-smoking,  natural  his- 
tory of  atherosclerosis,  and  physi- 
cal fitness).  In  turn,  they  have  taught 
these  principles  to  more  than  20,000 
sixth  grade  students  in  the  local 
public  schools. 

The  medical  students  enrolled  in 
SCI  attend  15  1-hour  sessions  that 
occur  biweekly  at  noon.  MCG  fac- 
ulty and  visiting  professors  present 
a cardiovascular  risk  factor  curric- 
ulum that  will  have  future  impact 
on  both  the  medical  students  and 
their  sixth  grade  students.  The  final 
activity  is  the  actual  teaching  phase 
where  the  medical  students  present 


the  preventive  cardiology  topics  to 
children  in  the  local  public  schools. 
Each  medical  student  is  expected 
to  present  two  to  three  classroom 
sessions. 

In  addition  to  SCI,  two  faculty 
members  from  other  universities 
have  taken  their  sabbatical  year  with 
the  Prevention  Institute.  Both  fac- 
ulty members  contributed  signifi- 
cantly to  the  Institute  and  enhanced 
their  professional  development 
through  their  interaction  with  fac- 
ulty and  staff. 

Service 

A Family  Cardiac  Risk  Reduction 
Clinic  has  recently  been  imple- 
mented to  provide  patient  care  serv- 
ices to  families  who  have  been 
identified  to  be  at  high  risk  for  car- 
diovascular disease  based  on  fam- 
ily health  histories  and  cholesterol 
screening.  An  individualized  inter- 
vention program  is  designed  for 
each  family  through  the  collabo- 
rative efforts  of  two  internists,  a pe- 
diatric preventive  cardiologist,  and 
a nutritionist.  This  Clinic  is  an  out- 
standing example  of  preventive  car- 
diology/lifestyle modification  in  ac- 
tion as  well  as  interdepartmental 
collaboration.  Referral  of  children 
and  their  families  for  evaluation  in 
the  various  laboratories  of  the  Geor- 
gia Prevention  Institute  is  available. 

Another  example  of  collabora- 
tion, but  on  the  national  level,  is 
one  in  which  a Prevention  Institute 
faculty  member  collaborated  with 
experts  from  the  American  Health 
Foundation  to  produce  a mono- 
graph detailing  the  means  by  which 
pediatric  preventive  cardiology  can 
be  implemented  in  the  physician’s 
office  setting.  It  establishes  guide- 
lines for  office  cholesterol  screen- 
ing. Based  on  the  recommenda- 
tions, many  hypercholesterolemic 
patients  have  been  identified  after 
screening  of  their  children. 

The  Prevention  Institute  encour- 
ages and  participates  in  collabo- 
rative programs  across  department 
and  school  boundaries.  In  the  re- 
cent past,  for  example.  Prevention 
Institute  faculty  brought  together 
other  faculty  from  the  Schools  of 
Dentistry  and  Medicine  whose 
combined  efforts  resulted  in  a 
funded  grant. 
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Institutional  Support 

In  1985,  the  former  President  of 
MCG  presented  a master  plan  for 
the  growth  and  development  of  the 
MCG  to  all  constituencies  of  the  in- 
stitution. One  of  the  areas  of  that 
plan  identified  as  having  high  prior- 
ity was  health  promotion/disease 
prevention. 


The  practicing 
physician  has  and  will 
continue  to  benefit  in 
many  ways  from  the 
activities  of  the 
Prevention  Institute. 
The  medical  students 
and  physicians  who 
have  completed  the 
Students  for 
Community 
Involvement  Elective 
course  are  prevention 
oriented,  and  some 
have  organized  or  been 
significantly  involved  in 
their  own  community 
programs. 


The  administration  of  the  Medi- 
cal College  has  made  a com- 
mitment to  assist  the  Prevention  In- 
stitute to  achieve  its  goals  and 


objectives  of  promoting  health  and 
preventing  diseases  and  accidents. 
By  providing  the  Institute  with  a 
building,  salaries  for  personnel,  and 
necessary  equipment,  MCG  has 
both  encouraged  and  aided  in  the 
achievement  of  numerous  accom- 
plishments that  would  otherwise 
have  been  difficult. 

Conclusion 

The  practicing  physician  has  and 
will  continue  to  benefit  in  many 
ways  from  the  activities  of  the  Pre- 
vention Institute.  The  medical  stu- 
dents and  physicians  who  have 
completed  the  Students  for  Com- 
munity Involvement  Elective  course 
are  prevention  oriented,  and  some 
have  organized  or  been  signifi- 
cantly involved  in  their  own  com- 
munity programs.  One  medical 
graduate  has  organized  a group  of 
high  school  students  in  the  North 
Carolina  community  where  he  is 
practicing  to  learn  basic  concepts 
of  preventive  cardiology  and  teach 
those  concepts  to  elementary 
school  children  in  their  commu- 
nity. 

The  research  activities  at  the  Pre- 
vention Institute  will  help  provide 
answers  to  major  lifestyle  behavior 
questions  that  significantly  influ- 
ence the  health  of  patients.  Areas 
of  investigation  that  most  likely  will 
be  of  greatest  interest  to  physicians 
in  practice  are  nutrition  and  exer- 
cise-related studies.  The  results  will 
demonstrate  the  importance  of 
these  behaviors  as  well  as  the 
means  to  identify  the  individual  at 
risk  and  implement  appropriate  in- 
terventions. 


The  Prevention  Institute  can  pro- 
vide information  to  physicians 
on  state-of-the-art  health  promo- 
tion/disease prevention  activities. 
Physicians  who  are  interested  in  any 
of  the  aspects  of  Prevention  Insti- 
tute activities  or  health  promotion 
programs/findings  at  other  institu- 
tions can  either  contact  the  Preven- 
tion Institute  at  the  address  listed 
above  or  by  phone  at  (404)  721- 
4534. 
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CLASSIFIEDS 


PHYSICIAN  WANTED 

Multispecialty  group  in 

Birmingham,  Alabama,  closely 
affiliated  with  the  University  of 
Alabama  School  of  Medicine  is 
recruiting  for  a Radiologist, 
Neonatologist,  and  Orthopedic 
Surgeon.  All  are  hospital-based 
positions  with  attractive  working 
hours  and  teaching  opportunities. 
For  more  information,  contact 
Neal  Miller,  Birmingham,  AL 
35255. 


OTHER 

1990  CME  Cruise/Conference  on 
Medicolegal  Issues  and  Selected 
Medical  Topics  — Caribbean, 
Bermuda,  Alaska/Canada,  New 
England,  Scandinavia,  W. 
Mediterranean,  Europe,  Asia, 

Trans  Panama  Canal.  Approved 
for  20-28  CME  Category  1 Credits 


(AMA/PRA)  and  AAFP  prescribed 
credits.  Distinguished  lecturers. 
Excellent  group  fares  on  finest 
ships.  Pre-scheduled  in 
compliance  with  IRS 
requirements.  Information: 
International  Conferences,  1290 
Weston  Rd.,  Suite  316,  Ft. 
Lauderdale,  FL  33326.  (800)  521- 
0076  or  (305)  384-6656. 


Wanted  ASAP:  BC/BE  primary 
care  physician  (FP  or  IM).  83-bed 
JCAHO  hospital,  35  miles  west  of 
Atlanta.  Contact  Ray  Brees, 
Administrator,  Paulding  Memorial 
Medical  Center,  600  W.  Memorial 
Dr.,  Dallas,  GA  30312.  (404)  445- 
4411,  Ext.  205. 

Rome,  Georgia:  Seeking 
emergency  physician  for  position 
in  excellent  community  1 hour 
from  Atlanta.  Current  volume 
16,000/year  and  growing.  Practice 
is  primarily  medical,  strong  open 
heart  surgery  program,  good  back- 
up and  facilities.  Guarantee  plus 
incentives.  Contact  John  Minchey 
or  Lynn  Massingale  at  (615)  693- 
1000. 

Wanted  ASAP:  BC/BE 
Orthopaedic  Surgeon.  83-bed 
JCAHO  hospital,  35  miles  west  of 
Atlanta.  Contact  Ray  Brees, 
Administrator,  Paulding  Memorial 
Medical  Center,  600  W.  Memorial 
Dr.,  Dallas,  GA  30132.  404-445- 
4411,  Ext.  205. 

FOR  RENT 

Medical  office  space  available  in 
free  standing  MOB.  Excellent 
street  signage  (1000-1400  sq.  ft.). 

3 exam  rooms/pvt.  Office/ 
reception  room/business  office. 
Great  location  in  fast-growing 
south  Cherokee  county.  By 
appointment  only.  (404)  952-2677. 


STAFF 

PHYSICIAN 


Atlanta  area  employer  has  an  imme- 
diate opening  tor  a BC/BE  Occupational 
Physician  with  clinical  experience  in  pri- 
mary core  specialty  Position  will  provide 
professional  services  tor  employees  of 
major  manufacturing  firm  located  in 
an  attractive  suburb  of  Atlanta. 

We  offer  a competitive  starting  salary 
and  benefit  package  including  com- 
pany provided  relocation.  Career 
minded  individuals  mc^  send  resume 
including  current  earnings  to:  THE 
LOCKHEED  AERONAUTICAL  SYSTEMS 
COMPANY-GEORGIA,  Professional 
Employment  Dept.  90-31-210/A 
Marietta,  GA  30063, 


'^^^Lockheed 

Aeronautical  Systems  Company 


A Equal  Opportunity/Affirmative  Action  Employer 
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through  management 


Xhroughout  Joes  battle  with  cancer,  you've  been  there,  providing 
both  medical  care  and  human  concern.  From  diagnosis  through  each 
phase  of  treatment,  for  your  patients  with  cancer,  alleviation  of  pain  is  an 
important  consideration  in  managing  their  condition.  During  the  course 
of  therapy,  DEMEROL®  can  provide  effective  relief  of  oncologic  pain  when 
your  patients  require  analgesia  more  potent  than  codeine  combinations 
less  potent  than  morphine.  DEMEROL  for  cancer...  and  other  conditions 
moderate  to  severe  pain. 

Your  skills  help  save  your  patients'  lives.  DEMEROL  can  help  relieve 
their  painf 

■ DEMEROL  The  only  brand  name  of 
meperidine  HCl  you  can  specify  that's  available 
in  a wide  range  of  dosage  forms. 


when  morphine 
is  too  much... 
codeine  combinations 
not  enough 


TABLETS 

INJECTABLE 

SYRUP 


brand  of  meperidine  HCl,  USP 

The  original  for  relief 


*See  next  page  for  product  information  concerning  contraindications,  warnings, 
adverse  reactions  and  prescribing  and  precautionary  recommendations. 
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HYDROCHLORIDE 

Brand  of 
MEPERIDINE 
HYDROCHLORIDE,  USP 

DESCRIPTION 

Meperidine  hydrochloride  is  ethyl  1-methyl-4-phenylisonipeco- 
tate  hydrochloride,  a white  crystalline  substance  with  a melting 
point  of  186°C  to  189°C.  It  is  readily  soluble  in  water  and  has  a 
neutral  reaction  and  a slightly  bitter  taste  The  solution  is  not 
decomposed  by  a short  period  of  boiling 

The  syrup  is  a pleasant-tasting,  nonalcoholic,  banana-flavored 
solution  containing  50  mg  of  DEMEROL  hydrochloride,  brand  of 
meperidine  hydrochloride,  per  5 mL  teaspoon  (25  drops  contain 
13  mg  of  DEMEROL  hydrochloride).  The  tablets  contain  50  mg 
or  100  mg  of  the  analgesic. 

DEMEROL  hydrochloride  iniectable  is  supplied  in  Carpujecf 
Sterile  Cartridge-Needle  Unit  of  2.5%  (25  mg/1  mL),  5%  (50  mg/ 

1 mL),  7,5%  (75  mg/1  mL),  and  10%  (100  mg/1  mL).  Uni-Amp"  Unit 
Dose  Pak  — ampuls  of  5%  solution  (25  mg/0.5  mL),  (50  mg/1  mL), 
(75  mg/1.5  mL),  (100  mg/2  mL),  and  10%  solution  (100  mg/1  mL). 
Uni-NesU“  Pak  — ampuls  of  5%  solution  (25  mg/0.5  mL),  (50  mg/ 

1 mL),  (75  mg/1.5  mL),  (100  mg/2  mL),  and  10%  solution  (100  mg/ 

1 mL).  Multiple-dose  vials  of  5%  and  10%  solutions  contain  metacresol 
0.1%  as  preservative. 

The  pH  of  DEMEROL  solutions  is  adjusted  between  3.5  and  6 with 
sodium  hydroxide  or  hydrochloric  acid. 

DEMEROL  hydrochloride,  brand  of  meperidine  hydrochloride, 

5 percent  solution  has  a specific  gravity  of  1.0086  at  20°C  and  10 
percent  solution,  a specific  gravity  of  1,0165  at  20°C. 

Inactive  Ingredients— JABIEIS:  Calcium  Sulfate,  Dibasic  Calcium 
Phosphate,  Starch,  Stearic  Acid,  Talc.  SYRUP;  Benzoic  Acid,  Flavor, 
Liquid  Glucose,  Purified  Water,  Saccharin  Sodium. 

CLINICAL  PHARMACOLOGY 

Meperidine  hydrochloride  is  a narcotic  analgesic  with  multiple 
actions  qualitatively  similar  to  those  of  morphine;  the  most  promi- 
nent of  these  involve  the  central  nervous  system  and  organs 
composed  of  smooth  muscle.  The  principal  actions  of  therapeutic 
value  are  analgesia  and  sedation. 

There  is  some  evidence  which  suggests  that  meperidine  may 
produce  less  smooth  muscle  spasm,  constipation,  and  depression 
of  the  cough  reflex  than  equianalgesic  doses  of  morphine.  Meperidine, 
in  60  mg  to  80  mg  parenteral  doses,  is  approximately  equivalent  in 
analgesic  effect  to  10  mg  of  morphine.  The  onset  of  action  is  slightly 
more  rapid  than  with  morphine,  and  the  duration  of  action  is  slightly 
shorter.  Meperidine  is  significantly  less  effective  by  the  oral  than  by 
the  parenteral  route,  but  the  exact  ratio  of  oral  to  parenteral  effective- 
ness is  unknown. 

INDICATIONS  AND  USAGE 

For  the  relief  of  moderate  to  severe  pain  (parenteral  and  oral  forms) 
For  preoperative  medication  (parenteral  form  only) 

For  support  of  anesthesia  (parenteral  form  only) 

For  obstetrical  analgesia  (parenteral  form  only) 

CONTRAINDICATIONS 

Hypersensitivity  to  meperidine. 

Meperidine  is  contraindicatd  in  patients  who  are  receiving 
monoamine  oxidase  (MAO)  inhibitors  or  those  who  have  recently 
received  such  agents.  Therapeutic  doses  of  meperidine  have  occa- 
sionally precipitated  unpredictable,  severe,  and  occasionally  fatal 
reactions  in  patients  who  have  received  such  agents  within  14  days. 
The  mechanism  of  these  reactions  is  unclear,  but  may  be  related  to 
a preexisting  hyperphenylalaninemia.  Some  have  been  characterized 
by  coma,  severe  respiratory  depression,  cyanosis,  and  hypotension, 
and  have  resembled  the  syndrome  of  acute  narcotic  overdose.  In 
other  reactions  the  predominant  manifestations  have  been  hyper- 
excitability, convulsions,  tachycardia,  hyperpyrexia,  and  hypertension. 
Although  it  is  not  known  that  other  narcotics  are  free  of  the  risk  of 
such  reactions,  virtually  all  of  the  reported  reactions  have  occurred 
with  meperidine  If  a narcotic  is  needed  in  such  patients,  a sensitivity 
test  should  be  performed  in  which  repeated,  small,  incremental 
doses  of  morphine  are  administered  over  the  course  of  several  hours 
while  the  patient's  condition  and  vital  signs  are  under  careful  obser- 
vation. (Intravenous  hydrocortisone  or  prednisolone  have  been  used 
to  treat  severe  reactions,  with  the  addition  of  intravenous  chlor- 
promazine  in  those  cases  exhibiting  hypertension  and  hyperpyrexia. 
The  usefulness  and  safety  of  narcotic  antagonists  in  the  treatment 
of  these  reactions  is  unknown.) 

Solutions  of  DEMEROL  and  barbiturates  are  chemically  incompatible. 

WARNINGS 

Drug  Dependence.  Meperidine  can  produce  drug  dependence  of 
the  morphine  type  and  therefore  has  the  potential  for  being  abused. 
Psychic  dependence,  physical  dependence,  and  tolerance  may 
develop  upon  repeated  administration  of  meperidine,  and  it  should 
be  prescribed  and  administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  morphine.  Like  other  narcotics,  meperidine 
is  subject  to  the  provisions  of  the  Federal  narcotic  laws. 

Interaction  with  Dther  Central  Nervous  System  Depressants. 
MEPERIDINE  SHOULD  BE  USED  WITH  GREAT  CAUTION  AND  IN 
REDUCED  DOSAGE  IN  PATIENTS  WHO  ARE  CONCURRENTLY 
RECEIVING  OTHER  NARCOTIC  ANALGESICS.  GENERAL  ANES- 
THETICS, PHENOTHIAZINES,  OTHER  TRANQUILIZERS  (SEE  DOSAGE 
AND  ADMINISTRATION),  SEDATIVE-HYPNOTICS  (INCLUDING 
BARBITURATES),  TRICYCLIC  ANTIDEPRESSANTS  AND  OTHER 


CNS  DEPRESSANTS  (INCLUDING  ALCOHOL).  RESPIRATORY 
DEPRESSION,  HYPOTENSION,  AND  PROFOUND  SEDATION  OR 
COMA  MAY  RESULT. 

Head  Injury  and  Increased  Intracranial  Pressure.  The  respiratory 
depressant  effects  of  meperidine  and  its  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated  in  the  presence 
of  head  injury,  other  intracranial  lesions,  or  a preexisting  increase  in 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse 
reactions  which  may  obscure  the  clinical  course  of  patients  with 
head  injuries.  In  such  patients,  meperidine  must  be  used  with 
extreme  caution  and  only  if  its  use  is  deemed  essential. 

Intravenous  Use.  If  necessary,  meperidine  may  be  given  intra- 
venously, but  the  injection  should  be  given  very  slowly,  preferably  in 
the  form  of  a diluted  solution.  Rapid  intravenous  injection  of  narcotic 
analgesics,  including  meperidine,  increases  the  incidence  of  adverse 
reactions;  severe  respiratory  depression,  apnea,  hypotension, 
peripheral  circulatory  collapse,  and  cardiac  arrest  have  occurred. 
Meperidine  should  not  be  administered  intravenously  unless  a nar- 
cotic antagonist  and  the  facilities  for  assisted  or  controlled  respiration 
are  immediately  available.  When  meperidine  is  given  parenterally, 
especially  intravenously,  the  patient  should  be  lying  down. 

Asthma  and  Other  Respiratory  Conditions.  Meperidine  should  be 
used  with  extreme  caution  in  patients  having  an  acute  asthmatic 
attack,  patients  with  chronic  obstructive  pulmonary  disease  or  cor 
pulmonale,  patients  having  a substantially  decreased  respiratory 
reserve,  and  patients  with  preexisting  respiratory  depression, 
hypoxia,  or  hypercapnia.  In  such  patients,  even  usual  therapeutic 
doses  of  narcotics  may  decrease  respiratory  drive  while  simulta- 
neously increasing  airway  resistance  to  the  point  of  apnea. 

Hypotensive  Effect.  The  administration  of  meperidine  may  result 
in  severe  hypotension  in  the  postoperative  patient  or  any  individual 
whose  ability  to  maintain  blood  pressure  has  been  compromised 
by  a depleted  blood  volume  or  the  administration  of  drugs  such  as 
the  phenothiazines  or  certain  anesthetics. 

Usage  in  Ambulatory  Patients.  Meperidine  may  impair  the  mental 
and/or  physical  abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  driving  a car  or  operating  machinery.  The 
patient  should  be  cautioned  accordingly. 

Meperidine,  like  other  narcotics,  may  produce  orthostatic  hypo- 
tension in  ambulatory  patients. 

Usage  in  Pregnancy  and  Lactation.  Meperidine  should  not  be  used 
in  pregnant  women  prior  to  the  labor  period,  unless  in  the  judgment 
of  the  physician  the  potential  benefits  outweigh  the  possible  hazards, 
because  safe  use  in  pregnancy  prior  to  labor  has  not  been  estab- 
lished relative  to  possible  adverse  effects  on  fetal  development. 

When  used  as  an  obstetrical  analgesic,  meperidine  crosses  the 
placental  barrier  and  can  produce  depression  of  respiration  and 
psychophysiologic  functions  in  the  newborn.  Resuscitation  may  be 
required  (see  section  on  OVERDOSAGE). 

Meperidine  appears  in  the  milk  of  nursing  mothers  receiving  the 
drug. 

PRECAUTIONS 

As  with  all  intramuscular  preparations  DEMEROL  intramuscular 
injection  should  be  injected  well  within  the  body  of  a large  muscle. 

Supraventricular  Tachycardias.  Meperidine  should  be  used  with 
caution  in  patients  with  atrial  flutter  and  other  supraventricular 
tachycardias  because  of  a possible  vagolytic  action  which  may 
produce  a significant  increase  in  the  ventricular  response  rate. 

Convulsions.  Meperidine  may  aggravate  preexisting  convulsions 
in  patients  with  convulsive  disorders.  If  dosage  is  escalated  sub- 
stantially above  recommended  levels  because  of  tolerance  develop- 
ment, convulsions  may  occur  in  individuals  without  a history  of 
convulsive  disorders. 

Acute  Abdominal  Conditions.  The  administration  of  meperidine 
or  other  narcotics  may  obscure  the  diagnosis  or  clinical  course  in 
patients  with  acute  abdominal  conditions. 

Special  Risk  Patients.  Meperidine  should  be  given  with  caution 
and  the  initial  dose  should  be  reduced  in  certain  patients  such  as  the 
elderly  or  debilitated,  and  those  with  severe  impairment  of  hepatic 
or  renal  function,  hypothyroidism,  Addison's  disease,  and  prostatic 
hypertrophy  or  urethral  stricture. 

ADVERSE  REACTIONS 

The  ma|or  hazards  of  meperidine,  as  with  other  narcotic  anal- 
gesics, are  respiratory  depression  and,  to  a lesser  degree,  circulatory 
depression;  respiratory  arrest,  shock,  and  cardiac  arrest  have 
occurred. 

The  most  frequently  observed  adverse  reactions  include  light- 
headedness, dizziness,  sedation,  nausea,  vomiting,  and  sweating. 
These  effects  seem  to  be  more  prominent  in  ambulatory  patients  and 
in  those  who  are  not  experiencing  severe  pain.  In  such  individuals, 
lower  doses  are  advisable.  Some  adverse  reactions  in  ambulatory 
patients  may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include: 

Nervous  System.  Euphoria,  dysphoria,  weakness,  headache, 
agitation,  tremor,  uncoordinated  muscle  movements,  severe  convul- 
sions, transient  hallucinations  and  disorientation,  visual  disturbances. 
Inadvertent  injection  about  a nerve  trunk  may  result  in  sensory- 
motor  paralysis  which  is  usually,  though  not  always,  transitory. 

Gastrointestinal.  Dry  mouth,  constipation,  biliary  tract  spasm. 

Cardiovascular.  Flushing  of  the  face,  tachycardia,  bradycardia, 
palpitation,  hypotension  (see  Warnings),  syncope,  phlebitis  following 
intravenous  injection. 

Genitourinary.  Urinary  retention. 

Allergic.  Pruritus,  urticaria,  other  skin  rashes,  wheal  and  flare 
over  the  vein  with  intravenous  injection. 

Other.  Pain  at  iniection  site,  local  tissue  irritation  and  induration 
following  subcutaneous  injection,  particularly  when  repeated;  anti- 
diuretic effect. 

DOSAGE  AND  ADMINISTRATION 
For  Relief  of  Pain 

Dosage  should  be  adjusted  according  to  the  severity  of  the  pain 
and  the  response  ot  the  patient.  While  subcutaneous  administration 
is  suitable  for  occasional  use,  intramuscular  administration  is  pre- 
ferred when  repeated  doses  are  required.  If  intravenous  administra- 
tion is  required,  dosage  should  be  decreased  and  the  injection  made 


very  slowly,  preferably  utilizing  a diluted  solution.  Meperidine  is  less 
effective  orally  than  on  parenteral  administration.  The  dose  of 
DEMEROL  should  be  proportionately  reduced  (usually  by  25  to  50 
percent)  when  administered  concomitantly  with  phenothiazines  and 
many  other  tranquilizers  since  they  potentiate  the  action  of  DEMEROL 

Adults.  The  usual  dosage  is  50  mg  to  150  mg  intramuscularly, 
subcutaneously,  or  orally,  every  3 or  4 hours  as  necessary. 

Children.  The  usual  dosage  is  0.5  mg/lb  to  0.8  mg/lb  intramuscularly 
subcutaneously,  or  orally  up  to  the  adult  dose,  every  3 or  4 hours  as 
necessary. 

Each  dose  of  the  syrup  should  be  taken  in  one-half  glass  of  water, 
since  if  taken  undiluted,  it  may  exert  a slight  topical  anesthetic 
effect  on  mucous  membranes. 

For  Preoperative  Medication 

Adults.  The  usual  dosage  is  50  mg  to  100  mg  intramuscularly  or 
subcutaneously,  30  to  90  minutes  before  the  beginning  of  anesthesia. 

Children.  The  usual  dosage  is  0.5  mg/lb  to  1 mg/lb  intramuscularly 
or  subcutaneously  up  to  the  adult  dose,  30  to  90  minutes  before  the 
beginning  of  anesthesia. 

For  Support  of  Anesthesia 

Repeated  slow  intravenous  injections  of  fractional  doses  (eg,  10 
mg/mL)  or  continuous  intravenous  infusion  of  a more  dilute  solution 
(eg,  1 mg/mL)  should  be  used.  The  dose  should  be  titrated  to  the 
needs  of  the  patient  and  will  depend  on  the  premedication  and  type 
of  anesthesia  being  employed,  the  characteristics  of  the  particular 
patient,  and  the  nature  and  duration  of  the  operative  procedure. 

For  Obstetrical  Analgesia 

The  usual  dosage  is  50  mg  to  100  mg  intramuscularly  or  subcuta- 
neously when  pain  becomes  regular,  and  may  be  repeated  at  1-  to 
3-hour  intervals. 

OVERDOSAGE 

Symptoms.  Serious  overdosage  with  meperidine  is  characterized 
by  respiratory  depression  (a  decrease  in  respiratory  rate  and  or 
tidal  volume,  Cheyne-Stokes  respiration,  cyanosis),  extreme  som- 
nolence progressing  to  stupor  or  coma,  skeletal  muscle  flaccidity, 
cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypotension. 

In  severe  overdosage,  particularly  by  the  intravenous  route,  apnea, 
circulatory  collapse,  cardiac  arrest,  and  death  may  occur. 

Treatment  Primary  attention  should  be  given  to  the  reestablish- 
ment of  adequate  respiratory  exchange  through  provision  of  a patent 
airway  and  institution  of  assisted  or  controlled  ventilation.  The  narcotic 
antagonist,  naloxone  hydrochloride,  is  a specific  antidote  against 
respiratory  depression  which  may  result  from  overdosage  or  unusual 
sensitivity  to  narcotics,  including  meperidine.  Therefore,  an  appropriate 
dose  of  this  antagonist  should  be  administered,  preferably  by  the  intra- 
venous route,  simultaneously  with  efforts  at  respiratory  resuscitation  j 

An  antagonist  should  not  be  administered  in  the  absence  of  clinically  | 
significant  respiratory  or  cardiovascular  depression. 

Oxygen,  intravenous  fluids,  vasopressors,  and  other  supportive  ; 
measures  should  be  employed  as  indicated. 

In  cases  of  overdosage  with  DEMEROL  tablets,  the  stomach 
should  be  evacuated  by  emesis  or  gastric  lavage. 

NOTE:  in  an  individual  physically  dependent  on  narcotics,  the 
administration  of  the  usual  dose  of  a narcotic  antagonist  will  preci- 
pitate an  acute  withdrawal  syndrome.  The  severity  of  this  syndrome  , 
will  depend  on  the  degree  of  physical  dependence  and  the  dose  of  i 
antagonist  administered.  The  use  of  narcotic  antagonists  in  such 
individuals  should  be  avoided  if  possible.  If  a narcotic  antagonist 
must  be  used  to  treat  serious  respiratory  depression  in  the  physically 
dependent  patient,  the  antagonist  should  be  administered  with 
extreme  care  and  only  one-fifth  to  one-tenth  the  usual  initial  dose 
administered 

HOW  SUPPLIED 
For  Parenteral  Use 

Detecto-SeaP  — Carpujecf  Sterile  Cartridge-Needle  Unit  — 

2.5  percent  (25  mg  per  1 mLj  NDC  0024-0324-02,  5 percent {50 
mg  per  1 mL)  NDC  0024-0325-02,  7.5 percent{75  mg  per  1 mL) 

NDC  0024-0326-02;  and  10 percent(t00  mg  per  1 mL)  NDC  0024-  ■ 
0328-02  all  in  boxes  of  10 

Each  cartridge  is  only  partially  filled  based  upon  product  volume  • 
to  permit  mixture  with  other  sterile  materials  In  accordance  with  the 
best  judgment  of  the  physician. 

Uni-Amp  ■ — 5 percent  solution:  ampuls  of  0.5  mL  (25  mg)  NDC  ' 
0024-0361-04, 1 mL  (50  mg)  NDC  0024-0362-04,  IV?  mL  (75  mg)  ' 
NDC  0024-0363-04,  and  2 mL  (100  mg)  NDC  0024-0364-04  all  in 
boxes  of  25;  and  10  percent  solution,  ampuls  of  1 mL  (100  mg)  NDC  ; 
0024-0365-04  in  boxes  of  25. 

Uni-Nesf“— 5 percent  solution:  ampuls  of  0.5  mL  (25  mg)  NDC 
0024-0371-04,1  mL  (50  mg)  NDC  0024-0372-04, 1 ' 2 mL  (75  mgl 
NDC  0024-0373-04,  and  2 mL  (100  mg)  NDC  0024-0374-04  all  in 
boxes  of  25;  and  10  percent  solution,  ampuls  of  1 mL  (100  mg)  NDC 
0024-0375-04  in  boxes  of  25. 

Vials  — 5 percent  multiple-dose  vials  of  30  mL  NDC  0024-0329-01 
and  fOpercenf  multiple-dose  vials  of  20  mL  NDC  0024-0331-01  aH 
In  boxes  of  1. 

/Vote.' The  pH  of  DEMEROL  solutions  is  adjusted  between  3.5 
and  6 with  sodium  hydroxide  or  hydrochloric  acid.  Multiple-dose 
vials  contain  metacresol  0.1  percent  as  preservative.  No  preserva- 
tives are  added  to  the  ampuls  or  CARPUJECT  Sterile  Cartridge- 
Needle  Unit. 

For  Oral  Use 

Tablets oi  50  mg,  bottles  of  100  (NDC  0024-0335-04)  and  500 
(NDC  0024-0335-06);  Hospital  Blister  Pak  of  25  (NDC  0024-0335-» 
100  mg,  bottles  of  100  (NDC  0024-0337-04)  and  500  (NDC  0024- 
0337-06);  Hospital  Blister  Pak  of  25  (NDC  0024-0337-02). 

Syrup,  nonalcoholic,  banana-flavored  50  mg  per  5 mL  teaspoon, 
bottles  of  16  fl  oz  (NDC  0024-0332-06). 

Revised  May  1988  OW-55H 


§m/‘  jT  Winthrop  Pharmaceuticals 

wmi/7T/7/’0/!2  Division  of  Sterling  Drug  Inc 
PHARMACEUTICALS  t New  York,  NY  10016 


©1989  Winthrop  Pharmaceuticals 


The  Three  Rs:  Reflection,  Renewal, 

Reforms 

W.  Daniel  Barker 


Introduction 

Although  different  from  the 
three  Rs  to  which  we  usually 
refer  — reading,  ’riting,  and  ’rith- 
matic  — the  three  Rs  to  which  I 
refer  today  are  equally  important  — 
reflection,  renewal,  and  reforms. 

As  you  know,  this  is  the  60th  an- 
niversary of  the  Georgia  Hospital 
Association.  Our  meeting  theme  is 
“Three-Score  and  More.”  Yesterday 
morning,  the  opening  session  fea- 
tured an  outstanding  review  of  our 
history.  The  year  1929  was  an  event- 
ful one.  On  February  14,  the  St.  Val- 
entine’s Day  massacre  took  place 
in  Chicago  when  gangsters  killed 
seven  rivals  to  gain  greater  control 
of  the  underworld.  On  June  15,  the 
Agricultural  Marketing  Act  was 
passed  and  as  a result  of  that  leg- 
islation, the  concept  of  stable  prices 
for  farm  products  was  established. 
On  October  29,  the  stockmarket 
crash  took  place  and  the  Great 
Depression  began.  In  between, 
Thomas  Wolfe  published  Look 
Homeward  Angel  and  William 
Faulkner  published  The  Sound  and 
the  Fury.  Many  things  happened  in 
1929,  not  just  the  organization  of 
the  Georgia  Hospital  Association. 

Nineteen  twenty-nine  seems  like 
a long  time  ago.  How  long  ago  was 


In  1949, 

representatives  from 
the  United  Hospital 
Service  Association  in 
Atlanta  and  the  Blue 
Cross  Plan  in 
Columbus  requested 
support  from  GHA  in 
amending  the  current 
laws  in  Georgia  which 
specifically  prohibited 
voluntary  pre-payment 
plans  from  soliciting 
subscribers  outside  of 
a radius  of  50  miles 
from  their  respective 
central  offices. 


it?  To  paraphrase  an  advertisement 
originally  printed  in  the  Mines  Mag- 
azine and  reprinted  in  the  Reader’s 

Mr.  Barker  is  Director  of  Hospitals,  The  Robt.  W. 
Woodruff  Health  Sciences  Center  of  Emory  Uni- 
versity, 1440  Clifton  Rd.,  Atlanta,  GA  30322.  This 
paper  was  given  at  the  Georgia  Hospital  Associa- 
tion’s 60th  Annual  Convention  and  Exposition  in 
Atlanta  in  January,  1989. 


Digest  over  15  years  ago:  “Wanted: 
Man  to  work  on  nuclear  fissionable 
isotope  molecular  reactive  counters 
and  three-phase  cyclotronic  ura- 
nium photosynthesizers.  No  expe- 
rience necessary.” 

• That  was  before  birth  control  pills 
and  the  population  explosion, 

• Before  television,  the  mass  pro- 
duction of  penicillin,  polio  shots, 
antibiotics,  and  Frisbees. 

• Before  frozen  foods,  nylon.  Da- 
cron, Xerox,  and  the  Kinsey  Re- 
port. 

• It  was  also  before  radar,  fluores- 
cent lights,  credit  cards,  and  ball 
point  pens. 

• Time  sharing  meant  together- 
ness, not  computers,  and  a chip 
meant  a piece  of  wood.  Hard- 
ware meant  hardware  and  soft- 
ware wasn’t  even  a word. 

• It  was  before  pantyhose  and  drip- 
dry  clothes. 

• Before  icemakers,  dishwashers, 
clothes  dryers,  freezers,  and  elec- 
tric blankets. 

• And  before  men  wore  long  hair 
and  earrings  and  before  women 
wore  jockey  shorts  and  tuxedos. 

Almost  everything  has  changed 
since  1929,  but  in  no  area  of  Amer- 
ican life  has  progress  been  greater 
than  in  health  care. 
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REFLECTION 

The  first  R — REFLECTION.  As 
we  look  back  to  our  history,  our 
roots,  the  idea  for  a Georgia  hos- 
pital association  came  from  our 
physician  friends  in  the  Medical  As- 
sociation of  Georgia. 

On  February  6,  1929,  at  10  a.m. 
in  Macon,  the  organizational  meet- 
ing of  the  Georgia  Hospital  Asso- 
ciation (GHA)  took  place.  The  speed 
with  which  the  GHA  was  organized 
is  indicative  of  the  role  which  every- 
one looked  forward  to  its  fulfilling. 
Less  than  a year  earlier,  in  May  of 
1928,  the  Medical  Association  of 
Georgia  in  its  annual  session  in  Sa- 
vannah, instmcted  its  Committee  on 
Hospitals  to  proceed  with  the  or- 
ganization of  a state  hospital  as- 
sociation and  appointed  an  orga- 
nizational committee  comprised  of 
the  following  members:  Dr.  Carlisle 
S.  Lentz,  Superintendent  of  Univer- 
sity Hospital,  Augusta  as  chairman; 
Dr.  Grady  N.  Coker,  Coker  Hospital, 
Canton,  Secretary;  Dr.  G.  F.  Klugh, 
Atlanta;  Dr.  J.  K.  Quattlebaum,  Sa- 
vannah; and  Dr.  B.  F.  Wise,  from 
Plains.  By  October,  1928,  the  idea 
for  a hospital  association  received 
groundswell  support  from  this 
committee  and  in  less  than  6 
months,  the  Georgia  Hospital  As- 
sociation would  become  a reality. 
Thirty  people  from  16  different  hos- 
pitals throughout  the  state  were  in 
attendance.  The  initial  officers  of 
the  Georgia  Hospital  Association 
were  Dr.  Joe  R.  Clements,  Presi- 
dent; Dr.  Carlisle  S.  Lentz,  First  Vice 
President;  and  Ms.  Jane  Van- 
devrede.  Second  Vice  President; 
and  Mr.  J.  B.  Franklin,  Secretary- 
Treasurer.  Ms.  Vandervrede  raised 
the  question  of  her  eligibility  to 
serve,  inasmuch  as  she  was  not  di- 
rectly connected  with  any  hospital 
but  rather  was  Secretary  of  the  Board 
of  Examiners  of  Nurses  for  Georgia. 
This  question  was  left  in  abeyance 
until  a committee  on  constitution 
and  bylaws  could  be  appointed  and 
bring  in  a report. 

During  their  organizational  meet- 
ing, Dr.  Sharp  from  Arlington,  Geor- 
gia, and  President  of  the  Medical 
Association  of  Georgia,  discussed 
community  medicine,  the  small 
community  hospital,  and  the  serv- 
ice this  association  could  render 


small  hospitals.  Dr.  Lentz  com- 
mented on  the  urgent  need  of  more 
county  hospitals  and  of  an  amend- 
ment to  the  Georgia  Workman’s 
Compensation  law  and  other  things. 


At  the  1941  meeting 
of  the  Georgia 
Hospital  Association, 
it  was  decided  that  it 
would  be  in  the  best 
interests  of  both  the 
MAG  and  GHA  to  get 
together  and  confer  on 
all  proposed 
legislation  before  any 
action  was  tsJten  by 
either  group. 


Dr.  Charles  H.  Richardson  from  Ma- 
con urged  the  Georgia  Hospital  As- 
sociation to  give  special  study  to 
the  needs  of  small  hospitals.  Ms. 
Vandervrede  gave  as  one  very  im- 
portant function  of  this  association 
the  dissimination  of  information 
concerning  the  various  hospitals  of 
the  state  to  the  end  that  the  larger 
and  stronger  hospitals  may  serve 
and  help  the  smaller  and  weaker 
hospitals.  Dr.  Grady  Coker  spoke 
on  the  daily  per  capita  cost  and  up- 
keep emphasizing  that  the  care  of 
patients  is  expensive. 

Three  months  later,  on  May  6, 
1929,  the  first  annual  meeting 
of  the  Georgia  Hospital  Association 
was  held  in  the  city  auditorium  in 
Macon.  Among  the  topics  dis- 
cussed at  the  first  annual  conven- 
tion were  the  following:  the  prob- 
lems of  small  hospitals,  why  so 
many  changes  in  hospital  execu- 
tives and  training  school  person- 
nal,  needed  hospital  legislation  in 
Georgia,  minimum  standards  for 
organization  of  community  hospi- 
tals of  20  to  40  beds.  In  addition, 
roundtable  discussions  were  con- 
ducted on  administrative  problems 
which,  according  to  the  minutes  of 
that  meeting,  proved  to  be  very  in- 


teresting and  helpful.  Also,  then  as 
today,  the  Executive  Secretary  (now 
President)  of  the  American  Hospi- 
tal Association  in  Chicago  was 
present  and  discussed  the  admin- 
istrative problems  facing  hospitals. 
Dr.  Burt  W.  Caldwell  was  the  Ex- 
ecutive Secretary  at  the  time.  That 
first  annual  meeting  reconvened  at 
8 p.m.  for  further  discussions.  Ms. 
Jane  Vandervrede  was  first  on  the 
program  and  presented  a paper  en- 
titled “The  Future  of  the  Small 
Schools  of  Nursing  in  Georgia.”  Miss 
Alice  Stewart  of  the  University  Hos- 
pital in  Augusta  then  conducted  a 
roundtable  on  nursing  problems. 

Also  at  that  first  annual  meeting, 
in  addition  to  Dr.  Carlisle  S.  Lentz 
as  President,  Ms.  Annie  Bess  Fee- 
back  was  elected  First  Vice  Presi- 
dent, Dr.  Albert  S.  Saunders  was 
elected  Second  Vice  President,  and 
Mr.  J.  B.  Franklin  was  elected  Treas- 
urer. It  was  also  unanimously 
agreed,  that  effective  January  1, 
1930,  the  Georgia  Hospital  Asso- 
ciation would  become  a geograph- 
ical section  of  the  American  Hos- 
pital Association  and  membership 
in  the  Georgia  Hospital  Association 
would  carry  with  it  membership  in 
the  AHA  without  additional  dues. 


Special  called  meetings  of  the 
Georgia  Hospital  Association 
are  nothing  new.  On  July  9,  1931, 
a special  meeting  was  called  that 
Thursday  evening  at  Grady  Hospital 
to  discuss  legislative  concerns.  As 
a result,  a committee  on  legislation 
was  appointed  to  sponsor  favorable 
measures  and  otherwise  take  steps 
to  safeguard  the  interest  of  hospi- 
tals. Mr.  Robert  Hudgins  of  Emory 
University  Hospital  was  appointed 
chairman.  Mr.  W.  D.  Barker,  Geor- 
gia Baptist  Hospital,  Atlanta;  Dr. 
Grady  N.  Coker,  Coker  Hospital, 
Canton;  Dr.  Luther  C.  Fischer,  Davis- 
Fischer  Sanitorium,  Atlanta;  and  Ms. 
Jane  Vandervrede,  Secretary  of  the 
State  Board  for  Nurse  Examiners, 
Atlanta,  comprised  this  member- 
ship. 

On  August  5,  1938,  another  spe- 
cial meeting  of  the  Georgia  Hos- 
pital Association  was  convened  in 
Atlanta  at  the  Academy  of  Medi- 
cine. This  meeting  was  called  by 
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Dr.  Fischer  at  the  request  of  Gov- 
ernor Rivers  to  consider  the  future 
needs  of  the  hospitals  of  the  state 
and  also  group  hospitalization.  The 
following  action  was  unanimously 
approved: 

(1)  That  the  various  government 
organizations  approve  the  idea  of 
the  building  of  county  hospitals  at 
points  in  the  state  where  surveys 
indicate  the  need.  This  activity 
could  be  done  either  singularly  or 
by  groups  of  counties. 

(2)  That  competent  surveys  be 
made  to  determine  such  strategic 
points. 

(3)  That  public  officials  and  cit- 
izens be  fully  instructed  concerning 
their  financial  responsibilities  for 
the  operation  of  such  hospitals. 

(4)  That  the  constitution  and  laws 
of  the  State  of  Georgia  be  modified 
so  that  counties  and  other  sub- 
divisions can  legally  spend  money 
for  hospitalization  for  their  indigent 
sick. 

At  the  annual  meeting  of  the 
Georgia  Hospital  Association 
in  1941,  it  was  decided  that  it  would 
be  in  the  best  interests  of  both  the 
Medical  Association  of  Georgia  and 
the  Georgia  Hospital  Association  to 
get  together  and  confer  on  all  pro- 
posed legislation  before  any  action 
was  taken  by  either  group.  This  re- 
sulted because  of  the  recent  defeat 
of  a bill  to  amend  the  hotel  law  in 
Georgia  to  extend  to  hospitals  the 
privilege  to  hold  baggage,  etc.  just 
as  hotels  enjoyed.  This  bill  was 
killed  by  three  votes  of  members 
who  were  against  any  bill  for  any 
hospital.  It  was  also  decided  that 
there  would  be  general  discussions 
throughout  the  year  as  well  as  oc- 
casional meetings  with  represent- 
atives of  the  Medical  Association  of 
Georgia  on  items  of  mutual  interest. 
It  was  also  agreed  that  it  would  be 
advantageous  to  meet  with  mem- 
bers of  the  Georgia  State  Nurses  As- 
sociation as  well. 

By  1947,  the  Association  had 
grown  to  include  49  institutional 
members  and  57  personal  mem- 
bers. 

The  first  annual  meeting  of  the 
Georgia  Hospital  Association  1 was 
privileged  to  attend  was  in  Febru- 
ary, 1949.  Mr.  Robert  F.  Whitaker, 
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Superintendent  of  Emory  University 
Hospital  and  President-Elect  of 
GHA,  gave  an  interesting  report  on 
a recent  mid-year  conference  of  the 
American  Hospital  Association  in 
which  he  stressed  the  following 
points: 

(1)  The  public  is  very  health  con- 
scious, and  there  is  insistence  that 
better  arrangements  shall  be  made 
in  regard  to  medical  and  hospital 
care. 

(2)  There  is  need  of  proper  eval- 
uation of  the  adequacy  and  effec- 
tiveness of  the  present  health  care 
programs. 

(3)  Hospital  associations 
throughout  the  country  are  endeav- 
oring to  improve  the  quality  of  care 
of  the  sick,  the  efficiency  of  the  hos- 
pital management,  and  the  sound- 
ness of  financial  support. 

(4)  There  is  special  concern  at 
present  with  reference  to  the  in- 
adequate payment  of  cost  of  care 
rendered  to  medically  indigent  pa- 
tients. 

(5)  Any  federal  compulsory  in- 
surance plan  contains  the  prospect 
of  sacrifices  in  the  quality  of  med- 
ical care. 

Also  at  that  meeting,  Mr.  C.  J.  An- 
derson, with  United  Hospital  Serv- 
ice Association  in  Atlanta,  and  Mr. 
Sam  Butler,  from  the  Blue  Cross  Plan 
in  Columbus,  requested  support  in 
amending  current  laws  in  Georgia 
which  specifically  prohibited  vol- 
untary pre-payment  plans  from  so- 
liciting subscribers  outside  of  a 
radius  of  50  miles  from  their  re- 
spective central  offices.  This  50-mile 
rule  limitation  action  was  approved 
unanimously  and  soon  became 
Georgia  law.  As  a result,  the  22  dif- 
ferent not-for-profit  hospitalization 
plans  throughout  Georgia  rapidly 
consolidated  into  three  Blue  Cross 
plans  and  a few  other  not-for-profit 
plans.  Today,  we  have  one  state- 
wide Blue  Cross/Blue  Shield  Plan 
and,  1 believe,  one  independent  not- 
for-profit  plan,  the  Griffin  Hospital 
Care  Association. 

In  reviewing  the  files  of  the  Geor- 
gia Hospital  Association,  1 ran 
across  a copy  of  the  last  letter  1 wrote 
to  our  membership  as  President  of 
the  Georgia  Hospital  Association  on 
March  20,  1968.  Permit  me  to  read 
parts  of  that  letter: 


At  the  state  level, 
we  must  step  up  our 
efforts  as  far  as 
improving  our 
Medicaid  coverage  is 
concerned,  both  from 
the  standpoint  of 
payment  as  well  as 
from  the  standpoint  of 
people  served. 


“In  the  years  since  1929,  when 
the  Georgia  Hospital  Association 
was  organized,  we  have  seen  the 
path  of  service  which  was  started 
become  a highway  of  progress.  All 
of  us  are  indebted  to  the  efforts  of 
those  who  have  gone  on  before  us 
to  bring  to  us  this  period  in  our 
associational  life.  Our  challenge  to- 
day is  to  continue  this  work  so  ably 
begun.  Our  responsibility  is  to  as- 
sist in  making  the  present  highway 
of  service  into  an  expressway  of 
health  care.  This  can  only  be  ac- 
complished by  an  even  stronger 
Georgia  Hospital  Association  and 
closer  liaison  with  other  agencies, 
associations,  and  organizations 
who  are  our  partners  in  the  health 
field.  Each  member  institution 
shares  a great  part  of  this  respon- 
sibility because  in  the  final  analy- 
sis, the  real  accomplishments  are 
those  which  result  in  better  health 
care. 

“As  comprehensive  planning  re- 
ceives more  emphasis  and  the 
Georgia  Regional  Medical  Program 
Task  Force  recommendations  be- 
come implemented,  we  will  have 
an  even  better  foundation  on  which 
to  build  a health  care  system  that 
will  provide  the  citizens  of  this  great 
state  the  finest  in  health  care. 

“The  financing  of  health  care  is 
always  an  important  factor  because 
it  is  impossible  to  give  adequate 
care  without  adequate  financing.  It 
is  our  hope  that  the  Medicaid  pro- 
gram in  our  state  will  broaden  its 
scope  to  assist  all  who  are  medi- 
cally indigent  as  soon  as  possible. 
The  combination  of  pre-payment 
coverage,  hospitalization  insur- 
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ance,  Medicare  and  Medicaid  pro- 
grams can  provide  a financial 
framework  within  which  our  vol- 
untary hospital  system  can  not  only 
survive  but  become  even  stronger. 
This  will  only  be  possible  if  the  pro- 
viders of  service  receive  a fair  and 
adequate  reimbursement  from  state 
and  federal  governments. 

“As  recruitment  efforts  receive 
more  attention  and  the  new  Health 
Careers  Council  of  Georgia  be- 
comes organized,  it  is  anticipated 
that  many  of  the  budgeted  vacan- 
cies which  now  exist  in  our  health 
care  institutions  will  be  filled. 

“This  is  a more  strategic  time  be- 
cause we  are  at  the  crossroads  of 
our  health  care  system.  The  direc- 
tion that  we  take  may  well  deter- 
mine the  future  of  health  care  in  our 
nation.” 

Now,  21  years  later,  health  plan- 
ning and  Certificate  of  Need  matters 
are  still  before  us,  the  financing  of 
health  care  is  an  even  greater  factor 
and  our  Medicaid  program  is  still 
inadequate.  Although  many  im- 
provements have  been  made  in 
working  conditions,  salary,  and  re- 
cruitment activities,  we  still  have 
personnel  shortages. 

During  these  past  60  years,  many 
changes  have  taken  place  — sig- 
nificant programs  on  many  differ- 
ent fronts  have  occurred.  However, 
the  main  basic  areas  of  concern  are 
pretty  much  the  same  — cost,  per- 
sonnel shortages,  inadequate  fi- 
nancing, lack  of  understanding  of 
our  mission  by  our  elected  officials, 
etc. 

It  is  also  interesting  to  review  the 
object  of  the  Georgia  Hospital 
Association  as  recorded  in  its  initial 
Constitution  and  By-laws: 

“The  object  of  this  Association 
shall  be  to  promote  the  welfare  of 
the  people  of  the  State  of  Georgia, 
insofar  as  this  may  be  done  by  the 
development  of  hospitals  and  dis- 
pensaries of  the  state,  in  number 
and  in  location;  in  service  rendered 
to  patients;  in  erection  of  buildings; 
in  securing  the  best  equipment  and 
in  promoting  general  efficiency  of 
operation  by  securing  co-operation 
and  assistance  in  this  work  from  all 
other  organizations  of  similar  pur- 
pose, and  in  all  ways  possible  to 


advance  the  interests  of  all  medical 
service  institutions.” 

“To  this  end  this  Association  shall 
maintain  such  affiliation  with  the 


The  Georgia 
Hospital  Association 
was  formed  after 
MAGU  Committee  on 
Hospitals  was  directed 
to  appoint  an 
organizational  meeting 
in  1928.  GHA  was 
formed  within  the 
year. 


American  Hospital  Association  as 
shall,  from  time  to  time,  be  mu- 
tually desired,  whereby  it  shall  as 
the  State  of  Georgia  Section  of  the 
American  Hospital  Association,  co- 
operate with  it  in  promoting  the 
common  aims  and  purpose  within 
this  state.” 

Today,  our  Bylaws  have  com- 
bined the  name  and  purpose  into 
one  Article.  The  purpose  or  object 
as  it  was  initially  referred,  is  now  a 
mission.  “The  mission  of  the  Geor- 
gia Hospital  Association  is  to  ag- 
gressively represent  and  serve  as  an 
advocate  for  its  members  and  to  as- 
sist its  members  in  developing  ef- 
ficient and  effective  quality  hospital 
and  other  health  care  services  de- 
signed to  meet  the  health  care  needs 
of  the  public.” 

Although  some  words  have  been 
changed,  the  initial  thrust  is  the 
same.  The  main  reason  for  the 
Georgia  Hospital  Association  to  ex- 
ist is  to  assist  its  members  in  meet- 
ing the  health  care  needs  of  others. 

This  historical  overview  brings 
us  to  the  second  R,  RENEWAL. 
This  is  an  appropriate  time  for 
each  of  us,  both  personally  and  as 
leaders  in  our  respective  institu- 
tions, to  review  and  renew  the  com- 
mitment as  stated  in  our  bylaws  to 


develop  efficient  and  effective  qual- 
ity hospital  and  other  health  care 
services  designed  to  meet  the  health 
care  needs  of  the  public. 

During  the  last  several  years,  our 
hospitals  have  been  restruc- 
tured. We  have  looked  indepth  at 
the  business  we  are  in  and,  as  a 
result,  made  significant  changes  in 
our  organization  structure.  I believe 
that  our  hospitals  today  are  more 
efficient,  better  managed,  better 
equipped,  and  have  developed 
more  effective  strategic  plans  than 
any  time  in  our  history.  This  has 
come  about  because  each  of  us,  as 
far  as  our  individual  institutions  is 
concerned,  has  reflected  on  our  in- 
stitution’s mission,  has  reviewed 
that  mission  which  has  resulted  in 
appropriate  reforms.  This  type  of  in- 
ternal refocus,  brings  us  to  the  third 
R,  REFORM.  Let’s  think  about  re- 
form as  far  as  the  Georgia  Hospital 
Association  is  concerned. 

To  reform,  we  first  must  have  a 
form.  Our  present  organization  has 
served  us  well  but,  as  we  look  to- 
ward the  future,  are  changes 
needed?  Time  does  not  permit  a full 
discussion  of  all  possible  actions 
we  as  an  association  should  take. 
In  fact,  maybe  our  time  can  be  spent 
most  productively  this  morning  by 
looking  at  the  external  environment 
which  our  member  institutions  face. 
Then  we  can  address  the  reforms, 
if  any,  that  are  needed  over  the  next 
several  months. 

Let’s  look  at  our  mission  one 
more  time:  “The  mission  of  the 
Georgia  Hospital  Association  is  to 
aggressively  represent  and  serve  as 
an  advocate  for  its  members  and  to 
assist  its  members  in  developing  ef- 
ficient and  effective  quality  hospital 
and  other  health  care  services  de- 
signed to  meet  the  health  care  needs 
of  the  public.” 

What  does  this  advocacy  and  as- 
sistance really  entail?  From  an  ad- 
vocacy perspective,  let’s  look  at  a 
few  of  the  public  policy  issues  that 
must  be  addressed: 

1 . How  do  we  control  cost?  Pol- 
icies based  on  short  run  cost  cut- 
ting are  shortsighted.  In  many  in- 
stances, they  are  more  expensive  in 
the  long  run.  Are  we  providing  un- 
necessary services?  Are  we  provid- 
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ing  services  that  are  necessary  but 
in  an  excessive  manner?  To  control 
cost,  do  we  limit  the  quality  of  serv- 
ice to  everyone  we  serve?  Cost  is 
not  a single  issue  separate  all  by 
itself,  but  rather  is  a part  of  every 
activity  in  which  we  are  involved. 
This  brings  us  to  the  second  ques- 
tion. 

2.  How  will  needed  health  care 
services  be  provided  the  uninsured, 
the  underinsured,  the  indigent,  and 
the  medically  indigent?  Who  will 
pay  for  these  groups  and  what  is  an 
acceptable  minimum  standard  of 
care  for  them?  Is  the  array  of  likely 
choices  limited  to  mandating  ben- 
efit coverage  in  small  businesses, 
expanding  Medicaid  through 
changes  in  eligibility  requirements, 
establishing  state  risk  pools,  and 
expanding  direct  financing  to  pub- 
lic institutions  or  are  there  other  op- 
tions? What  is  the  appropriate  role 
for  the  Georgia  Hospital  Associa- 
tion as  far  as  these  choices  is  con- 
cerned? 

3.  How  do  we  address  quality  in 
a competitive  environment?  in  the 
future,  quality  will  become  more 
and  more  important  whether  it  is 
driven  by  the  need  to  insure  that 
quality  does  not  suffer  from  cost 
containment  or  by  the  needs  of  pro- 
viders, managed  care  organiza- 
tions, or  insurers  trying  to  market 
service  on  quality  lines,  the  focus 
on  quality  will  intensify.  What  is  our 
association’s  role  as  far  as  this  crit- 
ical issues  is  concerned?  The  avail- 
ability of  computer-generated  data 
bases,  the  increased  flow  of  infor- 
mation between  provider  and  pay- 
ers, and  the  increasingly  competi- 

- tive  environment  will  intensify  the 
need  for  an  appropriate  role  by  GHA. 

4.  How  do  we  educate  and  train 
a sufficient  number  of  health  care 
professionals?  What  is  the  best  way 
to  work  with  other  organizations 
who  share  this  same  concern?  Do 
new  types  of  care  givers  need  to  be 
developed?  If  so,  who  should  be 
responsible  for  their  education  and 
supervision? 

5.  Our  hospitals  are  becoming 
more  and  more  capital  intense.  How 
do  we  improve  our  access  to  cap- 
ital? How  do  we  balance  capital  flow 
that  is  responsive  to  market  oppor- 
tunities with  capital  flow  that  is 


The  main  reason  for 
the  Georgia  Hospital 
Association  to  exist  is 
to  assist  its  members 
in  meeting  the  health 
care  needs  of  others. 


needed  to  increase  access  to  the 
system? 

6.  Closely  related  to  this  is  the 
encouragement  to  develop  and  use 
more  effective  technologies.  Do 
changes  need  to  be  made  in  our 
state  health  planning  rules  so  that 
appropriate  technology  adoption  is 
not  restricted,  but  at  the  same  time 
not  unnecessarily  duplicated?  How 
do  we  revise  our  Medicaid  cover- 
ages to  insure  adequate  access  to 
new  technologies  for  that  covered 
population?  What  role  should  the 
Georgia  Hospital  Association  have 
in  expanding  outcome-based  re- 
search on  new  technologies?  Do  we 
have  a role  as  an  association  to  pro- 
vide consumers  with  adequate  in- 
formation on  technology  and  cov- 
erage policies  so  that  they  can  make 
rational  decisions? 

7.  Tort  liability  and  escalating  in- 
surance premiums  will  continue  to 
be  a problem.  How  do  we  as  an 
association  address  that  issue? 

8.  Patients  with  AIDS  continue  to 
receive  a lot  of  attention.  In  its  pub- 
lications regarding  the  treatment  of 
patients  with  AIDS,  the  Georgia 
Hospital  Association  has  been  most 
helpful,  but  our  activities  should  not 
stop  here.  Issues  such  as  the  broad 
societial  choices  about  public 
health  education,  testing  and  re- 
porting, and  civil  rights  questions 
on  housing,  employment,  and  ac- 
cess to  welfare  and  insurance  are 
still  before  us.  Difficult  public  pol- 
icy decisions  are  ahead  of  us  over 
who  pays  for  care,  where  care  will 
be  provided,  the  role  of  the  volun- 
teer sector,  and  coping  with  the 
extreme  pressures  on  providers,  in- 
surers, and  payers  in  those  insti- 
tutions and  localities  where  the 
number  of  AIDS  patients  is  high. 

9.  Closely  related  is  the  overall 
subject  of  ethics.  Ethics  will  be  in 


the  public  spotlight  more  and  more 
in  the  days  to  come.  With  new  tech- 
nology available,  ethical  choices 
will  become  more  difficult.  How  is 
the  best  way  to  work  with  our  mem- 
ber institutions  in  addressing  this 
issue? 


This  list  of  advocacy  concerns  is 
not  complete.  It  is  only  a start. 
It  can  help  us,  however,  better  fo- 
cus on  some  of  the  critical  factors 
facing  the  Georgia  Hospital  Asso- 
ciation. Although  we  don’t  know  all 
the  answers,  it  is  evident  that  GHA 
must  continue  to  provide  a forum 
where  these  difficult  issues  can  be 
debated  and  industry-wide  resolu- 
tion developed. 

What  does  our  mission  state- 
ment really  mean  as  far  as  institu- 
tional member  assistance  is  con- 
cerned? As  we  strive  to  develop  an 
environment  which  has  adequate 
access,  we  must  be  certain  that  we 
also  have  a system  that  has  ade- 
quate payment.  We  must  continue 
to  work  with  the  American  Hospital 
Association  and  other  national 
groups  in  our  Save  Medicare  pro- 
gram. At  the  state  level,  we  must 
step  up  our  efforts  as  far  as  im- 
proving our  Medicaid  coverage  is 
concerned,  both  from  the  stand- 
point of  payment  as  well  as  from 
the  standpoint  of  people  served.  The 
assistance  that  the  Georgia  Hospi- 
tal Association  renders  its  mem- 
bers, however,  is  also  related  to  the 
efficiency  of  the  membership  in  de- 
livering health  care  services.  We 
must  continue  to  identify  operating 
changes  that  increase  efficiency  and 
expand  the  study  of  the  effective- 
ness of  alternative  treatment  tech- 
niques and  new  procedures,  de- 
vices, and  equipment  to  enhance 
health  delivery.  Although  most  of 
the  “fat”  is  out  of  the  system,  any 
remaining  excesses  must  be  iden- 
tified and  eliminated  as  expedi- 
tiously as  possible.  In  other  words, 
as  the  Georgia  Hospital  Association 
continues  its  efforts  to  do  every- 
thing possible  to  make  certain  that 
we  receive  adequate  payment  for 
our  services,  we  also  must  make 
certain  that  our  services  are  ade- 
quate to  meet  the  needs  of  the  com- 
munities we  serve. 
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These  are  interesting  times  in 
which  we  live;  we  face  signifi- 
cant problems  ahead.  It  is  gratifying 
for  us  to  realize  that  we  do  not  face 
the  future  alone.  The  Georgia  Hos- 
pital Association  was  established 
as  a result  of  and  with  the  strong 
support  and  cooperation  of  the 
Medical  Association  of  Georgia. 
Among  our  first  officers  was  the 
Secretary  of  the  State  Board  of  Ex- 
aminers for  Nurses.  And  our  sec- 
ond president  was  the  director  of 
nurses  at  Grady  Memorial  Hospital. 
All  of  us  must  continue  to  work  to- 
gether. An  anonoymous  curbstone 
philosopher  once  remarked  that  the 
main  reason  an  organization  loses 
its  optimism  is  that  its  optics  be- 
come misty.  It  may  be  wise  for  us 


to  remember  the  words  of  General 
George  C.  Marshall  almost  42  years 
ago,  in  the  spring  of  1947  at  a Har- 
vard University  commencement 
when  he  proposed  that  America  aid 
those  nations  of  Europe  that  had 
been  devastated  by  the  Second 
World  War.  In  a few  short  para- 
graphs, he  charted  a course  that 
eventually  was  followed  by  Con- 
gress to  open  the  way  for  the  great 
economic  and  political  achieve- 
ments throughout  the  Western 
World.  Instead  of  using  the  rebirth 
of  western  Europe  as  a convenient 
way  to  fight  an  ideology,  he  listed 
the  enemies  as  hunger,  poverty, 
desperation,  and  chaos. 

As  we  look  to  our  future,  it  is 
important  that  we  remember  that 


our  enemies  today  are  not  the  profit- 
making companies.  Congressional 
or  State  politicians,  the  Health  Care 
Financing  Administration  bureau- 
crats, the  insurance  companies, 
certainly  not  other  hospitals  and 
physicians,  and  no,  not  even  the 
attorneys.  Our  enemies  are  still 
death,  disease,  disability,  pain,  and 
human  suffering. 

“Three  score  and  more”  has  been 
a good  theme  for  our  60th  annual 
convention.  The  “three  score”  is  his- 
tory. What  happens  with  the  “more” 
is  up  to  us.  As  1 look  up  to  our  GHA 
leadership  and  look  out  to  the  lead- 
ership that  is  in  this  audience,  I feel 
very  confident  that  the  “more”  is  in 
good  hands,  and  I am  most  opti- 
mistic about  our  future.  ■ 
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On  The  Hill  Again 


I AM  PLEASED  to  be  with  you  and 
have  the  opportunity  to  talk  with 
you  as  we  look  ahead  to  a new  Con- 
gress and  a new  presidency.  The 
renewed  energy  that’s  in  the  air  in 
Washington  has  reminded  me  how 
fortunate  I feel  to  continue  in  a ca- 
reer of  public  service.  It  is  hard  for 
me  to  believe  that  I have  served  2 
years  as  your  senator.  That’s  hard 
to  get  used  to,  maybe  because  I got 
so  used  to  reading  my  premature 
political  epitaph  3 years  ago. 

But  I feel  even  more  fortunate  as 
1 stand  here  now,  since  if  1 had  not 
won  election  to  the  Senate  in  1986, 
I’d  have  to  face  this  room  full  of 
physicians  as  a practicing  attorney. 
You  know  the  story  of  the  engineer, 
the  priest,  and  the  attorney  stranded 
on  a desert  isle,  surrounded  by 
sharks. 

1 can  mention  that  to  you  be- 
cause 1 was  a lawyer  and  because 
I never  sued  a doctor.  In  fact,  I never 
had  a human  client.  My  practice  was 
confined  to  mammals,  however, 
and  did  not  comprise  marine  life  in 
any  form.  Anyway,  I’m  glad  to  be 
with  you  here  today  as  your  senator. 

There  is  a general  air  of  opti- 
mism with  a new  administra- 
tion coming  in,  especially  one  that 
is  seeking  consensus  instead  of 
confrontation.  There  is  so  far  a spirit 
of  bipartisanship  and  cooperation. 
1 have  pledged  my  efforts  to  work 
with  the  new  president  in  everyway 
I can  for  the  common  interests  of 


U.S.  Senator  Wyche  Fowler,  Jr. 


Georgians  and  Americans. 

Despite  this  air  of  optimism,  ex- 
pectations are  bridled  by  the  size 
of  the  debt  we  are  carrying  over  from 
the  Reagan  administration.  We  are 
ready  for  some  new  beginnings.  But 
we  all  know  the  focus  will  remain 
the  same;  resolving  this  slumbering 
fiscal  crisis.  At  the  same  time,  we’ve 
got  to  try  to  go  about  our  business 
of  meeting  crucial  public  needs. 

As  a member  of  the  Senate  Budget 
Committee  and  a new  member  of 
the  Appropriations  Committee,  1 am 


Medicare  spending  is 
projected  to  go  from 
$86.7  billion  in  fiscal 
’89  to  $94.9  billion  in 
fiscal  ’90.  As  recently 
as  1975,  the  total  cost 
for  Medicare  was  $14 
billion. 


glad  1 am  in  the  best  position  to 
represent  Georgia  on  this  most 
pressing  issue  facing  our  nation.  1 
say  this  knowing  1 have  many  dif- 
ficult decisions  ahead  of  me. 


This  article  represents  the  speech  Senator  Fowler 
delivered  to  MAG’s  Leadership  Conference  in  At- 
lanta last  February.  His  address  is  United  States 
Senate,  204  Russell  Senate  Office  Building,  Wash- 
ington, D.C.  20510. 


We’ve  got  a faltering  Savings  and 
Loan  industry  and  decayed  nuclear 
weapons  facilities  howling  outside 
our  door  — ready  to  draw  off  bil- 
lions of  unbudgeted  dollars.  And  I 
have  just  worked  my  way  to  the  cen- 
ter of  the  storm,  that  is  enough  to 
stir  apprehension  in  anyone.  It  may 
be  that  I just  don’t  have  better  sense, 
but  I am  looking  forward  to  these 
challenges. 

Not  the  least  of  these  is  the  chal- 
lenge we  face  is  providing  and 
paying  for  the  health  care  of  our 
citizens  in  coming  years. 

Federal  funding  for  health  care  in 
the  last  administration  remained 
more  or  less  stagnant,  while  health 
care  costs  have  increased  dramat- 
ically. Also,  because  of  the  demo- 
graphics in  our  country,  with  so 
many  of  our  citizens  approaching 
old  age,  there  will  be  greater  de- 
mands on  our  health  care  system 
than  ever  before.  Ironically,  this 
burden  has  been  created  by  the 
longer  life  expectancy  of  Ameri- 
cans due  to  advances  in  health  care. 
And  to  extend  the  paradox,  we  are 
hitting  a cost  crunch  in  medicine 
because  of  these  same  advances. 
There  are  so  many  more  conditions 
we  are  able  to  treat,  using  more  so- 
phisticated methods.  But  the  mir- 
acle treatments  and  technologies 
are  straining  our  capacity  to  pay  for 
medical  care  — on  the  personal, 
institutional,  and  governmental  lev- 
els. 
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The  fiscal  strain  on  federal  health 
care  programs,  which  is  already  se- 
vere, is  going  to  become  extraor- 
dinary as  the  number  of  Americans 
over  65  increases.  According  to  the 
Congressional  Budget  Office,  the 
costs  of  Medicare  are  going  to  rise 
rapidly  unless  there  is  further  re- 
stmcturing  of  the  program.  The  CBO 
says  the  costs  could  double  by  1994. 
Medicare  spending  is  projected  to 
go  from  $86.7  billion  in  fiscal  ’89 
to  $94.9  billion  in  fiscal  ’90.  As  re- 
cently as  1975,  the  total  cost  for 
Medicare  was  $14  billion. 

None  of  this  is  news  to  you.  Yet 
it  has  increased  the  concern 
aroused  over  the  last  few  months 
whenever  President-elect  and  now 
President  Bush  made  any  statement 
concerning  federal  spending  for 
health  care.  Especially  when  the  in- 
coming president  has  mentioned 
health  care  specifically  as  a target 
for  spending  cuts.  During  the  cam- 
paign, he  threw  out  the  idea  of  let- 
ting poor  people  buy  into  Medicaid, 
for  valid  humanitarian  reasons.  That 
idea  needed  life-support  once  cost 
estimates  started  circulating,  es- 
pecially since  the  only  funding 
source  would  be  cuts  in  other  health 
entitlements.  But  Bush  is  expected 
to  propose  $400  million  in  new 
Medicaid  spending  in  1990,  to  pro- 
vide prenatal  care  and  Medicaid 
buy-in  opportunities  for  the  work- 
ing poor. 

1 suppose  we  could  argue  the  rel- 
ative advantages  of  different  pro- 
grams all  day  long,  in  more  tech- 
nical terms  than  most  people  are 
prepared  to  listen  to.  But  what  really 
concerns  me  is  that  very  little  of  this 
discussion  would  really  get  to  the 
heart  of  the  issues  we  are  facing 
across  the  whole  spectrum  of  our 
population  in  health  care. 

1 have  travelled  to  159  countries 
in  this  state,  and  everywhere  1 have 
been  concerns  about  health  care 
availability  and  affordability  top  the 
list.  People  don’t  know  how  they 
are  going  to  cure  their  sick  child. 
They  don’t  know  how  they  are  going 
to  care  for  their  elderly  parent.  There 
is  nothing  as  personal  and  close  to 
home  as  medical  care.  It  takes 
precedence  over  almost  every  other 
issue.  And,  frankly,  1 am  hearing  a 


lot  of  worried  people  around  the 
state. 

As  a nation,  we  are  starting  to 
entertain  questions  that  were  un- 
thinkable 20  years  ago.  We  never 


Politicians  always 
manage  to  have  the  last 
word,  as  you  know,  but 
it  is  only  the  medical 
community  itself  that 
can  make  a real  claim 
to  the  confidence  of 
the  people  in  these 
matters. 


used  to  wonder:  can  we  afford  bet- 
ter health  care?  Will  our  ability  to 
pay  for  it  diminish  in  the  future? 
And  there  is  a more  nettling  ques- 
tion: will  all  Americans  benefit  from 
advances  in  medicine  or  will  the 
best  treatments  of  the  future  be  re- 
served for  the  wealthy?  This  may 
represent  one  of  the  severest  tests 
yet  of  medical  ethics.  We  have  al- 
ready had  a brief  glimpse  of  this 
with  the  demand  for  AZT  among 
AIDS  patients.  These  are  difficult 
questions  to  answer,  because  it 
goes  against  our  grain  to  even  con- 
sider them.  Yet  the  financial  con- 
straints are  inescapable. 

Under  the  Reagan  administration 
1 think  we  have  had  some  important 
reverses  in  health  care.  We  have 
had  to  be  miserly  in  funding  for 
teaching  hospitals.  That  was  a con- 
venient place  to  go  for  deficit  re- 
duction, but  may  show  up  in  bigger 
and  more  costly  problems  later  on. 
The  same  is  true  of  attempts  to  cut 
federal  aid  to  nursing  and  other  stu- 
dents in  the  health  profession  — at 
a time  when  there  is  a documented 
shortage  of  nurses  in  the  country. 

The  other  area  in  which  we  have 
clearly  regressed,  for  a variety 
of  reasons  that  are  not  entirely  the 
government’s  fault,  is  rural  health. 
This  has  been  a concern  of  mine 
as  a member  of  the  Senate  Agri- 
culture Committee  and  the  Rural 


Health  Caucus,  as  one  who  has 
promoted  efforts  at  rural  develop- 
ment. 

Access  to  health  care  in  our  ma- 
jor metropolitan  centers  remains 
good  for  those  who  can  afford  it.  In 
the  country,  it’s  a different  story.  Our 
rural  hospitals  are  closed  down  or 
endangered.  In  1986,  there  were  10 
Georgia  counties  with  no  physician 
at  all,  of  any  kind,  and  this  number 
has  increased.  There  has  been  an 
even  more  alarming  decline  in  ob- 
stetric and  other  specialized  serv- 
ices, which  have  all  but  vanished 
from  the  countryside. 

And  we  have  seen  how  the  avail- 
ability of  health  care  affects  every 
other  dimension  of  society  and  the 
economy.  Young  families  are  not 
going  to  live  where  they  cannot  re- 
ceive prenatal,  delivery,  and  infant 
care.  Companies  are  not  going  to 
relocate  and  bring  jobs  to  places 
where  there  is  no  access  to  hospital 
care,  where  there  are  no  doctors, 
and  where  indicators  such  as  the 
rate  of  infant  mortality  show  poor 
living  conditions. 

I think  we  need  to  hold  the  line 
on  programs  such  as  the  National 
Health  Services  Corps,  which  has 
placed  95  doctors  in  rural  Georgia 
— without  who  our  deficiency 
would  be  even  more  severe.  We  are 
also  going  to  have  to  look  harder 
for  resources  and  expertise  outside 
the  public  sector  to  reverse  these 
trends  and  ensure  adequate  health 
care  for  all  our  citizens. 

That  is  not  to  say  we  have  not 
made  any  progress  recently  in 
Washington.  The  best  example  is 
the  expansion  of  Medicare  to  cover 
catastrophic  health  care.  This  was 
a revenue  neutral  solution,  paid  for 
through  increased  Medicare  pre- 
miums that  are  tied  to  taxable  in- 
come. In  this  case,  there  was  an 
unusually  strong  consensus  be- 
tween Congress  and  the  Adminstra- 
tion.  I think  the  solution  was  in  the 
best  American  tradition  of  those 
with  the  most  helping  carry  the 
freight  for  the  less  fortunate.  But  it 
is  far  too  early  to  hold  this  out  as 
a model.  We  still  have  to  monitor 
the  effectiveness  of  this  program 
over  time.  And  the  increased  pre- 
miums that  will  pay  for  the  program 
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are  just  now  going  into  effect.  There 
will  no  doubt  be  a careful  gauging 
of  the  reaction  to  those  costs  before 
we  can  draw  any  lessons  from  this 
legislation. 

But  in  this  particular  case  there 
was  general  agreement  that  the 
trade-offs  would  be  worthwhile.  This 
program  is  not  free,  by  any  means. 
But  Medicare  will  now  cover  an  en- 
tire year’s  hospital  stay  after  pay- 
ment of  an  annual  deductible.  Pre- 
viously, only  the  first  60  days  were 
completely  covered,  and  partial 
coverage  stopped  after  150  days.  For 
many  long-term  patients,  this  rep- 
resented drop  off  into  financial  ob- 
livion. 

Another  benefit  is  the  Mikulski 
provision  which  states  that  the  el- 
derly no  longer  have  to  “spend 
down”  to  the  last  $3,000  of  their 
resources  before  qualifying  for 
Medicaid.  This  virtually  established 
a poverty  requirement  for  our  el- 
derly faced  with  long-term,  expen- 
sive health  care. 

I think  this  legislation  may  prove 
effective,  but  it  does  not  come  close 
to  solving  all  the  problems  we  face 
— in  finances,  and  resources  — 
where  health  care,  and  particularly 
nursing  home  care,  for  our  elderly 
is  concerned. 

We  have  to  resist  the  temptation 
to  throw  up  our  hands  and  say  we 
can’t  solve  these  problems  because 
we  don’t  have  the  money.  We  don’t 
have  enough.  But  one  thing  that  is 
not  in  short  supply  is  information. 
One  thing  we  can  do  is  make  better 
use  of  it.  Perhaps  the  biggest  real- 
istic challenge  and  opportunity  we 
face  is  managing  information  about 
health  care:  not  only  for  doctors, 
but  for  patients,  and  patients  as 
consumers. 

We  have  greater  opportunities 
than  ever  before,  with  the  com- 
munications technology  that  now 
exists,  to  manage  and  transfer  in- 
formation on  cases,  causes,  and 
cures. 

Some  initiatives  are  already  un- 
derway, with  publication  of  govern- 
ment standards  for  exposure  to  car- 
cinogens in  cosmetics  and  food.  We 
can  and  should  rely  on  better-in- 
formed  patients,  as  well  as  doctors, 
to  reduce  major  illness  — as  the 
surest  way  to  cut  health  costs. 


I have  taken  steps  of  my  own  in 
this  vein,  introducing  legisla- 
tion that  seeks  to  inform  farmers 
and  consumers  about  dangerous 
chemicals  in  our  food  supply.  I have 
attempted  to  restrict  importation  of 
tainted  food  products.  1 have  a bill 
before  the  Congress  now  to  en- 
courage farmers,  through  informa- 
tion and  incentives,  to  reduce  the 
carcinogens  applied  to  our  crops 
and  poisons  that  contaminate  our 
groundwater,  eventually  finding 
their  way  into  every  part  of  the  eco- 
system. 

1 believe  citizens  have  a right  to 
protection  that  only  the  govern- 
ment, in  conjunction  with  the  latest 
medical  research,  can  provide.  We 
should  all  work  together  so  that  our 
citizens  can  make  good  health  pro- 
motion an  intergral  part  of  their  daily 
lives,  not  just  of  their  medical  care. 

Doctors  will  have  to  take  the  lead 
in  setting  these  priorities  and  sell- 
ing them  in  the  public  arena.  Not 
everyone  sets  great  store  in  the  ar- 
guments we  carry  on  in  Washing- 
ton, but  private  physicians  do  hold 
a position  of  trust.  People  don’t 
really  have  choice.  They  have  to 
trust  and  follow  the  advice  of  their 
own  doctor.  Their  only  alternative 
is  to  find  and  trust  another  doctor. 

I think  that  more  and  more  this 
personal  trust  will  be  called  on  as 
we  face  these  issues  and  problems 
in  the  public  arena.  Politicians  al- 
ways manage  to  have  the  last  word, 
as  you  know,  but  it  is  only  the  med- 
ical community  itself  that  can  make 
a real  claim  to  the  confidence  of 
the  people  in  these  matters. 

I am  laying  a lot  of  responsibility 
at  the  feet  of  physicians  — over  and 
above  your  already  demanding 
practices,  in  the  public  domain:  re- 
ducing the  deficit,  bringing  down 
individual  health  care  costs,  pro- 
moting healthier  agricultural,  en- 
vironmental practices,  and  con- 
sumer purchases. 

With  alt  these  concerns  in 
mind,  I suppose  1 should  re- 
turn to  the  question  of  what  we  can 
expect  in  the  next  administration. 
President  Bush  has  promised  a 
kinder,  gentler  America.  We  should 
do  our  best  to  help  him  do  it  and 
hold  him  to  it.  We  can  have  hopes 


for  a new  administration,  but  we 
cannot  expect  too  much.  Because 
our  success  depends  on  so  much 
more  than  any  administration  tine. 
President  Bush  by  himself  cannot 
transform  American  health  care. 
That  will  require  the  efforts  of  all 
dedicated  professionals  and  com- 
munity leaders. 

We  saw  some  demonstrations  in 
the  last  administration  of  how  that 
can  be  done.  We  saw  it  on  the  AIDS 
Commission,  where  a layman.  Ad- 
miral Watkins,  had  the  courage  to 
oppose  intransigeant  elements  in 
the  public  sector  and  inject  a de- 
gree of  humanity  into  the  fight 
against  AIDS.  It’s  a positive  sign  that 
the  President  has  endorsed  the 
commission’s  findings. 

We  saw  the  same  thing  from  Sur- 
geon General  Koop,  who  fought 
hard  for  the  citizen’s  right  to  objec- 
tive information  on  health  threats 
to  the  general  population.  He  fought 
for  the  pure  principle  that  the  job 
of  the  doctor  is  to  care  for  the  pa- 
tient, not  to  enforce  moral  judg- 
ments on  him. 

That  is  one  thing  I believe  most 
strongly  about  health  care,  that 
some  of  these  questions  about  when 
life  begins  and  what  lifestyles 
should  be  tolerated  are  really  eth- 
ical questions;  they  are  theological 
and  medical  questions.  The  answers 
cannot  properly  be  legislated. 

1 agree  with  Koop,  who  fought  for 
the  essential  idea  that  doctors,  not 
politicians  and  ideologues,  must  be 
the  leading  force  in  our  nation’s 
health  care  system  — in  partner- 
ship with  the  government  and  the 
public. 

On  questions  regarding  individ- 
uals and  their  own  health  — and 
who  they  will  turn  to  when  they  are 
hurt  — I want  to  keep  those  ques- 
tions to  the  greatest  possible  extent 
between  the  doctor  and  the  patient. 

You  can  take  that  as  a compli- 
ment if  you  like,  but  it  is  really  the 
most  solemn  obligation.  If  you  re- 
alize that  and  guard  that  trust,  then 
I think  you  will  be  surprised  at  how 
your  influence  will  be  felt  not  only 
on  health  care  issues,  but  in  all  the 
other  matters  of  human  endeavor 
in  which  you  are  naturally  inter- 
ested as  citizens  and  leaders  in  your 
community.  ■ 
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Medical  Records  of  Miners  — 
Procedures  Regarding  Disclosure 

Kenneth  I.  Sokolov 


PHYSICIANS  AND  HOSPITALS  in 
Georgia  are  frequently 
confronted  with  questions 
concerning  the  circumstances 
under  which  they  may  release  the 
medical  records  of  their  minor 
patients.  Such  questions  often 
include  whether  the  minor  patient 
may  request  to  see  his  or  her  own 
medical  records  or  whether  such 
authority  rests  exclusively  with  the 
parents.  Further,  if  the  authority  to 
review  the  records  does  rest  with 
the  parents,  what  happens  if  the 
parents  are  divorced?  Finally,  are 
the  laws  regarding  disclosure  of 
the  minor’s  medical  records 
affected  by  the  nature  of  the 
treatment  in  question,  specifically, 
if  the  treatment  relates  to  venereal 
disease,  abortion,  or  AIDS? 

In  this  month’s  Legal  Page,  we 
address  each  of  these  questions 
and  provide  an  overview  of  the 
law  in  Georgia  with  regard  to  the 
medical  records  of  minors. 

Overview  of  Georgia 
“Medical  Records”  Law 

Under  Georgia  law,  records, 
“containing  sufficient  information 
to  validate  the  diagnosis  and  to 
establish  the  basis  upon  which 
treatment  is  given,”  including 
progress  notes,  medication 
orders,  and  a discharge  summary, 
must  be  maintained  on  each 
hospital  patient.  If  the  patient  is  a 
minor  at  the  time  of  discharge, 
the  law  requires  that  the  records 
be  maintained  until  the  patient’s 
27th  birthday.' 


The  information  contained  in 
the  medical  records,  including 
“the  patient’s  state  of  health,  his 
anatomical  debilities,  and  the 
opinions,  diagnoses,  and  tests  of 
his  doctors,”  is  generally 
considered  confidential,  and 
certain  communications 
contained  in  these  records  may 
also  be  subject  to  evidentiary 
privileges. 2 Nevertheless,  the 
patient  generally  is  entitled  to  a 
complete  and  current  copy  of  that 
record,  unless  the  physician 
reasonably  determines  that 
disclosure  of  the  record  to  the 
patient  will  be  detrimental  to  the 
patient,  whereupon  the  records 
must  be  transferred  to  another 
physician  at  the  patient’s  written 
request.^ 

Persons  Entitled  to  Review  the 
Medical  Records  of  a Minor 

The  age  of  legal  majority  in 
Georgia  is  18,  prior  to  which  all 
persons  are  minors. Under 
Georgia  law,  minors  are  held  to 
be  under  the  control  of  their 
parents,  who  are  entitled  to  their 
services  and  to  the  proceeds  of 
their  labor.^  Consistent  with  their 
legal  duty  to  support  their  minor 
child,  and  upon  submission  of 
written  authorization  to  the 
treating  physician  or  hospital, 
parents  are  generally  entitled  to 
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receive  all  medical  information 
concerning  the  treatment  of  their 
child.®  Exceptions  to  this  rule 
exist  with  regard  to  treatment 
provided  by  a psychiatrist  and 
with  respect  to  a hospital  in 
which  the  patient  has  been  or  is 
being  treated  solely  for  mental 
illness.  (Upon  reaching  18,  the 
age  of  majority  in  Georgia,  the 
patient  is  authorized  to  review  his 
or  her  records,  to  the  exclusion  of 
his  or  her  parents.)^ 

arental  rights, 
including  the  right  to 
obtain  a copy  of  a 
child’s  medical  records, 
may  be  lost  under  a 
variety  of 
circumstances,  y 

Parental  rights,  including  the 
right  to  obtain  a copy  of  a child’s 
medical  records,  may  be  lost 
under  a variety  of  circumstances. 
For  example,  by  engaging  in  a 
lawful  marriage,  a minor  is 
automatically  emancipated  under 
Georgia  law,  thus  entitling  the 
minor  to  demand  access  to  his 
own  medical  records.  Similarly, 
the  spouses  of  minor  patients, 
even  if  themselves  minors,  are 
entitled  to  review  the  medical 
records  of  their  spouses.® 
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Parental  rights  may  also  be 
forfeited  by  a voluntary  contract, 
pursuant  to  which  the  parental 
rights  are  released  to  a third 
party;  by  consent  to  the  adoption 
of  the  child;  by  the  failure  to 
provide  necessaries  for  the  child; 
or  as  a result  of  the  abandonment 
or  cruel  treatment  of  the  child. ^ 
Under  each  of  these 
circumstances,  the  authority  of 
the  parent  to  demand  access  to 
the  minor’s  medical  records  may 
be  lost,  and  the  physician  or 
hospital  responding  to  a written 
request  for  disclosure  by  one 
purporting  to  act  as  the  parent  of 
the  minor  would  be  well-advised 
in  unusual  or  suspicious 
situations  to  ensure  that  parental 


• Any  physician  or 
hospital  providing  a 
copy  of  the  medical 
records  or  disclosing 
pertinent  treatment 
information  to  the 
minor’s  parents,  upon 
written  request,  may 
not  be  held  liable  to 
the  minor  patient  or  to 
any  other  person  on 
account  of  such 
disclosure,  f 


authority  has  not  been  lost  or 
terminated. 

Any  physician  or  hospital 
providing  a copy  of  the  medical 
records  or  disclosing  pertinent 
treatment  information  to  the 
minor’s  parents,  upon  written 
request,  may  not  be  held  liable  to 
the  minor  patient  or  to  any  other 
person  on  account  of  such 
disclosure.’® 

Is  It  Right  to  Release  the 
Minor’s  Records  if  the 
Treatment  Involves  Venereal 


^The  law  regarding 
the  disclosure  of  the 
medical  records  of  a 
minor  may  vary,  such 
as  where  the  records 
reflect  the  treatment  of 
venereal  disease,  the 
performance  of  an 
abortion,  or  AIDS.  ^ 


Disease,  Abortion,  or  AIDS? 


The  law  regarding  the 
disclosure  of  the  medical  records 
of  a minor  may  vary,  such  as 
where  the  records  reflect  the 
treatment  of  venereal  disease,  the 
performance  of  an  abortion,  or 
AIDS.  In  cases  involving  the 
treatment  of  a minor  for  venereal 
disease,”  the  treating  physician 
may,  but  is  not  obligated  to, 
inform  the  spouse,  parent, 
custodian,  or  guardian  of  any 
such  minor  as  to  the  treatment 
given  or  needed.  Moreover,  the 
physician  is  empowered  to  give  or 
to  withhold  from  the  spouse, 
parent,  custodian  or  guardian 
information  regarding  treatment  of 
the  minor’s  venereal  disease, 
without  the  consent  of  the  minor 
patient  and  even  over  the  express 
refusal  of  the  minor  patient. 
However,  in  all  cases  involving 
the  treatment  of  venereal  disease, 
whether  of  minors  or  adults,  the 
physician  is  required  to  make  a 


report  regarding  such  treatment  to 
the  Georgia  Department  of  Human 
Resources.  In  addition,  all 
laboratories  conducting  tests  for 
venereal  disease  are  required  to 
report  all  positive  test  results  to 
the  Department,  including  the 
name,  address,  race,  age,  and  sex 
of  the  patient.’^ 

The  issue  of  the  physician’s 
duty  to  disclose  to  the  parents 
information  regarding 
performance  of  abortion  services 
on  an  unemancipated  minor  has 
yet  to  be  resolved  in  Georgia. 
While  the  Georgia  Legislature 
enacted  the  Parental  Notification 
Statute,  effective  July  1,  1987,''' 
which  purports  to  bar  the 
physician  from  performing  an 
abortion  on  an  unemancipated 
minor  without  the  written  consent 
of  one  of  the  minor’s  parents,  the 
constitutionality  of  this  statute 
and  of  similar  statutes  throughout 
the  United  States  has  been  called 
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into  question  by  several  courts.'^ 
Final  resolution  of  this  issue  must 
await  the  decision  of  the  United 
States  Supreme  Court  in  Hodgson 
V.  Minnesota, which  the  Court  is 
expected  to  deliver  sometime  in 
1990.  If  the  Supreme  Court 
upholds  the  authority  of  the  states 
to  require  parental  approval  for 
the  performance  of  an  abortion 
upon  an  unemancipated  minor, 
the  physician’s  duties  regarding 
abortion  procedures  upon  a 
minor  in  Georgia  will  be  changed 
substantially  in  accordance  with 
the  Parental  Notification  Statute. 
For  present  purposes,  however,  it 
is  clear  that  the  physician 
performing  an  abortion  must 
prepare  and  deliver  a report 
concerning  such  abortion  to  the 
Department  of  Human  Resources 
within  10  days  of  the  procedure.'^ 
With  respect  to  the  treatment  of 
AIDS,  the  Georgia  Legislature 
recently  enacted  a comprehensive 
statute  dealing  with  the  disclosure 
of  information  revealing  the 
identities  of  persons  diagnosed  as 
having  this  condition.’®  While  a 
complete  description  of  this 
statute  is  beyond  the  scope  of  this 
article,  several  provisions  are 
relevant  to  the  present  discussion. 
First,  the  physician  or  hospital  is 
specifically  authorized  under  the 
statute  to  disclose  to  the  parents 
the  fact  that  their  minor  child  has 
been  diagnosed  with  AIDS.  In 
addition,  the  diagnosis  may  be 
disclosed  to  the  minor’s  sexual 
partner,  provided  an  attempt  has 
been  made  to  notify  the  patient 
that  such  disclosure  is  going  to 
be  made.  If  the  sexual  partner  of 
the  minor  having  AIDS  is  also  a 
minor,  disclosure  may  be  made  to 
that  person’s  parents.  The  AIDS- 
related  information  may  also  be 
disclosed  to  any  person  or  entity 
designated  in  writing  by  the 
minor’s  parents.  Finally,  the 
parents  may  order  their  child  to 
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submit  to  an  AIDS  test,  without 
the  minor’s  consent. 

Effect  of  Divorce  on  the 
Attending  Physicizui’s  Duty  to 
Disclose  the  Minor’s  Medical 
Records  to  the  Parents 

Frequently,  the  physician  or 
hospital  treating  a minor  will  be 
confronted  with  a request  for  the 
patient’s  medical  records  by  one 
of  the  minor’s  divorced  parents. 
This,  in  turn,  raises  the  question 
of  whether  the  right  of  the  parents 
to  review  the  medical  records  of 
their  child  extends,  in  the  case  of 

n the  situation 
involving  divorced 
parents,  it  is  prudent 
for  the  physician  or 
hospital  to  consult  with 
the  custodial  parent 
after  receiving  a 
request  by  the 
noncustodial  parent  to 
review  the  minor’s 
medical  records.  ^ 

divorce,  only  to  the  parent 
awarded  custody  of  the  child 
pursuant  to  the  terms  of  a formal 
divorce  decree  or  to  the  custodial 
and  the  noncustodial  parent  as 
well.  While  the  Georgia  courts 
have  not  had  occasion  to  rule  on 
this  precise  issue,  it  is  generally 
considered  that  the  custodial 
parent  has  complete  authority 
with  regard  to  decisions  affecting 
the  health  and  well-being  of  the 
child.  It  would  thus  appear 
prudent  for  the  physician  or 


hospital  to  consult  with  the 
custodial  parent  after  receiving  a 
request  by  the  noncustodial 
parent  to  review  the  minor’s 
medical  records. 

Oftentimes  the  divorced  parents 
will  be  able  to  reach  an 
agreement  among  themselves  as 
to  the  noncustodial  parent’s  right 
to  review  the  medical  records  of 
the  minor  patient,  and  every 
attempt  should  be  made  to 
promote  such  an  agreement 
between  the  parties.  Furthermore, 
the  divorce  decree  between  the 
parents  may  contain  a specific 
provision  regarding  the 
noncustodial  parent’s  right  to 
review  their  child’s  medical 
records. 

In  the  final  analysis,  however,  if 
the  custodial  parent  refuses  to 
authorize  the  disclosure  of  the 
child’s  medical  records  to  a 
noncustodial  parent  lacking 
specific  authority  under  the 
divorce  decree  to  review  such 
records,  the  provider  would 
appear  warranted  in  refusing  to 
honor  the  noncustodial  parent’s 
request.  The  physician  or  hospital 
in  this  instance  would  be  advised 
to  refrain  from  disclosing  the 
records  until  presented  with  an 
appropriate  agreement  between 
the  parties,  a subpoena,  or  other 
legally  enforceable  document. 
Because  of  the  evolving  nature  of 
the  law  in  this  area,  however,  it  is 
recommended  that  the  physician 
or  hospital  contact  an  attorney  in 
difficult  cases  that  are  not 
amenable  to  resolution  on  the 
basis  of  the  suggestions  and 
recommendations  outlined  in  this 
article. 

Conclusion 

As  a general  rule,  the  parents  of 
an  unemancipated  minor  have  the 
authority  to  review  the  medical 
records  pertaining  to  the 
treatment  of  the  minor  patient. 
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However,  the  provider’s  duty  with 
regard  to  the  disclosure  of  the 
minor’s  medical  records  depends 
in  part  on  the  nature  of  the 
treatment  involved.  In  particular, 
additional/different  reporting 
requirements  are  imposed  on  the 
provider  in  cases  involving 
treatment  of  the  minor  for 
venereal  disease,  abortion,  and 
AIDS.  In  cases  involving  a request 
for  medical  records  by  the 
noncustodial  parent,  every  effort 
should  be  made  to  secure  the 
consent  of  the  custodial  parent  or 
to  establish  the  noncustodial 
parent’s  authority,  under  the  terms 
of  the  pertinent  divorce  decree,  to 
review  the  subject  medical  record. 
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die  by  the  fork  than  by  any  other  weapon. 
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VASOTEC 


(ENALAPRIL  iV\ALEATE  I MSD) 

VASOTEC  is  available  in  2,5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications;  VASOTEC®  (Enalapril  Maleate,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings;  Angioedems:  Angioedema  ot  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patientstreatedwith  ACEinhibltors,  including  VASOTEC.  Insuch  cases,  VASOTEC  should  bepromptlydiscontinuedandthe 
patient  carefully  observed  until  the  swelling  disappears.  In  instances  where  swelling  has  been  confined  to  the  faceand  lips, 
the  condition  has  generally  resolved  without  treatment  although  antihistamines  have  been  useful  in  relieving  symptoms, 
Angioedema  associated  with  laryngeal  edema  may  be  fatal,  Wnere  there  is  involvement  of  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  oostruction,  appropriate  therapy,  e.g. , suhcutaneous  epine^rine  solution 
1;1d00  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIIJNS  j 
Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone.  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  of  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed:  caution  should  be  observed  when  initiating  therapy.  (See  DOSAGE  AND  ADMINISTRATION.)  Patients  at 
risk  for  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  lollowing  conditions  or  characteristics:  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  of  any  etiology.  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  in  patients  at  risk  for  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments.  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS.) In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  for  the  first  two  weeks  ot  treatment  and  whenever  the  dose  of  enalapril 
and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident. 
If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  if  necessary,  receive  an  intrave- 
nous infusion  of  normal  saline.  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  of  VASOTEC, 
which  usually  can  be  given  without  ditficuliy  once  the  blood  pressure  has  stabilized.  If  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant  diuretic  may  be  necessary. 

Neutropenia! Agranulocytosis:  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  (reguently  in  patients  with  renal  impairment  especially  if  they 
also  have  a collagen  vascular  disease.  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates.  Eoreign  marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded.  Periodic  monitoring  of  white  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered. 

Precautions:  General:  Impaired  Renal  Function:  As  a conseguence  of  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals. In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  of  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  anrJ/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death. 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients.  These  increases  were  almost  always  reversible  upon 
discontinuation  of  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  first 
lew  weeks  of  therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ot  the  diuretic  and/or  VASOTEC  may  be  required. 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia:  Elevated  serum  potassium  (>  5,7  mEg/L)  was  observed  in  approximately  1%  ot  hypertensive  patients  in 
clinical  trials.  In  most  cases  these  were  Isolated  values  which  resolved  despite  continued  therapy.  Hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0.28%  of  hypertensive  patients.  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3,8%  of  patients,  but  was  not  a cause  for  disconfinuation. 

Risk  factors  for  the  development  ot  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant  use 
of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  if  at  all,  with  VASOTEC.  (See  Drug  Interactions.) 

Surgery/Anesthesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release.  If  hypotension  occurs  and  Is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion. 

Inlormalion  lor  Patients: 

Angioedema:  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  of  enalapril. 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
of  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  rfrug  until  they  have 
consulted  with  the  prescribing  physician. 

Hypolension:  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  first  tew  days  of  therapy  It 
acfual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  triey  have  consulted  with  the  prescribing 
physician. 

Aii  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 
pressure  because  of  reduction  in  fluid  volume.  Otner  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may  also 
lead  to  a tall  in  blood  pressure;  patients  should  be  advised  to  consult  with  the  physician. 

Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician. 

Neulropenia:  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e  g.,  sore  throat,  fever)  which  may  be 
a sign  ot  neutropenia. 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted.  This  information  is 
intended  to  aid  in  the  sale  and  effective  use  of  this  medication.  It  is  not  a disclosure  ot  all  possible  adverse  or  intended 
effects. 

Drug  Interaclions: 

Hypolension:  Patients  on  Diuretic  Therapy:  Patients  on  diuretics  and  especially  those  In  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  ot  therapy  with 
enalapril.  The  possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  of  treatment  with  enalapril.  It  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an 
additional  hour.  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release:  The  antihyperlensive  eltect  of  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e.g,,  diuretics). 

Other  Cardiovascular  Agents:  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  significant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium:  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics.  Potas- 
sium-sparing diuretics  (e.g.,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium.  Therefore,  if  concomitant  use  of  these 
agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
V&OTE™^  potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 

Lithium:  A few  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  of  both  drugs.  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  frequently. 

Pregnancy-Category  C:  There  was  no  tetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ot  enalapril 
(333  times  the  maximum  human  dose).  Eetotoxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ot  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline,  Enalapril  was 
not  teratogenic  in  rabbits.  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  of  1 mg/kg/day  or 
more.  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  of  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (5l5  times  the  maximum  human  dose). 


Radioactivity  was  found  to  cross  the  placenta  following  administration  ot  labeled  enalapril  to  pregnant  hamsters. 

There  are  no  adequate  and  well-controlled  studies  ot  enalapril  in  pregnant  women.  However,  data  are  available  that  show 
enalapril  crosses  the  human  placenta.  Because  the  risk  ot  fetal  toxicity  with  the  use  of  ACE  inhibitors  has  not  been  clearly 
defined,  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  it  the  potential  benefit  justifies  the 
potential  risk  to  the  fetus. 

Postmarketing  experience  with  all  ACE  inhibitors  thus  far  suggests  the  following  with  regard  to  pregnancy  outcome. 
Inadvertent  exposure  limited  to  the  first  trimester  ot  pregnancy  has  not  been  reported  to  affect  fetal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  of  pregnancy  has  been  associated  with  fetal  and  neonatal  morbidity 
and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  of  pregnancy,  there  have  been  reports  of  hypotension  and  decreased 
renal  perfusion  in  the  newborn.  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  representing 
decreased  renal  lunclion  in  the  fetus.  Infants  exposed  in  ulero  to  ACE  inhibitors  should  be  closely  observed  for  hypoten- 
sion, oliguria,  and  hyperkalemia.  If  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood  pressure  and 
renal  perfusion  with  the  administration  of  fluids  and  pressors  as  appropriate.  Problems  associated  with  prematurity  such 
as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  of  ACE  inhibitors,  but  it  is  not  clear  wnether 
they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity. 

Nursing  Mothers:  Milk  in  lactating  rats  contains  radioactivity  following  administration  ot  ^C  enalapril  maleate.  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk.  Because  many  drugs  are  secreted  in  human  milK,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

Adverse  Reactions;  VASOTEC  has  been  evaluated  tor  safety  in  more  than  10,000  patients,  including  over  1000 
patients  treated  for  one  year  or  more.  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  2987  patients, 

HYPERTENSION:  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were;  headache  (5,2%),  dizziness 
(4.3%),  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were:  diarrhea  (1,4%),  nausea  (14%),  rasn  (1,4%),  cough  (1,3%),  orthostatic  effects  (1.2%),  and  asthenia  (1 1%). 
HEART  FAILURE:  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were:  dizzi- 
ness (7.9%),  hypotension  (6,7%),  orthostatic  effects  (2.2%),  syncope  (2.2%),  cough  (2  2%),  chest  pain  (21%),  and 
diarrhea  (2.1%). 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were:  fatigue  (T8%),  headache  (1.8%),  abdominal  pain  (1.6%),  asthenia  (1.6%),  orthostatic  hypo- 
tension (1.6%),  vertigo  (1.6%),  angina  pectoris  (1,5%),  nausea  (13%),  vomiting  (1,3%),  bronchitis  (1.3%),  dyspnea 
(1.3%),  urinary  tract  infection  (1,3%),  rash  (1,3%),  and  myocardial  infarction  (1.2%). 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0.5%  to  1%  of  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  of  decreasing  severity  within  each 
category: 

Cardiovascular:  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension):  cardiac  arrest:  pulmonary  embolism  and  infarction; 
rhythm  disturbances;  atrial  fibrillation,  palpitation. 

Digestive:  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis. 
Nervous/Psychialric:  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia. 

Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION). 
Respiratory:  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  infection. 

Skin:  Herpes  zoster,  pruritus,  alopecia,  flushing,  photosensitivity 

Other.  Vasculitis,  muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus. 

A symptom  complex  has  been  reported  which  may  include  fever,  myalgia,  and  arthralgia;  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present  Rash  or  other  dermatologic  manifestations  may  occur.  These  symptoms  have  disap- 
peared after  discontinuation  ot  therapy 

Angioedema.  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0,2%).  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS.) 
Hypotension:  In  the  hypertensive  patients,  hypotension  occurred  in  0,9%  and  syncope  occurred  in  0.5%  of  patients 
following  the  initial  dose  or  during  extended  tnerapy.  Hypotension  or  syncope  was  a cause  tor  discontinuation  ot  therapy 
in  0.1%  of  hypertensive  patients.  In  heart  failure  patients,  hypotension  occurred  in  6.7%  and  syncope  occurred  in  2 2% 
ot  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  o(  therapy  in  1.9%  ot  patients  with  heart  failure. 
(See  WARNINGS.) 

Clinical  Laboratory  Test  Findings: 

Serum  Electrolytes:  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia. 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  of  therapy  were  observed  in  about  0.2%  ot  patients  with  essential  hypertension 
treated  with  VASOTEC  alone.  Increases  are  more  likely  to  occur  inpatients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS.)  In  patients  with  neart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASDTEC  and/or  other  concomitant  diuretic  therapy  were  observed  in  about  11%  of  patients.  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  tor  discontinuation  in  1.2%  ot  patients. 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of  approximately  0 3 g % 
and  1.0  vol  %,  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  ot  clinical  importance  unless  another  cause  ol  anemia  coexists.  In  clinical  trials,  less  than  0.1%  of  patients  discon- 
tinued therapy  due  to  anemia. 

Other  (Causal  Relationship  Unknown):  In  marketing  experience,  rare  cases  ol  neulropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported. 

Liver  Function  Tests:  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred. 

Dosage  and  Administration:  Hypertension:  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypolension  occasionally  may  occur  lollowing  the  initial  dose  of  VASOTEC.  The  diuretic  should,  if  possible,  be  discon- 
tinued for  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  of  hypotension.  (See 
WARNINGS.)  If  the  patient  s blood  pressure  is  nol  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed. 

It  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2.5  mg  should  be  used  under  medical  supervision  for  at  least  two 
hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour.  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions) 

The  recommended  initial  dose  In  patients  not  on  diuretics  is  5 mg  once  a day.  Dosage  should  be  adjusted  according  to 
blood  pressure  response.  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
closes.  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  diminish  toward  the  end  ot  the  dosing  interval. 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered.  It  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  of  VASOTEC  with  potassium  supplement^  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  of  serum  potassium  (see  PRECAUTIONS). 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ot  enalapril  is  recommended  tor 
patients  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  of  up  to  approximately  3 mg/dL).  For  patients  with 
creatinine  clearance  «30  mL/min  (serum  creatinine  mg/dL),  the  first  dose  is  2.5  mg  once  daily.  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily. 

Heart  Failure:  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starting  dose  is 
2.5  mg  once  or  twice  daily.  After  the  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
lor  at  least  two  hours  anrf  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour.  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions.)  If  possible,  the  dose  of  the  diuretic  should  be  reduced,  which  may  diminish  the  likelihood 
ot  hypolension.  The  appearance  of  hypotension  after  the  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  following  effective  management  of  the  hypotension  The  usual  therapeutic  dosing  range  lor 
the  treatment  of  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses.  The  maximum  daily  dose  is  40  mg,  Once-daily 
dosing  has  been  effective  in  a controller]  study  "but  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing.  In  addition,  in  a placebo-con- 
trolled  study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV),  patients  were 
treated  with  2,5  to  40  mg  per  day  of  VASOTEC,  almost  always  administered  in  two  divided  doses.  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  EtIecIs.)  Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS.) 

Dosage  Adjuslment  in  Heart  Failure  Palienis  with  Renal  ImpairmenI  or  Hyponatremia:  In  heart  failure  patients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1.6  mg/dL,  therapy  should  be  initialed  at  2.5  mg 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS, Drug  Interaclions.)  The  dose  may  be  increased  to  2.5  mg  b i d.,  then  5 mg  b i d.  and  higher 
as  needed,  usually  at  intervals  ol  four  days  or  more,  if  at  the  time  ot  dosage  adjustment  there  is  nol  |\/j  g Q 
excessive  hypotension  or  significant  deterioration  ol  renal  function.  The  maximum  daily  dose  is  40  mg. 
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An  insurance  company 
that  takes  your  interests 

to  heart: 


MAG  Mutual 

makes  the  difference. 


As  a physician, 
you’re  used  to  listening,  getting  to  the  heart 
of  the  matter,  then  putting  the  interests  of 
your  patients  first. 

So,  it  is  appropriate  that  a group  of 
physicians  would  put  together  a liability 
insurance  company  that  takes  the  interests 
of  Georgia  physicians  to  heart. 

That’s  just  how  MAG  Mutual  works. 
We’re  physician  owned  and  that  means  our 
insurance  and  services  are  directed  by  physi- 
cians like  yourself  concerned  with  curbing 
rising  rates  and  committed  to  changing 
Georgia’s  professional  liability  climate 
through  legislative  reform. 

We’re  also  flexible.  We  listen  and  respond 
by  providing  the  finest  service  and  best 
coverage  available  in  a wide  range  of  pro- 
grams so  you  can  choose  the  one  most  appro- 
priate to  your  insurance  needs.  From  tailor- 
made  insurance,  to  prior  acts  coverage,  to 
reporting  endorsement  options,  we  contin- 
ually refine  and  develop  programs  in 
response  to  your  input. 


And  we’re  competi- 
tive. We  offer  a wide  variety  of 
premium  discounts  such  as  our  Loss 
Excellence  Appreciation  Discount  (LEAD) 
and  our  Loss  Prevention  program  to  help  you 
keep  your  cost  of  insurance  down. 

Most  importantly  of  all,  we’re  specialists. 
We’re  attuned  to  the  Georgia  medical  profes- 
sion and  all  the  considerations  that  commit- 
ment entails.  From  our  ser\ace -oriented  staff 
to  our  flexible  insurance  programs,  we’re 
always  here  for  you. 

Let’s  face  it.  You  put  your  heart  into 
your  profession  because  you  know 
you  can  make  a differ- 
ence. At  MAG 
Mutual,  we  take 
your  interests 
to  heart 

because  we  

want  to  make 

the  difference  for  you.  For  more  informa- 
tion or  an  application,  call 
(404)  842-5600  or  1-800-282-4882. 
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I 


t^s  true  that  diabetes  is  no  longer  the 
grim  diagnosis  it  once  was.  With 


YOUR  PATIENTS 


every  new  discovery  and  innovation^ 
the  disease  has  less  power  over  a patient^s 
life.  But  the  really  good  news  is  that  now 
your  patients  with  diabetes  can  get  the 
full  benefit  all  these  innovations  at  one 
pl^ce-our  state-of-the-art 

m m ■ V H I ^^^t>etes  Medical  Center.  The 

WH  ■ nursing  staff^  diabetic  educa- 

top  dietitian^  social  workep 
F WM  bh I E occupational  therapist  and 

W H physical  therapist  are  specially 
trained  to  provide  these  inno- 
vative treatments.  We  con- 
■■  fH  J |H  centrate  on  the  lifestyle  and 

I livelihood  of  your  patients- 

m |H  H liHi  helping  them  take  control 

through  medication^  self- 
■ monitorings  diet  and  exercise. 
■%!  Is  E E We  work  with  you  to  design 

|^|ffVI#E  I E Jfi  the  treatment  and  education 

program  that^s  right  for  each  individual 
patient.  We  even  offer  our  daily  classes 
to  outpatients  with  individual  instruction 
as  you  require.  And  we  keep  you  abreast 
of  prqgress  regularly 

Tne  Diabetes  Medical  Center 
is  supported  by  the  full  resources  of 
DeK^b  Medical  Center.  So  you  can 
count  on  cost-effective  care  and  a highly- 
skilled  professional  staff. 

The  Diabetes  Medical  Center.  The 
rood  news  about  diabetes. 

patients  and  physicians. 

For  more  information^  call 

297-5397 


goo 

For 


DeKalb  Medical  Center 
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The  Last  Word  in  Blood  Sugar  Testing  Systems 

• Accurate  blood  sugar  readings 

• No  wiping,  no  blotting  required 

• No  timing— meter  does  it  automatically 
(45  second  test) 

• Compact,  lightweight  meter 

• Visually  readable  test  strip 

For  the  name  and  location  of  your  nearest  Ultra  retailer, 
please  call  1-800-342-7226  (1-201-542-7788  in  NJ  and  outside  USA) 


6 Industrial  Way  West,  Eatontown,  NJ  07724 


Ultra  is  a trademark  of  Home  Diagnostics,  Inc. 
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MRI  UPDATE 


Figure  1 

Clinical  information: 

Recently,  there  has  been  much 
discussion  in  the  literature  of  the 
neurological  symptoms  caused 
by  the  spirochete  borrelia 
burgborferi.  The  disease  is 
transmitted  by  a tick  bite  and  is 
associated  with  clinical 
symptoms  of  headaches, 
multiple  arthralgias,  and  non- 
specific neurological  symptoms. 
Given  the  appropriate  clinical 
history,  a diagnosis  of  Lyme 
disease  can  readily  be  confirmed 
by  an  MR  scan. 

Findings:  Figure  1 is  a 
T2-weighted  axial  image 
through  the  brain.  Abnormal 
focal  areas  of  increased  signal 
intensity  can  be  identified  within 
the  centrum  semiovale 
bilaterally  (small  arrows).  These 
lesions  are  primarily  located 
within  the  white  matter  but  are 
of  differing  sizes.  Figure  2 is  also 
an  axial  image  through  the  brain 
but  at  a level  through  the  lateral 
ventricles.  This  section  shows  a 


Figure  2 


lesion  located  within  the  medial 
gray  matter  of  the  right  frontal 
lobe  anterior  to  the  corpus 
collosum  (large  arrow). 
Additional  areas  of  abnormal 
increased  signal  intensity  can  be 
identified  adjacent  to  the 
occipital  horns,  in  the  gray-white 
matter  interface  of  the  left 
parietal  operculum  (small 
arrow),  and  in  the  deep  white 
matter  of  the  frontal  lobes  in  the 
region  of  the  anterior  corona 
radiata  (arrowheads).  Figure  3 is 
through  the  posterior  fossa  as 
well  as  the  lower  frontal  and 
temporal  lobes.  Abnormal  areas 
of  increased  signal  intensity  are 
demonstrated  in  the  left  anterior 
pons  (large  arrow)  in  the  anterior 
right  temporal  lobe  (small 
arrow),  in  the  right  cerebellar 
peduncle  (arrowhead),  and  in  the 
medial  right  temporal  lobe 
(curved  arrow). 

The  MR  images  clearly 
demonstrate  the  predominantly 
white  matter  involvement,  multi- 
focal nature,  and  the  absence  of 


Figure  3 


mass  effect  associated  with  these 
lesions.  In  the  absence  of  clinical 
history,  the  MR  appearance 
would  be  most  consistent  with  a 
demyelinating  process  such  as 
multiple  sclerosis.  However,  as 
this  case  presented  in  a nine  year 
old  male  following  exposure  to 
ticks,  the  differential  diagnosis 
becomes  that  of  Lyme  disease. 
The  diagnosis  was  further 
confirmed  by  the  findings  of 
similar,  although  less  extensive 
lesions,  in  the  patient’s  sibling. 

Comment:  The  patient  in  the 
case  above  had  a CT  scan  prior 
to  the  MR  study  which  was 
negative.  This  case  clearly 
demonstrates  the  increased 
sensitivity  of  MR  over  CT  in 
detection  of  white  matter 
processes.  However,  the  case  also 
demonstrates  the  relative  non- 
specificity of  the  findings.  In  this 
case,  the  clinical  history  was 
most  important  in  determining 
the  true  etiology  of  the  patient’s 
findings. 
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Health  Images  facilities  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  thin  slices,  high  resolution 
head  and  body  coils,  state  of  the  art  surface  coils,  and  cardiac  gating. 

Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 


Copyright  © 1989  Health  Images,  Inc.  All  Rights  Reserved. 
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Catfish  in  a Mullet  Barrel 


Last  week  in  Savannah  at  the 
Georgia  Medical  Society 
office,  there  was  a hearing  to 
discuss  the  problem  doctors 
throughout  Georgia  are  having 
with  Medicare  Part  B and  its 
implementation  by  AEtna  and  its 
revised  organization,  Healthcare 
Compare.  Attending  this  meeting 
were  about  250  physicians  from 
all  over  Georgia,  two 
i Congressmen,  several 
administrators  and  office 
managers,  representatives  from 
HCFA,  AEtna,  and  Healthcare 
Compare,  attorneys  from  the  AMA 
and  MAG,  and  a Baltimore  firm 
with  a successful  track  record  in 
dealing  with  HCFA  and  AEtna. 

The  Congressmen  and 
bureaucrats  listened  as  account 
after  account  of  instances  of 
arbitrary  down-coding  of  claims, 
j mistakes  in  processing,  6-month 
backlogs  of  appeals,  and  other 
i examples  of  inefficiency  — either 
! by  design  or  ineptness  — were 
' related.  Doctor  after  doctor 
related  how  the  situation  is 
affecting  their  ability  to  practice 
medicine  and  how  some  are 
having  to  quit  practice  or  are 
facing  that  threat. 

After  these  problems  were  so 
vividly  related,  Barbara  Cagel, 

I HCFA’s  Vice  President,  expressed 
I shock  that  such  apparent 
problems  exist.  The  AEtna 
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response  was  defensive  but 
tentative.  Our  Congressmen 
appeared  sympathetic  to  our 
problems.  This  meeting  may  not 
wind  up  changing  anything,  but 
then  again,  it  might. 

Presiding  at  the  meeting,  and 
the  person  who  worked 
hardest  to  bring  it  about,  was  Dr. 
Frank  Carlton,  president  of  the 
Georgia  Medical  Society.  (The 
Savannah  area  medical  society 
retains  that  name  as  it  antedates 
the  Medical  Association  of 
Georgia.)  Frank  is  a man  with  a 
mission.  That  mission  is  to 
preserve  the  traditional  and 
proper  practice  of  medicine.  In 
accomplishing  this  goal,  Frank 
expresses  a take  charge 
personality  that  may  sometimes 
be  regarded  as  pushy  or  abrasive 
— in  the  eyes  of  bureaucrats, 
lawyers,  fellow  physicians,  and 
even  U.S.  Congressmen. 

I discussed  this  with  my  good 
friend  Bob  Quattlebaum,  the 
chairman  of  the  Board  of  Trustees 
of  the  Georgia  Medical  Society 
and  Frank’s  former  partner.  Bob 
said,  “Frank’s  a catfish  in  a mullet 
barrel.”  He  then  went  on  to 
describe  how  in  olden  times, 
before  refrigeration,  the  fishermen 
at  sea  would  carry  fresh  fish  back 
to  port  in  large  barrels  of  sea 
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water.  To  keep  the  mullet  and 
other  flat  fish  from  getting  sleepy 
and  lying  down  on  the  bottom  of 
the  barrel  and  being  crushed  or 
suffocated,  the  fisherman  would 
toss  in  a spring  catfish  to  keep 
the  fish  agitated  and  moving  and 
thus  aerating  the  water  and 
keeping  the  fish  alive. 

A tremendous  amount  of  work 
has  been  expanded  by  many 
people  to  try  and  solve  the 
problems  we  face  within 
medicine.  MAG  staff.  Dr.  Joe 
Bailey,  Dr.  Tom  Anderson,  and 
many  others  are  pushing  this  as 
our  number  one  priority  and  have 
enlisted  the  aid  of  the  Florida 
Medical  Association  and  the  AMA. 
We  are  meeting  with  HCFA  in 
Baltimore  soon  to  draft  legislation 
which  may  enable  us  to  succeed 
in  solving  this  problem. 

Frank  Carlton  is  not  going  to  let 
me  or  anyone  else  go  to  sleep  on 
this  job.  We  need  this  catfish  in 
our  mullet  barrel  — Keep  up  the 
good  work,  Frank.  Ouch!! 
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NEW  MEMBERS 

Brown,  Reay  H.,  Ophthalmology 
— MMA  — (Active)  1327 
Clifton  Rd.,  NE,  Atlanta  30322 

Carter,  Mary  E.,  Pediatrics  — 
Troup  — (Active  N2)  303  Smith 
St.,  La  Grange  30240 

Corbitt,  Larry  L.,  Anesthesiology 
— Georgia  Medical  — (Active) 
Ste.  3,  515  @ 63rd,  Savannah 
31405 

Dailey,  William  J.,  Internal 
Medicine  — Troup  — (Active 
N2)  303  Smith  St.,  La  Grange 
30240 

Dave,  Niranjan  J.,  Internal 
Medicine/Cardiology  — Cobb 
— (Active)  1791  Mulkey  Rd., 

Ste.  101,  Austell  30001 

Davis,  Alan  D.,  Orthopaedic 
Surgery  — MAA  — (Active)  1 1 5 
Oak  Knoll  Rd.,  Fayetteville 
30214 

Ebersbacher,  Donald  J.,  Internal 
Medicine  — Carroll-Haralson  — 
(Active)  612  North  Ave.,  Villa 
Rica  30180 

Fisher,  Allan  J.,  Obstetrics/ 
Gynecology  — MAA  — 
(Resident)  5737  Longbow  Dr., 
Stone  Mountain  30087 

Gaines,  Oscar  C.,  Emergency 
Medicine  — Ware  — (Active 
N2)  1616  Moss  Creek  Rd., 
Waycross  31501 

Gaston,  Gloria  S.,  Internal 
Medicine  — MAA  — (Active 
N2)  730  Peachtree  St.,  NE, 
Atlanta  30308 

Glassman,  Alan  D.,  Pediatrics  — 
Crawford  W.  Long  — (Active 
N2)  1010  Prince  Ave.,  Athens 
30606 


ION  NEW 


Grimsley,  Edwin  W.,  Internal 
Medicine  — Decatur-Seminole 
— (Active  N2)  1506  Evans  St., 
Bainbridge  31717 

Hicks,  Winnie  C.,  Family  Practice 
— Wayne  — (Active  Nl)  Box 
997, Jesup  31545 

Jones,  Allen  W.,  Jr.,  Family 
Practice  — Troup  — (Active) 
303  Smith  St.,  La  Grange  30240 

Klug,  Gerardo  A.,  Obstetrics/ 
Gynecology  — Mitchell  — 
(Active)  34  South  Ellis  St., 
Camilla  31730 

Lorenzen,  Paul  C.,  Orthopaedics 
— Georgia  Medical  — (Active) 
44  Medical  Arts  Center, 
Savannah  31499 

McGowan,  Diane  L., 
Otolaryngology  — Troup  — 
(Active  N2)  303  Smith  St.,  La 
Grange  30240 

McGowan,  James  P.,  Internal 
Medicine  — Troup  — (Active) 
303  Smith  St.,  La  Grange  30240 

Montgomery,  William  K., 
Obstetrics/Gynecology  — Floyd- 
Polk-Chattooga  — (Active  N2) 
1105  North  Fifth  Ave.,  Rome 
30161 

Morris,  Jonathan  B.,  Emergency 
Medicine  — Cobb  — (Active) 
271  Shaded  Oaks  Lane,  Marietta 
30067 

Pappas,  Stephen  G.,  Neurology  — 
Glynn  — (Active)  3216  Shrine 
Rd.,  Brunswick  31250 

Powers,  Danae  M.,  Anesthesiology 
— MAA  — (Active)  1364  Clifton 
Rd.,  NE,  Atlanta  30322 

Price,  Gina  G.  — DeKalb  — 
(Resident)  300  Blvd.,  NE, 

Atlanta  30312 


Shihata,  Fikry  K.,  Anesthesiology 
— Whitfield-Murray  — (Active) 
123  Huntington  Rd.,  Dalton 
30720 

Weems,  Diane  Z.,  Pediatrics  — 
Georgia  Medical  — (Active) 

P.O.  Box  1427,  Savannah  31416- 
1257 


PERSONALS 

Bibb  CMS 

William  C.  Acton,  M.D.,  from 
Macon,  was  named  recently  as  a 
fellow  of  the  American  College  of 
Radiology  (ACR),  during 
ceremonies  at  the  ACR  annual 
meeting  in  Seattle,  WA.  Selected 
for  his  outstanding  contributions 
to  the  field  of  radiology.  Dr.  Acton  j 
was  named  as  one  of  107  new  i 
fellows  by  the  College’s  Board  of  ; 
Chancellors. 

Georgia  Medical  Society 

Robert  F.  Long,  Jr.,  M.D., 

from  Savannah,  was  named  as  a 
fellow  of  the  American  College  of 
Radiology  (ACR),  at  the  ACR 
annual  meeting  in  Seattle,  WA. 
Fellowships  in  the  College  are 
awarded  for  significant  scientific 
or  clinical  research  in  the  field  of 
radiology  or  significant 
contributions  to  its  literature. 

Criteria  for  selection  also  include 
performance  of  outstanding 
service  as  a teacher  of  radiology, 
service  to  organized  medicine, 
and  an  outstanding  reputation 
among  colleagues  and  the  local 
community  as  a result  of  long- 
term superior  service. 


732 


Journal  of  MAG 


A 5 S O C I A T 


Clayton-Fayette  CMS 

Raju  Vanapalli,  M.D.,  an 

orthopedic  surgeon  in  Atlanta, 
was  elected  recently  as  chief  of 
staff  at  Henry  General  Hospital. 

Medical  Association  of  Atlanta 

Naomi  Parver  Alazraki,  M.D., 

Professor  of  Radiology,  Co- 
Director  of  Emory  University’s 
Nuclear  Medicine  Programs,  and 
Chief  of  Nuclear  Medicine  at  the 
Veterans  Administration  Medical 
Center  in  Atlanta,  has  been 
elected  president  of  The  Society 
of  Nuclear  Medicine,  which 
represents  12,000  physicians, 
scientists,  and  other  professionals 
involved  with  the  use  of  nuclear 
medicine  techniques  for  the 
diagnosis  and  treatment  of 
disease.  Dr.  Alazraki  will  take 
office  in  June  1990. 

Before  joining  the  Emory 
Medical  Faculty  in  1986,  Dr. 
Alazraki  was  chief  of  the  nuclear 
medicine  service  at  the  Veterans 
Administration  Medical  Center  at 
Salt  Lake  City  and  professor  of 
radiology  at  the  University  of  Utah 
School  of  Medicine.  Previously, 
she  was  chief  of  the  nuclear 
medicine  service  at  the  VAMC  in 
San  Diego,  where  she  held  a 
faculty  position  at  the  University 
of  California  School  of  Medicine. 

Ray  L.  Watts,  M.D.,  assistant 
professor  in  Emory’s  Department 
of  Neurology,  recently  was  named 
the  winner  of  the  1989  George  C. 
Cotzias  Memorial  Research 
Fellowship  from  the  American 
Parkinson  Disease  Association 
(APDA).  The  fellowship  was 
established  in  honor  of  the 
scientist  who  discovered  the  use 
of  L-Dopa  to  help  alleviate  the 
symptoms  of  Parkinson  Disease.  It 
is  given  only  once  every  1 or  2 
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years  to  a young  investigator  by 
the  APDA,  which  is  the  largest 
organization  in  North  America 
that  serves  patients  with 
Parkinson  Disease. 

Oconee  Valley  CMS 
At  a special  meeting  of  the 
Greene  County  Board  of  Health 
last  July,  William  H.  Rhodes,  Jr., 
M.D.,  a family  practitioner  from 
Union  Point,  was  elected  as  the 
new  Chairman  of  that  county’s 
Board  of  Health. 


DEATHS 

Edward  Forrester,  M.D.,  an 

orthopedic  and  arthroscopic 
surgeon  on  staff  at  Newton 
General  Hospital  and  in  private 
practice  in  the  FNB  Medical 
Building  since  1986,  died  last 
August  from  amyotrophic  lateral 
sclerosis  (Lou  Gehrig’s  disease). 
He  was  55. 

A native  of  Albany,  Dr.  Forrester 
was  a former  chief  of  surgery  at 
Newton  General  Hospital.  Prior  to 
opening  his  practice  in  Covington, 
he  had  more  than  17  years  of 
medical  experience  in 
orthopedics  with  emphasis  in 
spinal,  trauma,  and  sports 
medicine. 

A 1960  graduate  of  the  Medical 
College  of  Georgia,  Dr.  Forrester 
completed  his  residency  in 
general  surgery  at  MCG  and  his 
orthopedic  surgery  residency  at 
Grady  Memorial  Hospital. 


ION  NEWS 


John  J.  Hyers,  M.D.,  an 

anesthesiologist  from  Altanta, 
died  last  August.  He  was  53. 

Dr.  Hyers  had  been  on  the  staff 
of  Piedmont  Hospital  in  Atlanta 
since  1966.  He  was  an  Army 
veteran  of  the  Vietman  War.  He 
graduated  from  the  University  of 
Georgia  and  received  his  M.D. 
degree  from  the  Medical  College 
of  Georgia. 

William  P.  Leonard,  M.D.,  a 

retired  surgeon,  died  last  August 
at  the  age  of  76. 

Dr.  Leonard  had  been  in  private 
practice  as  a general  surgeon  at 
the  Doctors  Building  and 
Crawford  W.  Long  Memorial 
Hospital  for  nearly  40  years. 
During  World  War  11,  he  was  an 
Army  major  assigned  to  the  38th 
Evacuation  Hospital  in  Africa  and 
Italy  and  was  awarded  the  Bronze 
Star. 


Ronald  Barry  Prince,  M.D.,  an 

internist  from  Covington,  died  last 
August  following  a bicycle 
accident  while  vacationing  at 
Kiawah  Island  near  Charleston. 

He  was  37. 

A native  of  Carroll  County,  Dr. 
Prince  graduated  cum  laude  from 
the  University  of  Georgia  with  a 
degree  in  pharmacy  in  1975.  He 
received  his  degree  in  medicine 
from  the  Medical  College  of 
Georgia  and  completed  his 
residency  work  in  Youngstown, 
Ohio.  He  began  his  medical 
practice  in  Covington  in  1982. 

Dr.  Prince  was  a past  secretary- 
treasurer  and  vice  chief  of  staff  at 
Newton  General  Hospital  and  at 
the  time  of  his  death  was  chief  of 
medicine  there.* 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Your  Authorized  Representative 
of  Elcomp  Products  (R.E.P.)  can 

supply  the  cure  for  your  practice 
management  ailments.  The  treat- 
ment is  singular  and  straightforward 
— to  give  you  hardware,  software, 
training,  and  after-purchase  support 
as  one  package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  your  R.E.R  today— you’ll  never 
feel  better. 

ODataGeneral 

ElSEfTIF’  s^stafns,  ifis. 

(800)  441-8386  In  Georgia  (404)  565-3407 
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5 CORNER 


Of  Blindness  and  Courage 


Something  lost.  Go  and  find  it.  Go 
and  look  behind  the  mountains. 
Something  lost  behind  the 
mountains.  Lost  and  waiting  for 

you.  Go!  Rudyard  Kipling 

To  sing,  to  laugh,  to  dream. 

To  walk  in  my  own  way  and  be 
alone. 

Free,  with  an  eye  to  see  things  as 
they  are, 

A voice  that  means  manhood  — 
to  cock  my  hat 

Where  I choose  — At  a word,  a 
Yes,  a No, 

To  fight  or  write.  To  travel  any 
road 

Under  the  sun,  under  the  stars, 
nor  doubt 

If  fame  or  fortune  lie  beyond  the 
bourne. 

Never  to  make  a line  / have  not 
heard 

In  my  own  heart;  yet,  with  all 
modesty 

To  say:  “My  soul,  be  satisfied 
with  flowers. 

With  fruit,  with  weeds  even;  but 
- gather  them 

In  the  one  garden  you  may  call 
your  own.  ” 

So,  when  I win  some  triumph,  by 
some  chance. 

Render  no  share  to  Caesar  — in 
a word, 

I am  too  proud  to  be  a parasite. 
And  if  my  nature  wants  the  germ 
that  grows 

Towering  to  heaven  like  the 
mountain  pine. 

Or  like  the  oak,  sheltering 
multitudes  — 

/ stand,  not  high  it  may  be  — but 
alone! 

Cyrano  De  Bergerac 
Edmond  Rostand 


I WAS  a third  year,  junior 
medical  student  when  1 
realized,  became  rigidly 
convinced,  that  1 was  going  blind. 
No  doubt  rested  in  my  mind.  My 
time  was  surely  limited.  The  tiny, 
sometimes  fuzzy,  spots  in  my 
visual  field  not  previously  noted 
were  now  everywhere  to  be  seen. 
Brightly  lighted  rooms,  sunny 
days,  pure  white  pages  of  paper 
brought  them  to  prominence.  1 sat 
quietly  in  the  medical  library, 
obscure  in  the  furtherest  cubicle 
from  the  others  there,  and 
switched  my  eyes  restlessly 
across  the  pages  of  the  book 
lending  further  credence  to  my 
panic.  My  heart  raced.  It  had  been 
a good  life  but  too  soon  over. 

The  restless  and  distorting 
uncertainty  gained  ground  on  me 
to  the  end  that  1 sought  out  the 
advice  of  the  faculty 
ophthalmologist.  He  gazed  with 
cool  unconcern  from  behind  the 
bright  light,  through  the  dilated 
pupil  and  on  into  the  mysterious 
depth  of  the  vitreous.  “Humph,” 
he  groaned  while  maintaining  his 
detachment,  “they’re  just  damned 
floaters.  Go  on  back  to  Grady.” 
“Damned  floaters,”  1 thought. 
“Hardly  a proper  diagnosis  for  a 
person  going  blind.”  After  all,  1 
was  no  fool.  No  fly-by-night 
adolescent.  1 was  a junior  medical 
student.  1 knew  all  one  could 
want  to  know  about  the  eye. 

About  the  anatomy  and  its 
physiology.  About  its  rods  and 
cones.  Don’t  tell  me  those  little 
spots  won’t  get  larger,  coalesce, 
and  cover  my  retina.  “Floaters  my 
ass,  you  say.  1 am  going  blind!” 


Ihad  known  from  childhood  of 
blindness.  My  uncle,  mother’s 
brother,  had  suffered  from 
craniostenosis.  The  father,  he  was 
a small  town  automobile  dealer  in 
the  early  days  when  Henry  Ford 
toured  the  country  visiting  his 
dealers  to  be  sure  that  they  were 
the  “right  kind  of  folks,”  had 
taken  him  to  Baltimore  where 
Harvey  Cushing  operated  upon 
him.  But  the  blindness  persisted. 
He  would  sit  by  the  radio  as 
Franklin  Delano  Roosevelt  gave 
those  mesmerising  speeches  and 
then  with  near  infallibility,  repeat 
the  speech  to  me.  Charles  Wilson 
taught  me  about  blindness. 

Taught  me  also  that  disabilities 
can  with  effort  become  assets  and 
that  dullness  of  some  senses  can 
sharpen  others.  He  saw  poorly 
but  he  heard  and  retained  with  an 
amazing  degree  of  accuracy. 

He  was  right,  of  course,  the 
ophthalmologist.  The  scotomata 
floated  their  benign  and  casual 
way  through  the  years  providing 
diversion  from  seeing  unsavory 
things  too  clearly  and  fading  way 
as  a catalyst  to  panic.  And  then  1 
met  Joyce,  for  such  1 will  call  her 
here. 

“She  has  gallstones,”  the 
endocrinologist  said  when  he 
asked  for  the  consultation.  “They 
should  be  removed.  She  is  a 
juvenile  diabetic  controlled  with 
insulin.  Her  kidneys  are  affected 
but  at  present  functional  without 
dialysis.  She  is  almost  blind  from 
retinopathy.  You  will  find  her  a 
pleasant  and  brave  young  lady.” 
And  so  it  was  that  1 found  her. 
Only  2 1 years  of  age  and  married 
to  an  attentive  and  loving  young 
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man.  A young  child  at  home 
smiled  from  the  picture  frame  on 
the  bedside  table.  They  were  just 
back  from  Baltimore  where  a 
Johns  Hopkins  opthalmologist 
had  for  the  second  time  operated 
in  a desperate  effort  to  preserve 
vision.  She  groped  in  her 
darkened  world  to  shake  my 
hand.  She  laughed  softly.  “Let’s 
do  the  operation  tomorrow.  1 have 
things  to  do  at  home.”  We  agreed 
on  the  plan,  and  1 left  the  two  of 
them  looking  out  through  my 
scotomata  and  my  tears.  Her  calm 
and  confident  acceptance  of  so 
devastating  an  illness,  the  raw 
courage  which  she  possessed 
allowing  her  to  live  her  life  to  the 
fullest,  left  little  room  for  an3dhing 
save  profound  admiration. 

You  will  find  in  this  issue  of 
your  Journal  a number  of 
articles  on  diabetes.  Read  them 
carefully.  One  need  not  be  an 
endocrinologist  nor  an  internist  to 
have  a need  for  knowledge  of  this 
disease  process  for  it  touches  us 
all,  be  we  “cognitive”  or 
“procedural.”  It  challenges  us 
with  its  subtlety  and  its  diversity. 

It  teaches  us  about  courage  on 
the  part  of  patients.  One  can  only 
surmise  of  the  self-reliance,  the 
self-discipline  necessary  in  the 
teenager  told  of  a sudden  that  a 
disease  process  has  arisen 
possessing  the  capacity  to  attack 
so  many  areas  of  the  otherwise 
healthy  body,  the  mastery  of 
which  will  require  a lifelong 
attention  to  details  of  conduct 
and  living  foreign  to  the  carefree 
existence  of  most  of  us.  Surely  we 
will  at  length  find  the  answer  if 
not  to  prevention,  then  hopefully 
to  reasonable  and  effective 
control. 

It  seems  so  long  since  1922 
when  Banting  and  Best,  in  the 
Canadian  Medical  Association 
Journal,  described  the  use  of 
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pancreatic  extract  for  the  control 
of  diabetes  mellitus.  We  have 
come  from  those  days  through  the 
development  of  modified  insulin, 
the  introduction  of  protein- 
purification  procedures,  the 
production  of  human  insulin  by 
recombitant  DNA  technology  to 
the  recent  development  of 
genetically  engineered  insulin 
analogues.  We  find  ourselves  now 
continuing  the  search  for  the 
solution  through  a myriad  of 
answers  including  the 
transplantation  of  both  whole 
organ  pancreas  and  Islet  cells  to 
the  placement  of  internally 
monitored  insulin  pumps. 
Somewhere  in  the  distance  lies 
the  answer.  The  illusive  and 
tantalizing  solution.  Beckoning 
and  coaxing  us  both  clinician  and 
investigator  alike  to  continue  the 
search.  The  secret  lies  hidden. 
“Something  lost.  Go  and  find  it.” 


QUOTES 

Throw  out  opium,  which  the 
Creator  himself  seems  to 
prescribe,  for  we  often  see  the 
scarlet  poppy  growing  in  the 
cornfields,  as  if  it  were  foreseen 
that  wherever  there  is  hunger  to 
be  fed  there  must  also  be  pain  to 
be  soothed;  throw  out  a few 
specifics  which  our  art  did  not 
discover,  and  is  hardly  needed  to 
apply;  throw  out  wine,  which  is  a 
food,  and  the  vapors  which 
produce  the  miracle  of 
anesthesia,  and  I firmly  believe 
that  if  the  whole  materia  medica, 
as  now  used,  could  be  sunk  to 
the  bottom  of  the  sea,  it  would  be 
all  for  the  better  for  mankind  — 
and  all  the  worse  for  the  fishes. 

0.  W.  Holmes 

Address  to  the  Massachusetts 
Medical  Society,  Boston,  May  30, 
1860 


If  a man ’s  character  is  to  be 
abused,  say  what  you  will,  there's 
nobody  like  a relation  to  do  the 
business. 

William  Makepeace  Thackeray 

There  are  several  ways  to 
apportion  the  family  income,  all 
of  them  unsatisfactory. 

Robert  Benchley 

Take  a dose  of  medicine  once, 
and  in  all  probability  you  will  be 
obliged  to  take  an  additional 
hundred  afterward. 

Napoleon  I 

To  Barry  E.  O’Meara  at  St.  Helena, 
Sept.  26,  1817 

Be  gracious  to  all  men,  but 
choose  the  best  to  be  your 
friends. 

Isocrates 

Fidelity  bought  with  money  is 
overcome  by  money. 

Seneca 

Love  affairs  have  always  greatly 
interested  me,  but  I do  not  greatly 
care  for  them  in  books  or  moving 
pictures.  In  a love  affair  I wish  to 
be  the  hero,  with  no  audience 
present. 

E.  W.  Howe:  Sinner  Sermons, 

1926 

While  doubt  stands  still, 
confidence  can  erect  a skyscraper. 

George  Lorimer 

Time  is  the  best  medicine. 

Ovid:  Remedia  amoris,  c.  10 

Be  considerate  of  others.  Be  a 
good  teamworker.  Commend 
more  and  condemn  less.  Be  a . 
propelling  force,  not  a brake. 

B.C.  Forbes 
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GLUCOTROL^  (glipizide)  Tablets 

Brief  Summary  of  Prescribing  Information 

INDICATIONS  AND  USAGE:  GLUCOTROL  is  indicated  as  an  adjunct  to  diet  for  the  control  of  hyperglycemia  in  patients  with  non- 
insulin-dependent  diabetes  mellitus  (NIDDM,  type  II)  after  an  adequate  trial  of  dietary  therapy  has  proved  unsatisfactory. 
CONTRAINDICATIONS:  GLUCOTROL  is  contraindicated  m patients  with  known  hypersensitivity  to  the  drug  or  with  diabetic 
ketoacidosis,  with  or  without  coma,  which  should  be  treated  with  insulin 

SPECIAL  WARNING  ON  INCREASED  RISK  OF  CARDIOVASCULAR  MORTALITY:  The  administration  of  oral  hypoglycemic  drugs 
has  been  reported  to  be  associated  with  increased  cardiovascular  mortality  as  compared  to  treatment  with  diet  alone  or 
diet  plus  insulin  This  warning  is  based  on  the  study  conducted  by  the  University  Group  Diabetes  Program  (UGDP),  a long- 
term prospective  clinical  trial  designed  to  evaluate  the  effectiveness  of  glucose-lowering  drugs  in  preventing  or  delaying 
vascular  complications  in  patients  with  non-insulin-dependent  diabetes.  The  study  involved  823  patients  who  were 
randomly  assigned  to  one  of  four  treatment  groups  (Diabetes,  19,  supp.  2:747-830, 1970). 

UGDP  reported  that  patients  treated  for  5 to  8 years  with  diet  plus  a fixed  dose  of  tolbutamide  (1.5  grams  per  day)  had  a rate 
of  cardiovascular  mortality  approximately  2-1/2  times  that  of  patients  treated  with  diet  alone.  A significant  increase  in 
total  mortality  was  not  observed,  but  the  use  of  tolbutamide  was  discontinued  based  on  the  increase  In  cardiovascular 
mortality,  thus  limiting  the  opportunity  for  the  study  to  show  an  increase  in  overall  mortality  Despite  controversy 
regarding  the  interpretation  of  these  results,  the  findings  of  the  UGDP  study  provide  an  adequate  basis  for  this  warning  The 
patient  should  be  informed  of  the  potential  risks  and  advantages  of  GLUCOTROL  and  of  alternative  modes  of  therapy. 
Although  only  one  drug  in  the  sulfonylurea  class  (tolbutamide)  was  included  in  this  study.  It  is  prudent  from  a safety 
standpoint  to  consider  that  this  warning  may  also  apply  to  other  oral  hypoglycemic  drugs  in  this  class,  in  view  of  their  close 
similarities  in  mode  of  action  and  chemical  structure. 

PRECAUTIONS:  Renal  and  Hepatic  Disease:  The  metabolism  and  excretion  of  GLUCOTROL  may  be  slowed  in  patients  with 
impaired  renal  and/or  hepatic  function  Hypoglycemia  may  be  prolonged  in  such  patients  should  it  occur 
Hypoglycemia:  All  sulfonylureas  are  capable  of  producing  severe  hypoglycemia  Proper  patient  selection,  dosage,  and 
instructions  are  important  to  avoid  hypoglycemia  Renal  or  hepatic  insufficiency  may  increase  the  risk  of  hypoglycemic 
reactions.  Elderly,  debilitated  or  malnourished  patients  and  those  with  adrenal  or  pituitary  insufficiency  are  particularly 
susceptible  to  the  hypoglycemic  action  of  glucose-lowering  drugs.  Hypoglycemia  may  be  difficult  to  recognize  in  the  elderly  or 
people  taking  beta-adrenergic  blocking  drugs.  Hypoglycemia  is  more  likely  to  occur  when  caloric  intake  is  deficient,  after  severe 
or  prolonged  exercise,  when  alcohol  is  ingested,  or  when  more  than  one  glucose-lowering  drug  is  used. 

Loss  of  Control  of  Blood  Glucose:  A loss  of  control  may  occur  in  diabetic  patients  exposed  to  stress  such  as  fever,  trauma, 

infection  or  surgery  It  may  then  be  necessary  to  discontinue  GLUCOTROL  and  administer  insulin 

Laboratory  Tests:  Blood  and  urine  glucose  should  be  monitored  periodically  Measurement  of  glycosylated  hemoglobin  may  be 

useful. 

Information  for  Patients:  Patients  should  be  informed  of  the  potential  risks  and  advantages  of  GLUCOTROL,  of  alternative 
modes  of  therapy,  as  well  as  the  importance  of  adhering  to  dietary  instructions,  of  a regular  exercise  program,  and  of  regular 
testing  of  urine  and/or  blood  glucose.  The  risks  of  hypoglycemia,  its  symptoms  and  treatment,  and  conditions  (hat  predispose  to 
its  development  should  be  explained  to  patients  and  responsible  family  members  Primary  and  secondary  failure  should  also  be 
explained. 

Drug  Interactions;  The  hypoglycemic  action  of  sulfonylureas  may  be  potentiated  by  certain  drugs  including  nonsteroidal  anti- 
inflammatory agents  and  other  drugs  that  are  highly  protein  bound,  salicylates,  sulfonamides,  chloramphenicol,  probenecid, 
coumarins,  monoamine  oxidase  inhibitors,  and  beta-adrenergic  blocking  agents.  In  vitro  studies  indicate  that  GLUCOTROL 
binds  differently  than  tolbutamide  and  does  not  interact  with  salicylate  or  dicumarol  However,  caution  must  be  exercised  in 
extrapolating  these  findings  to  a clinical  situation.  Certain  drugs  tend  to  produce  hyperglycemia  and  may  lead  to  loss  of  control, 
including  the  thiazides  and  other  diuretics,  corticosteroids,  phenothiazines,  thyroid  products,  estrogens,  oral  contraceptives, 
phenytoin,  nicotinic  acid,  sympathomimetics.  calcium  channel  blocking  drugs,  and  isoniazid  A potential  interaction  between 
oral  miconazole  and  oral  hypoglycemic  agents  leading  to  severe  hypoglycemia  has  been  reported  Whether  this  interaction  also 
occurs  with  the  intravenous,  topical,  or  vaginal  preparations  of  miconazole  is  not  known 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  A 20-month  study  in  rats  and  an  18-month  study  in  mice  at  doses  up  to 
75  times  the  maximum  human  dose  revealed  no  evidence  of  drug-related  carcinogenicity  Bacterial  and  in  vivo  mutagenicity 


tests  were  uniformly  negative  Studies  in  rats  of  both  sexes  at  doses  up  to  75  times  the  human  dose  showed  no  effects  on 
fertility 

Pregnancy:  Pregnancy  Category  C.  GLUCOTROL  (glipizide)  was  found  to  be  mildly  fetotoxic  in  rat  reproductive  studies  at  all  dose 
levels  (5-50  mg/kg).  This  fetotoxicity  has  been  similarly  noted  with  other  sulfonylureas,  such  as  tolbutamide  and  tolazamide. 
The  effect  is  perinatal  and  believed  to  be  directly  related  to  the  pharmacologic  (hypoglycemic)  action  of  GLUCOTROL  In  studies 
in  rats  and  rabbits  no  teratogenic  effects  were  found  There  are  no  adequate  and  well-controlled  studies  m pregnant  women. 
GLUCOTROL  should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Because  recent  information  suggests  that  abnormal  blood  glucose  levels  during  pregnancy  are  associated  with  a higher 
incidence  of  congenital  abnormalities,  many  experts  recommend  that  insulin  be  used  during  pregnancy  to  maintain  blood 
glucose  levels  as  close  to  normal  as  possible. 

Nonteratogenic  Effects:  Prolonged  severe  hypoglycemia  has  been  reported  in  neonates  born  to  mothers  who  were  receiving  a 
sulfonylurea  drug  at  the  time  of  delivery  This  has  been  reported  more  frequently  with  the  use  of  agents  with  prolonged  half- 
lives.  GLUCOTROL  should  be  discontinued  at  least  one  month  before  the  expected  delivery  date 

Nursing  Mothers:  Since  some  sulfonylurea  drugs  are  known  to  be  excreted  in  human  milk,  insulin  therapy  should  be  considered 
if  nursing  is  to  be  continued 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS:  In  controlled  studies,  the  frequency  of  serious  adverse  reactions  reported  was  very  low.  Of  702  patients. 
11.8%  reported  adverse  reactions  and  in  only  1.5%  was  GLUCOTROL  discontinued 
Hypoglycemia:  See  PRECAUTIONS  and  OVERDOSAGE  sections 

Gastrointestinal:  Gastrointestinal  disturbances,  the  most  common,  were  reported  with  the  following  approximate  incidence 
nausea  and  diarrhea  one  in  70:  constipation  and  gastralgia,  one  in  100.  They  appear  to  be  dose-related  and  may  disappear  on 
division  or  reduction  of  dosage  Cholestatic  jaundice  may  occur  rarely  with  sulfonylureas.  GLUCOTROL  should  be  discontinued  if 
this  occurs. 

Dermatologic:  Allergic  skin  reactions  including  erythema,  morbilliform  or  maculopapular  eruptions,  urticaria  pruritus  and 
eczema  have  been  reported  in  about  one  in  70  patients  These  may  be  transient  and  may  disappear  despite  continued  use  of 
GLUCOTROL,  if  skin  reactions  persist,  the  drug  should  be  discontinued  Porphyria  cutanea  tarda  and  photosensitivity  reactions 
have  been  reported  with  sulfonylureas 

Hematologic:  Leukopenia,  agranulocytosis,  thrombocytopenia,  hemolytic  anemia,  aplastic  anemia,  and  pancytopenia  have 
been  reported  with  sulfonylureas 

Metabolic:  Hepatic  porphyria  and  disulfiram-hke  alcohol  reactions  have  been  reported  with  sulfonylureas  Clinical  experience  to 
date  has  shown  that  GLUCOTROL  has  an  extremeiy  low  incidence  of  disulfiram-like  reactions. 

Endocrine  Reactions:  Cases  of  hyponatremia  and  the  syndrome  of  inappropriate  antidiuretic  hormone  (SIADH)  secretion  have 
been  reported  with  this  and  other  sulfonylureas 

Miscellaneous:  Dizziness,  drowsiness,  and  headache  have  each  been  reported  in  about  one  m fifty  patients  treated  with 
GLUCOTROL  They  are  usually  transient  and  seldom  require  discontinuance  of  therapy. 

OVERDOSAGE:  Overdosage  of  sulfonylureas  including  GLUCOTROL  can  produce  hypoglycemia  If  hypoglycemic  coma  is 
diagnosed  or  suspected,  the  patient  should  be  given  a rapid  intravenous  injection  of  concentrated  (50%)  glucose  solution.  This 
should  be  followed  by  a continuous  infusion  of  a more  dilute  (10%)  glucose  solution  at  a rate  that  will  maintain  the  blood 
glucose  at  a level  above  100  mg  dL.  Patients  should  be  closely  monitored  for  a minimum  of  24  to  48  hours  since  hypoglycemia 
may  recur  after  apparent  clinical  recovery  Clearance  of  GLUCOTROL  from  plasma  would  be  prolonged  in  persons  with  liver 
disease  Because  of  the  extensive  protein  binding  of  GLUCOTROL  dialysis  is  unlikely  to  be  of  benefit 
DOSAGE  AND  ADMINISTRATION:  There  is  no  fixed  dosage  regimen  for  the  management  of  diabetes  mellitus  with  GLUCOTROL.  in 
general,  it  should  be  given  approximately  30  minutes  before  a meal  to  achieve  the  greatest  reduction  in  postprandial 
hyperglycemia 

Initial  Dose:  The  recommended  starting  dose  is  5 mg  before  breakfast  Geriatric  patients  or  those  with  liver  disease  may  be 
started  on  2 5 mg  Dosage  adjustments  should  ordinarily  be  in  increments  of  2.5-5  mg,  as  determined  by  blood  glucose 
response  At  least  several  days  should  elapse  between  titration  steps 
Maximum  Dose:  The  maximum  recommended  total  daily  dose  is  40  mg 

Maintenance:  Some  patients  may  be  effectively  controlled  on  a once-a-day  regimen,  while  others  show  better  response  with 
divided  dosing  Total  daily  doses  above  15  mg  should  ordinarily  be  divided 

HOW  SUPPLIED:  GLUCOTROL  IS  available  as  white,  dye-free,  scored,  diamond-shaped  tablets  imprinted  as  follows  5 mg  tablet — 
Pfizer  411  (NDC  5 mg  0049-4110-66)  Bottles  of  100,  10  mg  tablet— Pfizer  412  (NDC  10  mg  0049-4120-661  Bottles  of  100 
CAUTION:  Federal  law  prohibits  dispensing  without  prescription 
More  detailed  professional  information  available  on  request. 

A division  of  Pfizer  Pharmaceuticals 
New  York  New  York  10017 
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LETTERS 


Dear  Editor: 

May  I add  to  the  article,  “The 
Health  and  Economic  Burden  of 
Cigarette  Smoking  in  Georgia  in 
1986?”  1 have  never  smoked  in  all 
my  life,  and  I’m  thankful  for  it. 

As  a retired  pediatrician,  1 am 
still  concerned  about  our  youth.  It 
is  up  to  our  parents  to  acquaint 
their  pre-teenage  school  children 
of  the  dangers  and  risks  of 
cigarette  smoking.  Education 
should  be  directed  to  them  in  the 
form  of  an  adult  education  course 
for  parents  entitled  “Family 
Living.” 

Sincerely, 

Henry  Gall  M.D. 

Cairo 

Dear  Editor: 

For  the  first  time,  I learned  in 
your  magazine  from  the  article  by 
Dr.  Van  Buren  [“One  Internist’s 
View  of  the  RBRVS,”  September, 
1989,  JMAG,  p.  611],  about  the 
inequity  in  payment  and 
rimbursement  to  internists  and 
found  out  about  the  old  wound 
that  they  have  recognized  for  a 
long  time.  For  many  years  I set 
my  own  fees  for  all  of  my  patients 
and  still  set  my  fees  with  the 
exception  of  those  changes 
dictated  by  government  programs. 

I had  been  under  the  impression 
that  internists  did  the  same, 

I including  fees  for  laboratory 
studies  and  x-rays  made  in  their 
: offices. 

1 I see  the  word  “cognitive”  used, 
i Somehow  or  other  I get  the 
m impression  that  some  folks  feel 
I that  they  are  the  only  ones  who 
I can  think.  The  word  has  an 
j arrogance  to  it  and  not  too  subtle 
inference  that  this  process 
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belongs  only  to  certain  ones  of  us 
and  that  cognition  is  not  involved 
in  the  diagnosis  and  judgements 
made  insofar  as  doing  or 
following  up  surgery. 

Although  one  cannot  use  one 
factor  as  a guideline  for 
evaluation  of  responsibility 
involved,  I would  like  to  note  that 
my  malpractice  insurance  runs 
about  six  times  that  of  the 
average  primary  care  physician. 

It  can  also  be  noted  that  when 
one  uses  an  operating  room,  one 
is  subject  to  a tremendous 
amount  of  expenditure  of  time 
which  is  not  efficient.  Being 
available  for  surgery,  frequently 
having  delays  due  to 
circumstances  beyond  the 
surgeon’s  control,  the  frequent 
cancelling  of  office  patients,  or 
delaying  their  being  seen  are  built 
in  hazards  of  the  surgeon’s  trade 
which  occur  to  a greater  extent 
than  in  most  primary  care 
practices. 

One  should  also  consider 
ancillary  income  from  laboratory 
and  x-ray  studies  done  in 
internist’s  offices. 

The  Harvard  Resource  Base 
RVS  was  mainly  based  on  the 
survey  of  a relatively  small  sample 
of  physicians  who  were  asked  to 
estimate  time  and  intensity  for  a 
small  number  of  services,  a very 
subjective  approach.  In  addition, 
there  are  a number  of  essential 
issues  that  have  not  been 
addressed  at  all  by  that  study 
which  are  both  complex  and 
require  careful  consideration.  It 
may  be  that  the  author  of  the 
recent  article  doesn’t  look  on  the 
“social  statement”  saying  loudly 
and  clearly  that  the  services  of  the 
internal  medicine  specialty  have 
been  downgraded,  diminished. 


and  treated  with  disrespect,  as 
being  devisive  but  it  so  appears  to 
me. 

I value  primary  care  physicians 
greatly,  and  I particularly 
appreciate  the  worth  of  internists 
when  they  are  treating  my  ill 
patients.  However,  I don’t 
understand  the  aggrived,  hurt 
attitude  assumed  by  those 
determined  to  make  an  extra 
buck,  even  if  it  has  to  come  from 
someone  else’s  pocket. 

Yours  truly, 

P.K.  Dixon,  Jr.,  MD 
General  Surgeon 


QUOTES 

There  is  more  simplicity  in  the 
man  who  eats  caviar  on  impulse 
than  in  the  man  who  eats 
grapenuts  on  principle. 

G.  K.  Chesterton 

To  be  a good  critic  demands 
more  brains  and  judgment  than 
most  men  possess. 

Josh  Billings 

Ridicule  is  the  first  and  last 
argument  of  a fool. 

Charles  Simmons 

Medicine  may  be  regarded 
generally  as  the  knowledge  of  the 
loves  and  desires  of  the  body, 
and  how  to  satisfy  them  or  not 
Plato:  Symposium,  c.  360  b.c. 

No  one  is  useless  in  this  world 
who  lightens  the  burden  of  it  to 
anyone  else. 

Charles  Dickens 
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NOVEMBER 

5- 8  — Peachtree  City:  Group 
Leadership  Conference. 
Category  1 Credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

6- 10  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 

I Credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

9- 1 1 — Atlanta:  Georgia 
Academy  of  Family 
Physicians.  AMA  Category  1 
Credit  & AAFP  prescribed. 
Contact  Camille  Day,  GAFP, 

3760  LaVista  Rd.,  #100,  Tucker 
30084.  PH:  404/321-7445  or 
800/392-3841 . 

10- 12  — Atlanta: 
Gastroenterology  for  Primary 
Care  Physicians.  Category  1 
Credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 

I I — Atlanta:  Anticonvulsants 
in  Psychiatry:  Update  1989. 

Category  1 Credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

15-18  — Kiawah  Island,  SC: 
Organ  and  Tissue 
Procurement  and 
Transplantation  — Advance 
Concepts.  Sponsored  by  the 
Medical  College  of  Georgia  and 
the  South  Carolina  Organ 
Procurement  Agency,  Inc. 
Category  1 Credit.  Contact  Div. 
of  Cont.  Ed.,  MCG,  Augusta 
30912.  PH:  404/721-3967. 

1 6 — New  Orleans,  LA: 

Advances  in  the  Diagnosis  and 
Treatment  of  Cardiovascular 
Diseases.  Category  1 Credit. 
Contact  Office  of  CME,  Emory 
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Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

17-19  — Af/anfa;  MAG 
Scientific  Assembly.  Contct 
MAG,  Dept,  of  Education,  938 
Peachtree  St.,  Atlanta  30309. 

PH:  404/876-7535  or  800/282- 
0224. 

1 7-20  — Peachtree  City:  26th 
Annual  Psychiatric  Institute  on 
Group  Behavior  and  Group 
Leadership.  Category  1 Credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

19  — Atlanta:  Gearing  Up  For 
Retirement.  Category  1 Credit. 
Contact  S.  Hill,  American 
Medical  Association,  Dept,  of 
Practice  Management,  535  N. 
Dearborn  St.,  Chicago,  IL  60610. 
PH:  312/645-4958. 

DECEMBER 

2-3  — Atlanta:  Regional 
Anesthesia:  Surgery, 
Obstetrics,  and  Pain.  Category 
1 Credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

4-8  — Atlanta:  Magnetic 
Resonance  Imaging.  Category 
1 Credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

6- 8  — Atlanta:  Nuclear 
Medicine  Update:  Infection, 
Renal,  Cardiac,  Brain  & Lung 
Imaging,  with  Emphsis  on 
SPECT.  Category  1 Credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

7- 10  — Atlanta:  Workshops  in 
Clinical  Hypnosis.  Category  1 


credit.  Contact  P.  Schoefield, 
American  Society  of  Clinical 
Hypnosis  — Education  and 
Research  Foundation,  2250  E. 
Devon  Ave.,  Suite  336,  Des 
Plaines,  IL  60018.  PH:  312/297- 
3317. 

8 — Atlanta:  Current  Concepts 
in  Glaucoma  Management. 

Category  1 Credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

9 — Atlanta:  Depression  in 
Primary  Care.  Category  1 
Credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

14  — Atlanta:  Update: 

Infectious  Diseases  and 
Clinical  Microbiology.  Category 
1 Credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

15  — Atlanta:  Transrectal 
Prostate  Ultrasonography 
Seminar.  Category  1 Credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 


FEBRUARY  1990 

2-3  — Atlanta:  Annual  Emory- 
Grady  Postgraduate  i 

Ophthalmology  Conference. 

Category  1 Credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of  i 

Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

10  — Atlanta:  Ethical  Decision  j 
Making  in  Medicine.  Category  1 j 
Credit.  Contact  Office  of  CME,  i 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH:  ; 

404/727-5695. 
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Georgians  Rate  Importance 
of  Health  Care  in  New 
Statewide  Survey 

The  Georgia  Hospital 

Association  has  completed  a 
survey  of  Georgians  to  find  out 
their  attitudes  toward  hospitals 
and  their  level  of  understanding 
of  hospital  issues. 

Results  of  the  survey  show  that 
more  than  85%  of  Georgians 
believe  everyone  has  the  right  to 
receive  medical  treatment 
regardless  of  the  ability  to  pay. 
And,  to  cover  the  cost  of  that 
treatment,  more  money  is  needed 
from  the  state  budget,  said  three 
quarters  of  the  respondents. 
Georgians  like  the  idea  of 
obtaining  part  of  that  funding  by 
requiring  every  county  to 
contribute  to  the  health  care  cost 
of  its  own  residents  who  are  poor. 
A large  majority  of  Georgians  — 
81%  — favor  an  increased 
alcohol  tax  as  a means  of  paying 
for  health  care  for  Georgia’s  poor; 
close  behind,  more  than  75% 
favor  a state  lottery  to  provide  the 
funding. 

But  don’t  turn  to  hospital 
patients  for  the  extra  money,  they 
say.  A total  of  82%  did  not  want 
to  see  a tax  on  hospital  patients 
as  a source  of  health  care 
funding. 

As  to  who  should  receive  first 
priority  in  health  care  funding, 
Georgians  cited  children  as  the 
group  most  deserving  of 
additional  funding.  The  second 
priority  was  funding  for  the 
elderly. 

GHA  also  found  a lot  of 
confusion  among  the  general 
public  about  how  health  care  is 
currently  funded.  More  than  half 
think  the  state  pays  80%  or  more 
of  hospital  expenses  for  Medicaid 
patients,  whereas  payments 
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actually  cover  much  less. 
According  to  the  hospital 
association,  Medicaid  coverage  in 
1987  amounted  to  only  64%  of 
hospital  charges.  And  on  the 
Medicare  side,  coverage  this  year 
is  projected  to  fall  to  69%  of 
hospitals’  charges  for  treating 
those  patients.  In  fact,  the 
association  says,  Medicaid  and 
Medicare  payment  shortfalls, 
coupled  with  little  or  no  coverge 
for  treating  indigent  patients,  is 
one  of  the  most  pressing 
problems  facing  Georgia’s 
hospitals. 

Overall,  Georgia’s  hospitals 
received  a good  report  card  from 
the  survey  respondents.  Two 
thirds  said  they  were  satisfied 
with  the  care  their  local  hospitals 
provide;  three  fourths  said 
medical  technology  has  become 
more  available  in  Georgia  over 
the  past  5 years;  and  an 
overwhelming  majority  — 95%  — 
said  that  hospitals  and  health 
care  availability  are  important  to 
their  communities’  well  being. 


Hospitals  Launch  Letter- 
Writing  Campaign  to  the 
White  House 

Hospitals  in  Georgia  have 
joined  the  American 
Hospital  Association’s  ongoing 
Medicare  advocacy  campaign, 
which  now  focuses  on  an  appeal 
to  the  Bush  administration  to 
provide  adequate  Medicare 
funding  in  the  fiscal  year  1991 
budget. 

The  campaign,  which  will  take 
place  in  October  and  November, 
is  designed  to  flood  the  White 
House  with  letters  from  hospital 
administrators,  trustees,  medical 
staff,  auxilians,  and  employees 
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asking  for  a fair  budget  allotment 
for  Medicare. 

The  program,  dubbed  “Promise 
to  Protect  Medicare,”  is  the  third 
phase  of  a national  effort  to  save 
Medicare  funding  from  futher 
cuts,  and  it  is  the  hospital 
industry’s  first  effort  to  influence 
the  budget  at  the  beginning  of  the 
budget  cycle.  The  Georgia 
Hospital  Association  has  passed  a 
resolution  calling  for  statewide 
support  of  the  campaign. 

Washington  Cast  a 
Jaundiced  Eye  at 
Catastrophic  Coverage 

Bowing  to  widespread 

criticism  of  the  catastrophic 
coverage  act,  the  Senate  Finance 
committee  has  begun  closed-door 
sessions  to  determine  how  to 
amend  the  errors  of  the  act,  short 
of  repealing  the  new  program 
entirely. 

Primary  concerns  are  which 
benefits  to  keep  and  what 
reductions  can  be  made  in  the 
supplemental  premium  that 
Medicare  beneficiaries  would 
have  to  pay.  The  Finance 
Committee  reported  that  it  was 
giving  serious  consideration  to 
reducing  or  even  eliminating 
coverage  for  drugs,  skilled 
nursing  care,  and  physician 
sevices.  Cutbacks  in  those  areas, 
would,  in  turn,  reduce  the 
supplemental  premium. 

Even  with  the  revisions, 
however,  some  Washington 
observers  predict  that  the  Senate 
will  repeal  the  law,  and  the  Bush 
administration  has  even  stated 
that  it  will  not  stand  in  the  way  of 
repeal.  And  a member  of  the 
Ways  and  Means  Committee  has 
further  predicted  that  the  House 
will  kill  the  program. 
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MAG  Launches 

PHYSICIANS  CARE  PROGRAM 

for  Elderly  Poor 


Senior  Citizens  and  their  problems  continued  to 
be  a major  concern  of  MAG.  In  an  effort  to  meet 
the  needs  of  our  older  patients,  the  MAG  Board 
of  Directors  on  October  1 approved  a voluntary 
medical  care  program.  Developed  by  the  MAG 
Senior  Citizens  Advocacy  Committee,  the  pro- 
gram is  being  called  Physicians  Care. 

By  now,  many  of  you  will  have  received  infor- 
mation on  the  program,  but  just  to  recap  briefly: 

In  this  program,  we  are  asking  our  members  to 
sign  on  by  agreeing  to  see  eligible  recipients  at 
least  one  time.  You  will  be  asked  to  evaluate  an 
acute  condition  and,  with  the  patient,  determine 
the  extent  of  ongoing  care  to  be  provided. 

MAG  will  determine  patient  eligibility  and  refer 
to  volunteer  physicians.  To  be  eligible,  the  ben- 
eficiary must  be  65  or  over  with  an  annual  income 
at  150  percent  of  the  federal  poverty  level  of  $8,950 
(1  person)  or  $13,425  (couple). 

You  may  be  asking  why  you  should  participate. 


since  all  of  you  already  donate  your  services  to 
indigent  patients.  Without  a mechanism  to  as- 
sure access  to  physician  care  and  to  document 
the  volume  of  participants,  we  have  no  effective 
means  to  respond  to  charges  that  the  elderly  are 
not  getting  medical  care  because  they  cannot 
afford  it. 

Please  complete  the  inserted  participation  form 
and  watch  for  more  details  from  MAG. 

We  think  you  should  participate: 

• To  assure  access  to  physician  services  for  the 
elderly  poor,  both  Medicare-eligible  beneficiar- 
ies and  the  uninsured. 

• To  document  that  physicians  are  already  pro- 
viding care  to  the  most  vulnerable  elderly  and 
are  willing  to  do  more. 

• To  establish  a forum  providing  physician-ori- 
ented information  to  your  patients,  their  families, 
our  legislators,  and  others. 
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PHYSICIANS  CARE 

Physician  Participation  Agreement 


THIS  INFORMATION  IS  PERSONAL  AND  CONFIDENTIAL 


I will  participate  in  the  following  components  of  PHYSICIANS  CARE. 

1 will  see  an  eligible  patient  at  least  one  time  for  an  evaluation  of  an  acute  condition  and,  with  the 
patient,  mutually  determine  the  extent  of  my  services  necessary  for  ongoing  care  for  the  following 
categories:  (PLEASE  CHECK  ALL  THAT  APPLY) 

Q Category  1 — Patients  65  years  of  age  or  older  with  Medicare  Coverage.  I will  accept  Medicare 
approved  amount  for  these  services. 

□ Category  2 — Patients  65  years  of  age  or  older  with  no  insurance. 

D Category  3 — My  own  patients  and  those  referred  through  normal  referral  patterns  who  meet 
one  of  the  above  criteria. 

□ Referrals  may  be  made  to  me  through  this  program. 

D Do  not  place  my  name  on  a referral  list. 

□ 1 must  limit  new  patients  to (number),  per  year quarter 

month 


Signature 

Please  print  or  type  information  below. 

Name 

Telephone 

Address 

City 

State 

Zip 

Specialty 

Please  return  to:  Medical  Association  of  Georgia 


938  Peachtree  Street,  NE 
Atlanta,  Georgia  30309 
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THOUGHTS 


sayings: 

“An  apple  a day  keeps  the  doctor  away” 

Or  its  English  version: 

“Eat  an  apple  going  to  bed, 

Make  the  doctor  beg  his  bread.” 

are  supposed  to  be  based  upon  the  myths  that  have  appeared 
in  every  age  and  in  every  country. 

Aphrodite’s  apple  of  discord  is  a far  off  echo  from  Eve’s 
apple  of  sin  and  death,  for  legend,  poetry,  and  painting  are 
alike  satisfied  that  it  was  an  apple  which  grew  on  the  Tree 
Of  Knowledge  of  good  and  evil.  In  the  Scandinavian  saga, 

Indun  keeps  a box  of  apples,  whereof  the  gods,  “when  they 
feel  the  approach  of  age,  have  only  to  taste  and  forthwith  they 
become  young  again.”  In  the  Grecian  myth,  the  dragon  guards 
the  sacred  apples  of  The  Hesperides,  as  in  the  Scriptures,  the 
serpent  watches  over  the  apple  in  the  Garden  of  Eden.  In 
many  a Norse  story,  the  golden  bird  seeks  the  golden  apples 
of  the  King’s  Garden. 

It  is,  however,  in  the  Arabian  Tales  that  the  apple  becomes 
a healing  fruit,  and  it  is  supposed  from  this  have  come  the 
rhymes  mentioned. 

A bit  over  a generation  ago  a little  apologue  went  the  rounds 
of  the  American  press,  which  summed  up  the  valuable  prop- 
erties of  the  common  apple: 

“Do  you  know  what  you  are  eating?”  said  the  doctor  to 
the  girl.  j 

“An  apple  of  course.” 

“You  are  eating”  said  the  doctor,  “albumen,  sugar,  gum,  | 

malic  acid,  galic  acid,  fibre,  water,  and  phosphorus.”  : 

“1  hope  those  things  are  good.  They  sound  alarming!” 
said  the  girl. 

“Nothing  could  be  better.  You  ate,  I observed,  rather  too 
much  meat  for  dinner.  The  malic  acid  of  apples  neutralizes 
the  excess  of  chalky  matter  caused  by  too  much  meat,  and 
thereby  helps  to  keep  you  young.  Apples  are  good  for  your  I 

complexion;  their  acids  help  drive  out  the  noxious  matters  j 

which  cause  skin  eruptions.  They  are  good  for  your  brain, 
which  these  same  noxious  matters,  if  retained,  render  slug- 
gish. Moreover,  the  acids  of  the  apple  diminish  the  acidity 
of  the  stomach  that  comes  with  some  forms  of  indigestion. 

The  phosphorus,  of  which  apples  contain  a larger  per  cent 
than  any  other  fruit  or  vegetable,  renews  the  essential  matter 
of  the  brain  and  spinal  column!  Oh!  The  ancients  were  not  ! 

wrong  when  they  esteemed  the  apple  the  food  of  the  gods  ^ 

— the  magic  renewal  of  youth  to  which  the  gods  resorted 

when  they  felt  themselves  growing  old  and  feeble 1 

think  I’ll  have  an  apple!”  concluded  the  doctor. 

Richard  Bynum  Weeks,  M.D.  ! 

Retired  Surgeon 

St.  Simons  Island,  Georgia  i 
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Diabetes  Mellitus:  Good  Management 

Can  Make  a Difference 


Suzanne  S.  P.  Gebhart,  M.D. 


There  are  approximately 
250,000  individuals  in  the 
State  of  Georgia  with  diabetes 
mellitus.  About  half  of  these 
individuals  are  not  aware  that 
they  have  the  disease.  Our 
present  understanding  of  and 
management  tools  for  this  disease 
permit  much  to  be  done  to 
improve  the  overall  survival  and 
outlook  for  such  patients.  This 
requires  an  enormous 
commitment  of  time  and 
resources,  not  only  by  health 
professionals  caring  for  diabetics 
but  also  by  the  diabetics 
themselves.  If  an  attempt  is  to  be 
made  to  maintain  near 
physiologic  glucose  control, 
persons  with  diabetes  must 
become  experts  in  understanding 
the  interplay  of  diet,  exercise, 
stress,  and  insulin  in  daily 
glycemia.  They  must  be 
i comfortable  adjusting  their 
j insulin,  exercise,  and  diet  to 
match  their  daily  requirements, 
and  they  must  recognize  how  to 
treat  both  hypo-  and 
hyperglycemia  effectively.  This  is 
asking  a great  deal  of  diabetic 
patients,  but  in  exchange,  they 


Dr.  Gebhart  is  Assistant  Professor  of  Medicine 
(Endocrinology  and  Metabolism)  at  Emory 
University  and  Director  of  the  Diabetes  Unit, 
Emory  Clinic,  1365  Clifton  Rd.,  Atlanta,  GA 
i 30322,  She  has  served  as  Guest  Editor  of  this 
j special  issue  of  the  Journal. 


gain  a greater  understanding  of 
diabetics  and  take  command  of 
their  diabetes  management. 
Clearly,  diabetic  education 
becomes  not  only  a desirable 
adjunct  to  medical  management 
but  also  a necessary  requirement. 

The  outlook  on  diabetic 
complications  has  been  much 
more  sanguine  with  the  advent  of 
early  means  of  detection  and 
intervention.  We  are  now  able  to 
detect  many  complications  at  a 
point  where  they  are  reversible. 
Aggressive  management  of 
hypertension  and  glucose 
elevation  appears  to  reduce  the 
urinary  excretion  of  minute 
quantities  of  albumin  (<  200  mg/ 
24  hr),  improve  retinal  blood 
flow,  and  improve  nerve 
conduction.  Advances  in  laser 
therapy  for  retinopathy  have 
markedly  decreased  the  risk  of 
blindness  in  more  advanced  eye 
disease.  Tight  glycemic  control 
during  pregnancy  has  reduced 
maternal  and  infant  morbidity  and 
mortality  to  approximate  that  of 
the  normal  population. 

While  much  can  be  done  in 
diabetes  management,  it 
requires  extensive  commitment  of 
health  professionals  and  health 
dollars.  This  expenditure  is  to  a 
large  extent  recouped  with 
reduction  in  hospitalization  and 
morbidity  associated  with 


ucation  of  the 
diabetic  patient 
becomes  not  only  a 
desirable  adjunct  to 
medical  management 
but  also  a necessary 
requirement,  y 


diabetes.  A remaining  challenge 
is  to  ensure  that  these  options  are 
available  to  all  persons  with 
diabetes,  regardless  of  income. 

The  Georgia  Department  of 
Human  Resources,  the  U.S. 
Centers  for  Disease  Control,  and 
many  volunteer  groups  committed 
to  diabetes,  such  as  the  American 
Diabetes  Association,  the  Juvenile 
Diabetes  Foundation,  and  the 
Lions  Club,  have  contributed 
substantially  to  promoting  the 
importance  of  early  detection  of 
diabetes  and  of  its  complications. 
It  is  our  hope  that  through  the 
efforts  of  these  and  other 
volunteer  groups,  through  the 
state  Public  Health  Department, 
and  through  volunteer  efforts  by 
health  professionals  themselves, 
all  individuals  in  the  State  of 
Georgia  can  benefit  from  these 
advances. 
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^The  outlook  on 
diabetic  complications 
has  been  much  more 
sanguine  with  the 
advent  of  early  means 
of  detection  and 
intervention.  We  are 
now  able  to  detect 
many  complications  at 
a point  where  they  are 
reversible,  y 
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Current  Fferspectives  on  the 
Prevalence  and  Pathogenesis  of 
Diabetes  Mdlitus 


Suzanne  S.  P.  Gebhart,  M.D. 


Introduction 

Diabetes  mellitus  is  a hetero- 
geneous disorder  character- 
ized by  hyperglycemia  secondary  to 
a relative  or  absolute  lack  of  insu- 
lin. 

It  is  estimated  that  there  are  ap- 
proximately 10  million  Americans 
with  diabetes  mellitus.  It  is  found 
in  8%  of  the  population  over  the  age 
of  65  years.  The  terminology,  clas- 
sification, and  diagnostic  criteria  for 
diabetes  were  standardized  in  1979 
as  a result  of  an  international  work- 
shop sponsored  by  the  National  Di- 
abetes Data  Group  of  the  National 
Institutes  of  Health.  Recommended 
standards,  terminology,  and  diag- 
nostic criteria  are  listed  below. 

Classification 

Diabetes  mellitus  is  classified  as 
follows: 

1.  Insulin-dependent  diabetes  mel- 
litus (Type  I),  previously  called 
juvenile  diabetes  or  ketosis- 
prone  diabetes. 

2.  Non-insulin  dependent  diabetes 
mellitus  (Type  11),  formerly 
known  as  adult  onset  diabetes 
mellitus. 


While  goals  for 
glucose  control  must 
be  individualized,  it  is 
often  possible  to 
emulate  safely  the 
natural  pattern  of 
insulin  secretion  and 
thus  maintain  blood 
glucose  within  a more 
physiologic  range. 


3.  Diabetes  secondary  to  other 
causes.  This  group  includes  di- 
abetes post  pancreatectomy,  di- 
abetes secondary  to  Cushing’s 
syndrome,  acromegaly,  or  other 
primary  disorders. 


Dr.  Gebhart  is  Assistant  Professor  of  Medicine  (En- 
docrinology and  Metabolism)  at  Emory  University 
and  Director  of  the  Diabetes  Unit.  Emory  Clinic, 
1365  Clifton  Rd„  Atlanta,  GA  30322. 


4.  Impaired  glucose  tolerance:  glu- 
cose levels  higher  than  normal 
but  not  sufficiently  high  for  the 
diagnosis  of  diabetes. 

5.  Gestational  diabetes:  diabetes 
associated  with  pregnancy  but 
with  return  to  normal  glucose 
tolerance  after  delivery. 

6.  Statistical  risk  classes:  Individ- 
uals who  do  not  currently  have 
diabetes  but  based  on  epide- 
miologic and  research  data  are 
at  high  risk  for  diabetes.  These 
include  individuals  who  had  a 
previous  abnormality  of  glucose 
tolerance  but  are  now  normal 
and  individuals  who  have  a po- 
tential abnormality  for  glucose 
tolerance  either  because  of  a 
strong  family  history  or  because 
of  the  presence  of  circulating  an- 
tibodies. 


Diagnostic  Criteria 

The  criteria  for  the  diagnosis  of 
diabetes  mellitus  in  non-pregnant 
adults  are  shown  in  Table  1 . An  oral 
glucose  tolerance  test  is  required 
only  if  fasting  glucose  levels  are  be- 
low diagnostic  range. 
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TABLE  1 — Diagnostic  Criteria  for  Diabetes  Mellitus 


Non-pregnant  Adults 

1.  Random  plasma  glucose  > 200  mg/dl  and  classic  signs  and 
symptoms 

2.  Fasting  plasma  glucose  ^ 140  mg/dl  on  at  least  two  oc- 
casions 

3.  75  gm  2 hour  oral  glucose  tolerance  test 

Plasma  glucose  <140  mg/dl  fasting 
Plasma  glucose  < 200  mg/dl  at  2 hour  and  at  one  inter- 
vening time  point 

Impaired  Glucose  Tolerance 

75  g.  2 hour  oral  glucose  tolerance  test 

1 hour  ^ to  190  mg/dl 

2 hour  plasma  glucose  between  140  and  200  mg/dl  with  em 
intervening  plasma  glucose  3=  200  mg/dl 

Gestational  diabetes 

100  gm  oral  glucose  tolerance  test 

1 hour  fasting  plasma  glucose  ^105  mg/dl 

1 hour  S=  190  mg/dl 

2 hours  ^165  mg/dl 

3 hours  ^145  mg/dl. 

Diabetes  mellitus  in  children 

1.  Random  plasma  glucose  > 200  mg/dl  & classic  symptoms 

2.  Fasting  glucose  ^ 140  mg/dl  and  an  abnormal  oral  glucose 
tolerance  test,  1.75  mg/kg  IBW  on  more  than  one  occasion. 
(Abnormal  defined  as:  plasma  glucose  ^ 200  mg/dl  at  2 
hour  and  at  one  intervening  time  point.) 


Pathogenesis  of  Insulin- 

Dependent  Diabetes  Mellitus 

It  is  possible  to  separate  diabetes 
into  two  distinct  groups  related  to 
etiology.  Insulin-dependent  diabe- 
tes (Type  I)  is  associated  with  au- 
toimmunity directed  against  the 
pancreas.  Anti-islet  cell  antibodies 
are  found  early  in  the  course  of  the 
disease,  detectable  in  up  to  85%  of 
diabetic  children  within  the  first  few 
weeks  of  diagnosis  and  declining 
in  titer  over  the  next  2-5  years.  Cell 
mediated  autoimmunity  is  abnor- 
mal as  well.  Diabetic  lymphocytes 
exhibit  cytotoxicity  toward  the  in- 
sulin-producing beta  cells  and  show 
inhibited  migration  on  exposure  to 
pancreatic  antigens. 

The  genetic  defect  leading  to  al- 
tered autoimmunity  is  unclear.  Cer- 
tain alleles  of  the  HLA  system  are 
associated  with  Type  I diabetes. 
HLA  DR3  and  DR4  are  associated 
with  a four-fold  risk  of  Type  1 dia- 
betes. The  presence  of  the  heter- 
ozygote DR3/DR4  increases  the  risk 
of  Type  I diabetes  by  ten-fold,  sug- 
gesting that  the  effect  of  these  al- 


leles involves  independent  mech- 
anisms. 

Investigation  to  further  charac- 
terize DR4  & 3 subgroups  in  terms 
of  susceptibility  to  insulindepen- 
dent-diabetes  mellitus  has  identi- 
fied DR4  subgroup  DQBw8  as  con- 
ferring increased  risk  of  insulin- 
dependent-diabetes  mellitus  and, 
in  Caucasians,  the  presence  of  as- 
partic acid  in  the  57  position  of  DQB 
appears  to  be  protective.  Concord- 
ance of  Type  I diabetes  in  identical 
twins  is  only  50%,  however,  so  non- 
genetic  mechanisms  also  contrib- 
ute to  the  development  of  this  dis- 
order. Current  theory  as  to  the  etiol- 
ogy of  Type  I diabetes  proposes  the 
existence  of  a genetic  defect  which 
is  activated  by  an  environmental  in- 
sult, perhaps  a virus  or  a toxin, 
leading  to  ongoing  destruction  of 
the  islet  cells  over  ensuing  months 
to  years.  By  the  time  hyperglycemia 
develops,  much  of  the  islet  destruc- 
tion has  already  occurred.  Current 
clinical  investigations  are  studying 
the  possibility  of  early  detection  and 
immunosuppression  to  halt  islet  cell 
destruction. 


Pathogenesis  of  Non-Insulin- 

Dependent  Diabetes  Mellitus 

Non-insulin-dependent  diabetes 
mellitus  (T}qDe  II),  while  generally 
occurring  in  older  patients,  has  also 
been  diagnosed  in  teenagers  and 
young  adults.  This  is  a strongly  fa- 
milial disorder.  Concordance 
among  identical  twins  is  approxi- 
mately 90%,  but  there  is  no  asso- 
ciation with  the  HLA  system.  No  ge- 
netic markers  have  been  found. 
Environmental  factors  such  as 
obesity,  stress,  and  poor  physical 
conditioning  appear  to  be  impor- 
tant. 

Although  insulin  deficiency  is  a 
central  feature  of  diabetes  mellitus, 
many  patients  with  non-insulin-de- 
pendent  diabetes  have  normal  or 
elevated  basal  insulin  levels  sug- 
gesting that  the  insulin  secreted  is 
less  effective  than  normal  in  low- 
ering glucose,  an  observation  that 
has  been  termed  “insulin  resist- 
ance.” In  addition  to  insulin  resist- 
ance, there  is  impaired  insulin  re- 
lease in  response  to  stimulation. 
When  glucose  is  given  intrave- 
nously, insulin  release  is  delayed 
compared  to  normal  individuals. 


Many  patients  with 
non-insulin-dependent 
diabetes  have  normal 
or  elevated  basal 
insulin  levels 
suggesting  that  the 
insulin  secreted  is  less 
effective  than  normal  in 
lowering  glucose,  an 
observation  that  has 
been  termed  “insulin 
resistance/’ 


This  is  one  of  the  first  detectable 
abnormalities  of  glucose  tolerance, 
and  it  may  occur  before  there  is  an 
elevation  in  plasma  glucose.  Both 
impaired  insulin  secretion  and  pe- 
ripheral insulin  resistance  are  im- 
portant characteristics  of  non-in- 
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sulin-dependent  diabetes.  Whether 
insulin  resistance  leads  to  impair- 
ment in  insulin  secretion  or  results 
from  it  is  unclear;  however,  several 
forms  of  therapy  have  been  noted 
to  improve  insulin  resistance.  Fast- 
ing or  marked  dietary  restriction  has 
been  shown  to  lower  basal  insulin 
levels  and  improve  glucose  toler- 
ance. A similar  response  has  also 
been  shown  by  using  insulin  ther- 
apy or  oral  hypoglycemic  agents  to 
lower  plasma  glucose  levels. 
Therefore,  hyperglycemia  itself  may 
not  only  be  a result  but  also  a con- 
tributor to  the  pathophysiologic  de- 
fect in  this  disease. 

Approach  to  Management  of 
Diabetes  Mellitus 

Many  questions  about  diabetes 
remain  unanswered;  however,  our 
understanding  of  this  disorder  and 
the  tools  which  we  have  to  treat  it 
have  markedly  improved.  There  is 


mounting  evidence  that  the  com- 
plications of  diabetes  may  be  the 
result  of  chronic  hyperglycemia.  In 
the  normal  individual,  glycemic  ex- 
cursions are  kept  within  narrow 
limits  by  brisk,  well-modulated  in- 
creases in  insulin  superimposed 
on  basal  insulin  secretion.  While 
goals  for  glucose  control  must  be 
individualized,  it  is  often  possible 
to  emulate  safely  the  natural  pattern 
of  insulin  secretion  and  thus  main- 
tain blood  glucose  within  a more 
physiologic  range.  Using  informa- 
tion obtained  from  home  capillary 
glucose  monitoring  and  laboratory 
analysis  of  glycated  hemoglobin  or 
fructosamine  values,  the  physician 
and  patient  must  juggle  the  arma- 
mentarium of  therapy:  diet,  exer- 
cise, insulin  and/or  sulfonylurea 
drugs  to  achieve  the  desired  gly- 
cemic goal. 

Patient  education,  always  advan- 
tageous, is  essential  if  patients  are 


to  adjust  their  regimens  on  a daily 
basis.  While  it  is  hoped  that  im- 
proved glucose  control  will  prevent 
diabetic  complications,  existant 
complications  may  stabilize  or  even 
resolve  with  early  detection  and  in- 
tervention. Life  expectancy  for  the 
average  diabetic  has  progressively 
increased  over  the  last  40  years. 
Careful  diabetes  management  may 
produce  a similar  beneficial  effect 
on  the  development  of  long-term 
complications. 
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is  responsible  for  the 
death  of  more  children  than  any  other  disease.  Twenty 
years  ago  there  was  no  effective  treatment  for  this 
dread  disease,  and  acute  types  usually  killed  within 
months.  Today,  thanks  to  research,  five-year  survival 
may  be  achieved  by  60  percent  of  young  patients  with 
the  most  common  childhood  leukemia. 

But,  leukemia  now  kills  more  adults  than  children— 
and  more  than  half  of  all  leukemia  cases  occur  in 
persons  over  60  years  of  age! 

Support  the  Leukemia  Society’s  vital  programs, 
including  research,  patient  aid,  and  public  and  pro- 
fessional health  education.  Join  the  Society’s  count- 
down to  cure.  It’s  a matter  of  time. 


For  more  information,  including  the 
tree  booklet  "What  Everyone  Should 
Know  About  Leukemia,"  write  to: 

leixemia 

society  of  america,  inc. 

1447  Peachtree  Street  N.E, 
Suite  412 

Atlanta,  Georgia  30309 
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Critical  Factors  in  the 
Surveillance  and  Management  erf 
Ffealthy  Diabetic  Patients 

Edwin  D.  Bransome,  Jr.,  M.D.,  Thomas  A.  Huff,  M.D. 


The  diagnostic  criteria  for  dif- 
ferent diabetic  syndromes  are 
described  in  Table  1 of  the  article 
by  Dr.  Gebhart  in  this  issue.  The 
physician’s  role  is  to  work  with  di- 
abetic patients  and  their  family 
members  to  work  towards  several 
objectives: 

• Control  of  hyperglycemia 
• Detection  of  acute  complications 
so  that  they  may  be  treated 
promptly 

• Detection  of  chronic  complica- 
tions so  that  their  progression  may 
be  prevented  or  slowed  down  by 
treatment 

In  Table  1,  we  have  compiled 
some  guidelines  for  the  primary  care 
of  diabetes  from  recent  publica- 
tions of  the  American  Diabetes  As- 
sociation and  the  Division  of  Dia- 
betes Translation  of  the  Centers  for 
Disease  Control.’  ® While  specific 
objectives  of  care  have  not  been  in- 
cluded because  they  require  the 
judgment  of  the  physician  as  to  the 
needs  of  each  patient,  they  merit 
discussion. 


Control  of  Hjrperglycemia 

Because  of  a deficiency  of  en- 
dogenous insulin,  patients  with  in- 
sulin-dependent diabetes  (Type  1) 
not  only  have  uncontrolled  hyergly- 
cemia  but  also  develop  ketoaci- 
dosis if  they  do  not  receive  exog- 
enous insulin.  Without  treatment 
this  acute  complication  can  result 
in  coma  and  death  within  a few 
days.  One  objective  of  insulin  re- 
placement therapy  for  Type  1 pa- 
tients is  to  eliminate  ketosis  and 
thus  prevent  ketoacidosis.  A sec- 
ond objective  is  to  eliminate  the  ob- 
vious consequences  of  uncon- 
trolled hyperglycemia:  polyuria, 
polyphagia,  polydipsia,  vaginitis  or 
balanitis,  recurrent  infections,  and 
visual  blurring. 

Conventional  insulin  therapy 
usually  involves  two  daily  subcu- 
taneous injections  of  mixtures  of 
short-  and  intermediate-  or  long- 
acting  insulin.  Biochemical  objec- 
tives are: 


Drs.  Bransome  and  Huff  are  Professors  of  Medicine 
and  members  of  the  Section  of  Metabolic  and  En- 
docrine Disease  at  the  Medical  College  of  Georgia. 
Send  reprint  requests  to  Dr.  Bransome,  Department 
of  Medicine,  Medical  College  of  Georgia,  Augusta, 
GA  30910-3115 


1.  Pre-meal  blood  glucose  levels: 
160-200  mg/dl 

2.  Intermittent  positive  urine  glu- 
cose tests 

3.  Rare  ketonuria 

4.  Glycohemoglobin  10-1 1%  (HbA,c 
8-9%)2 

Another  test  providing  an  index  of 
glycemic  control,  serum  fructosa- 
mine,  has  recently  become  com- 
mercially available.’’  It  is  useful  for 
monitoring  changes  over  2-3  weeks 
vs  2-3  months  for  glycosylated 
hemoglobin. 


In  the  late  1970s  circumstantial 
evidence  began  to  accumulate 
suggesting  that  achieving  near  nor- 
moglycemia  could  prevent  the 
chronic  complications  of  Type  1 di- 
abetes: retinopathy,  nephropathy, 
and  neuropathy.  Intensive  insulin 
therapy  is  necessary  to  achieve  this 
goal.  Such  therapy  requires  fre- 
quent self-monitoring  of  blood  glu- 
cose, considerable  patient  educa- 
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TABLE  1.  Guidelines  for  Care  of  Patients  with  Diabetes  Mellitus 


/.  Initial  Visit 
History 

Diagnostic  Symptoms  and  Laboratory  Studies 
Weight  History 
Diet  & Exercise  History 
Education  imd  Treatment 
Previous  and  Current 
Hypoglycemia 
Acute  Complications: 

DKA,  H3rperosmolar  Coma 
Infection  History 

Foot,  Skin,  Dental,  Genitourinary 
Chronic  Complications 

Eye,  Kidney,  Nerve,  Sexual  Function 
Feet,  Peripheral  Vasculeu-,  Cerebrovascular 
Medications 

Risk  Factors  for  Atherosclerosis 
Psychosocial  and  Economic  Factors 
Family  History 

Diabetes,  Hypertension, 

Other  Endocrine  Disorders 
Gestational  History 

Physical  Exam 

Height  and  Weight 

Blood  Pressure  (lying  and  standing) 

Foot  Exam 

Ophthalmoscopic  Exam 
Thyroid 

Cardiac  Exam,  with  palpation  and  ascultation  of  pulses 

Exam  of  Injection  Sites,  and  General  Skin  Exam 

Liver  Size  and  texture 

Neurological  exam 

Dental  and  Periodontal  Exam 

Children; 

Initiation  of  Growth  and  Maturation  Chart 
for  Height,  Weight,  Sexual  Maturation 

Laboratory  Evaluation 

Fasting  Plasma  Glucose 

Estimates  of  Chronic  H5rperglycemia 

Glycosylated  Hemoglobin,  Serum  Frutos^unine 
Lipid  Profile 
Triglyceride 

Cholesterol  Total,  LDL,  HDL 
Urinalysis 

Culture  if  abnormal  microscopic  exam 
Renal  Fimction  Studies 

Serum  Creatinine,  Creatinine  Clearance 
Quantititive  Urinary  Proteins 

Microalbuminuria  (Timed  Collection) 

24  hour  Urinary  Protein 

Management  Plan 
Statement  of  Goals 
Medications 

Dietary/Exercise  Prescription 
Timing  of  Meals  and  Exercise 
Distribution  of  Caloric  Intake 
Patient  and  Family  Education 
Monitoring 

Detection  of  Hypoglycemia 
Self-Monitoring  of  Blood  Glucose 
Urinary  Ketones 
Foot  Surveillance 
Ophthalmology  ReferrsJ 

Diabetes  of  >5  years  duration,  or  age  >30 
Establish  Follow-up  Schedules 

Physician,  Dietician,  Nurse  Educator 
Sick-Day  Strategies 


II.  Continuing  Care 
Interim  History 

Patterns  of  Glycemic  Dyscontrol 
Hypoglycemia 

Timing,  Frequency,  Severity 
Hyperglycemia 

Timing,  Regularity,  Degree 
Records  of  Home  Glucose  Self-Monitoring 
Patient’s  Adjustments  of  Medication  Dosage 
Adherence  To  Regimen 
Symptoms  of  Complications 
Old 
New 

Psychosocial  Status 
Other  Medical  Illnesses 
Current  Medications 

Physical  Exam 
Annual;  Full  Exam 
Interim: 

Weight  (And  Height,  for  children) 

Blood  Pressure 

Foot  Exam 

Fundoscopic  Exam 

Areas  Indicated  by  Interim  History 

Children: 

Chart  Growth  and  Maturation: 

Height,  Weight,  Sexual  Maturation 

Laboratory: 

Annual: 

Lipid  Profile 
Renal  Studies 
Urin  analysis 

After  5 Years  of  Diabetes,  or  after  Puberty; 
Microalbuminuria  (if  available)  or  Protein 

Interval: 

Glycosylated  Hemoglobin  and/or  Serum  Fructosamine: 
Twice  a Ye^u‘  in  all  patients 

Four  times  a year  in  patients  taking  insulin,  and  in 
patients  with  poor  control 

Review  of  Management  Plan 
Weight  Control 
Exercise  Program 

Degree  of  Glycemic  and  Lipid  Control 

Hypoglycemia 

Blood  Pressure  Control 

Patterns  of  Self-Care  and  Adherence  to  Regimen 
Assessment  of  Knowledge  and  Self-Management  Skills 
Assessment  of  Complications 


III.  Intercurrent  Illnesses 


More  Frequent  Monitoring  of  Urinary  Ketones 
More  Frequent  Self-Blood  Glucose  Monitoring 
Insulin  Supplementation 

Temporary  Initiation  of  Insulin  (in  T5rpe  II  Diabetes) 

Sick  Day  Diet: 

Replacement  of  carbohydrate  portion  of  diet  with  measured, 
slow,  continuous  intake  of  glucose-containing  fluids  that 
patient  cem  tolerate 

Hospitalization  for  Intravenous  Fluid  Therapy 
When  Oral  Intake  is  Compromised 
(especially  in  T)qje  1 Diabetes) 
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TABLE  1.  Continued 


IV.  Special  Problems 


Diabetic  Ketoacidosis  and  Hyperosmolar  Coma 
Direct  physician  control  of  the  case  is  necessary 

Hypoglycemia 

This  is  the  critical  factor  limiting  the  level  of 
glycemic  control  that  can  be  achieved.  Frequent, 
severe,  or  unrecognized  hypoglycemia  requires 
revision  of  treatment  gosds. 

Pregnancy 

Excellent  glycemic  control  from  conception  required 
to  prevent  fetal  malformation,  and  throughout 
pregnancy  to  prevent  maternal  and  fetal  complications. 
Full  training  in  self-monitoring  of  blood  glucose,  and 
organization  of  obstetrical  support  systems  is  necessary 
prior  to  pregnancy. 

Hypertension 

Aggressive  treatment  to  normal  blood  pressure  to 
reduce  severity  of  retinal  and  renal  microangiopathy. 

Retinopathy 

Annual  exams  by  an  Ophthalmolgist 

Treatment  of  complicated  patients  by  a retinal  specialist 
familiar  with  the  management  of  people  with  diabetes 


Nephropathy 

Determination  of  Renal  Function 

Annually  in  adults,  or  after  5 years  of  diabetes 
2-3  times  a year  if  proteinuric,  or  if  serum 
creatinine  is  elevated 
Hypertension,  Smoking  Control 
Early  Detection  and  Treatment  of  Infections 
Referral  to  Nephrologist  upon  Development  of  Early 
Renal  Failure  (Serum  Creatinine  >2.0  mg/dl.) 

Cardiovascular  Disease 
Monitor  Risk  Factors 
Detection  of  Claudication 
Detection  of  Angina  or  Anginal  Equivalents 

Foot  Care 

Examination  at  Every  Visit 

Repeated  Education  on  Care  of  Insensitive  Feet 
Referral  to  Podiatrist  or  other  medical  professionals 
experienced  in  the  management  of  diabetes  for  care  of 
mechanical  foot  problems,  calluses,  protection  of  ulcers 

Children  and  Adolescents 

Should  be  managed  in  consultation  with  a physician  who 
has  expertise  in  treating  children  with  diabetes. 


Neuropathy 

Monitoring  for  Early  Sensory  and  Motor  Changes 
Monitoring  for  Autonomic  Dysfunction 
Consultation  with  Appropriate  Specialists  as  Needed 


Conventional  insulin 
therapy  usually 
involves  two  daily 
subcutaneous  injections 
of  mixtures  of  short- 
and  intermediate-  or 
long-acting  insulin. 


4.  Glycohemoglobin:  7-9%  (HbA,c 

6.0-7%)2 

The  question  of  whether  insulin 
therapy  in  patients  with  Type  I di- 
abetes can  prevent  chronic  com- 
plications is  currently  being  ex- 
amined in  a multicenter  NIH- 
sponsored  clinical  study,  the  Dia- 
betes Control  and  Complications 
Trail  which  will  end  in  1993. 

If  the  patient  is  pregnant,  the  ob- 
jectives of  control  of  glycemia  are 
different: 


minimize  postprandial  hypergly- 
cemia. In  obese  patients  with  T}qDe 
II  disease,  weight  loss  alone  may 
be  effective  through  decreasing  in- 
sulin resistance.  If  diet  is  not  effec- 
tive, the  combination  of  diet  and  an 
oral  hypoglycemic  agent  — a sul- 
fonylurea or  biguanide  (metformin 
is  not  yet  approved  for  marketing 
in  the  US)  or  diet  and  insulin  — is 


Because  the  risk  of 


tion  and  motivation,  and  insulin 
administration  either  with  multiple 
daily  injections  or  constant  sub- 
cutaneous infusion.  The  biochem- 
ical goals  of  intensive  insulin  ther- 
apy are:^ 

1.  Pre-meal  blood  glucose  levels: 
70-120  mg/dl 

2.  Post-meal  blood  glucose  levels: 
<180mg/dl 

3.  Essentially  no  glucosuria  or  pos- 
itive urine  ketones 


1.  Pre-meal  blood  glucose  levels: 
60-105  mg/dl 

2.  Post-meal  blood  glucose  levels 
<120  mg/dl 

3.  Glycohemoglobin:  5. 5-7.0% 

(HbA„  5.5-6.5%) 


Control  of  hyperglycemia  in  non- 
insulin-dependent diabetics 
(Type  II)  can  sometimes  be 
achieved  by  conforming  to  a diet 
(usually  an  ADA  diet)  designed  to 


macrovascular  disease 
is  substantially 
increased  in  anyone 
with  diabetes  or  even 
impaired  glucose 
tolerance,  it  is 
important  to  address 
other  risk  factors  such 
as  smoking  and 
hyperlipoproteinemia. 
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appropriate.  Acceptable  levels  of 
plasma  glucose  are  <140  mg/dl 
fasting  and  <200  mg/dl  2 hours  post 
prandial.  Control  is  considered  poor 
if  fasting  plasma  glucose  is  >200 


Control  of  blood 
pressure  is  particularly 
important,  because 
hypertension 
accelerates  the 
development  of 
neuropathy  and 
retinopathy. 


mg/dl  and  postprandial  >235  mg/ 
dl.  Glycosylated  hemoglobins  of 
<8%  are  acceptable;  levels  >10% 
indicate  poor  control.^ 


Chronic  Complications 

Management  of  the  chronic  com- 
plications of  diabetes  initially  in- 
volves lessening  other  risk  factors. 
Control  of  blood  pressure  is  partic- 
ularly important,  because  hyperten- 
sion accelerates  the  development 
of  nephropathy  and  retinopathy. 

The  guidelines  included  in  Table 
1 suggest  schedules  of  surveillance 
of  the  patient  so  that  the  earliest 
signs  of  complications  are  promptly 
detected,  e.g.,  background  retinop- 
athy, microalbuminuria,  and  insen- 
sitive feet.  Referral  to  an  appropri- 
ate specialist  so  that  treatment  can 
be  initiated  is  equally  as  important 
regarding  complications  as  ma- 
magement  of  hyperglycemia. 

Because  the  risk  of  macrovas- 
cular  disease  is  substantially  in- 
creased in  anyone  with  diabetes  or 
even  impaired  glucose  tolerance,  it 
is  important  to  address  other  risk 
factors  such  as  smoking  and  hy- 


perlipoproteinemia. Fasting  plasma 
cholesterol  should  be  <240  mg/dl 
and  triglycerides  >200  mg/dl.^ 
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Community-based  Diabetes 

Programs 

Charles  0.  Barker,  M.D.,  Max  E.  Stachura,  M.D. 


IN  THE  EARLY  1970s,  the  general 
physician  community  exhibited 
what  might  be  called  a laissez-faire 
attitude  about  the  treatment  of  di- 
abetes mellitus.  A common  per- 
spective held  that  how  one  treated 
and  followed  the  patient  with  dia- 
betes did  not  matter  because  com- 
plications of  the  disease  would 
inevitably  develop  15  or  20  years 
after  its  onset.  There  seemed  to  be 
ample  reasons  to  justily  this  atti- 
tude. Since  the  mid  70s,  however, 
the  environment  in  which  health 
professionals  deal  with  diabetes 
mellitus  has  undergone  marked 
changes.  The  medical  community 
has  subsequently  been  and  is  re- 
evaluating its  approach  to  this  dis- 
ease. 

At  least  two  major  factors  have 
contributed  to  this  positive  and  dy- 
manic  process.  First,  there  is 
mounting  evidence  that  tight  glu- 
cose control  can  prevent  or  delay 
many  of  the  complications  of  dia- 
betes mellitus.  Second,  technical 
advances  (e.g.,  home  glucose  mon- 


itoring, use  of  glycosylated  hemo- 
globin, better  insulins)  have  en- 
abled physicians  to  adopt  a more 
positive  attitude  toward  follow-up 
patient  visits  while  minimizing  the 
need  for  hospitalization  simply  to 
establish  better  glucose  control. 

Concurrent  with  these  changes, 
health  professionals  have  realized 
that  to  achieve  tight  glucose  control 
in  their  patients  a team  approach 
to  care  is  necessary.  This  includes 
active  participation  by  the  patient, 
physician,  nurse,  dietitian,  etc.  (Ta- 
ble 1).  For  this  to  occur,  ongoing 
and  available  education  and  man- 
agement programs  must  be  placed 
within  the  community. 

In  any  community,  the  initiation 
of  such  programs  can  originate 
through  lay  individuals  or  groups. 
Sustained  activities,  however,  will 
require  the  interest  and  commit- 
ment of  an  individual  who  will  serve 
as  authority  figure,  decision  maker. 


Dr.  Barker  is  Medical  Director,  Diabetes  Control  Pro- 
gram, 2704  N.  Oak  St.,  Bldg  8-2,  Valdosta,  GA  31602- 
1772,  and  Dr.  Stachura  is  Professor  of  Medicine  and 
Chief,  Section  of  Metabolic  Endocrine  Disease,  Med- 
ical College  of  Georgia,  VA  Medical  Center,  Augusta, 
GA.  Send  reprint  requests  to  Dr.  Barker. 


The  American 
Diabetes  Association 
maintains  offices  at  the 
national  and  state  levels 
that  can  be  approached 
for  resources,  advice, 
and  the  benefit  of 
experience  from  other 
communities. 


and  facilitator.  Usually  that  individ- 
ual will  be  a physician.  Then,  co- 
operative interaction  between  in- 
terested laity  and  health  care 
professionals  will  invariably  be 
necessary  for  the  effort  to  grow.  How 
the  program  starts,  develops,  and 
flourishes  will  vary  with  the  re- 
sources available  in  each  commu- 
nity. 

The  American  Diabetes  Associ- 
ation (ADA)  maintains  offices 
at  the  national  and  state  levels  that 
can  be  approached  for  resources, 
advise,  and  the  benefit  of  experi- 
ence from  other  communities.  The 
Public  Health  Department  exists  in 
all  state  districts.  Cooperative  Ex- 
tension Service  agents  based  in 
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TABLE  1.  Community-based  Diabetes  Program  Ingredients 


Health  Professionals 
Essential: 

Physician  (M.D.,  D.O.) 

• Primary  diabetes  care 

• Specialist  (i.e.  ophthalmology,  Ob/Gyn,  pediatrics,  ect.) 
Registered  nurse 

Registered  dietician 
Extremely  Helpful: 

Pharmacist 
Podiatrist 
Psychologist 
Social  worker 

County  extension  service  agent 
Support  Groups 

American  Diabetes  Association  (local  chapter) 

Community  Service  Group(s)  and  Org2mization8(s) 

Church  Group(s)  and  Organization(s) 

Liaison  Committee  (local,  including  laity  and  health  professionals) 
People  Qualities 
Community  sense 
Commitment 
Positive  attitude 
Determination 
Persistence 
Tasks 

Identify  local  needs 

• Diabetes  care 

• Diabetes  education 
Advocacy 

Individual  and  group  involvement 
Individual  and  group  action 
Visibility 
Availability 
Ideal  Goals 

Regular  targeted  and  comprehensive  diabetes  education  programs 

• Oriented  to  the  individual  with  diabetes  emd  his/her  family 

• Oriented  to  health  care  professionals 
Episodic  and  comprehensive  diabetes  care  programs 

• Available  to  all  individuals  and  socioeconomic  groups 


every  Georgia  county  offer  health- 
related  programs  in  weight  man- 
agement, good  nutrition,  and  dia- 
betes information.  Local  service 
groups  (e.g..  Lions,  Kiwanis,  and 
Rotary)  can  play  important,  active 
roles,  especially  in  community  ed- 
ucation and  fund  raising.  They  must 
be  made  aware  of  the  need  for  di- 
abetes education  and  management 
programs.  Once  involved,  the  es- 
sential characteristics  that  these  in- 
dividuals and  groups  must  exhibit 
are  a selfless  sense  of  community 
coupled  with  commitment,  deter- 
mination, and  persistence.  A posi- 
tive attitude  to  help  overcome  oc- 
casional, but  inevitable,  setbacks  is 
another  invaluable  asset. 

Finally,  although  the  effort  may 
have  originated  with  an  individual, 
its  continuing  success  will  require 
the  formation  of  a liaison  group 


comprised  of  laity  and  health 
professionals  who  have  sufficient 
community  respect  to  enable  them 
to  informally  coordinate  all  these 
activities  and  serve  as  a clearing- 
house for  information  exchange. 
Usually,  the  most  concerned  and 
committed  individuals  will  gravi- 
tate to  this  informal  committee 
where  problems  as  well  as  present 
and  future  needs  will  be  discussed 
at  regular  meetings.  They  will  also 
raise  public  awareness  by  arrang- 
ing for  speakers  or  events  targeted 
to  inform  all  segments  of  the  com- 
munity. 

The  development  of  the  diabetes 
programs  in  Valdosta  provides 
an  instructive  example.  Valdosta,  a 
community  of  50,000,  delivers  med- 
ical services  to  over  200,000  in  the 


area.  In  1976,  through  the  concur- 
rent awareness  of  the  need  for  bet- 
ter diabetes  services  among  health 
professionals  and  laity,  a local 
women’s  Quota  Club  formed  a 
chapter  of  the  Georgia  ADA  affiliate. 
Outside  speakers  were  brought  in 
to  discuss  control  and  the  team  ap- 
proach to  diabetes  care,  as  well  as 
to  provide  encouragement.  Early 
activities  sponsored  by  the  Chapter 
included  monthly  public,  patient, 
and  professional  educational  pro- 
grams. 

With  time,  the  need  to  develop 
an  ongoing  comprehensive  patient 
education  program  was  recognized 
by  several  concerned  and  commit- 
ted health  care  professionals.  A 
group  of  these  local  professionals 
were  then  sent  to  an  existing  pro- 
gram in  another  state  to  gain  ex- 
perience. 
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At  that  point,  Valdosta  experi- 
enced a stroke  of  good  fortune. 
Georgia  and  the  Valdosta  area  in 
particular  were  chosen  to  receive 
federal  funds  as  a part  of  a nation- 
wide diabetes  control  program.  This 
grant  facilitated  growth  but  really 
only  funded  what  the  local  com- 
munity had  already  decided  to  do 
on  a private,  voluntary  basis:  de- 
velop and  implement  a compre- 
hensive diabetes  education  pro- 
gram. The  fact  that  the  commitment 
was  the  critical  element  was  at- 
tested to  when,  after  2 years,  federal 
funding  was  lost.  The  activity  con- 
tinued through  unpaid  volunteer  ef- 
fort, existing  local  health  re- 
sources, and  private  contributions. 

As  experience  grew,  the  com- 
munity became  aware  of  a service 
gap  — lack  of  adequate  care  for  the 
working  poor  and  the  nonworking 
poor  who  were  ineligible  for  Med- 
icaid. To  fill  this  gap,  those  already 
committed  to  Valdosta’s  compre- 
hensive diabetes  education  pro- 
gram had  to  become  true  advo- 


cates, successfully  approaching 
state  legislators  for  the  needed 
funds.  Valdosta  now  claims  with 
pride  that  all  persons  with  diabetes 
mellitus,  regardless  of  socioeco- 
nomic station,  can  receive  both  ap- 


Diabetes  education 
and  care  programs 
must  be  ongoing, 
supportive,  and 
responsive  to  changing 
needs.  Their  success 
requires  local  initiative 
and  a determination  to 
stay  the  course. 


propriate  diabetes  education  and 
outpatient  care. 

The  Valdosta  program  is  not 
standing  still.  It  is  continuing  to 
evolve.  Further,  it  is  a story  that  can, 
and  should,  be  repeated  through- 
out Georgia.  The  need  is  clear. 
There  are  resources  that  can  be 
tapped.  Support  from  Georgia’s  ac- 
ademic medical  centers  is  avail- 
able. However,  just  as  the  health 
care  teams  success  in  caring  for  the 
individual  with  diabetes  depends 
upon  his/her  commitment  to  use 
their  support,  the  success  of  com- 
munity-based comprehensive  dia- 
betes education  and  care  programs 
depends  on  the  commitment  of  key 
individuals  in  the  community. 

Diabetes  mellitus  is  a chronic 
condition  that  requires  continuous 
management;  there  is  no  cure.  Di- 
abetes education  and  care  pro- 
grams must  therefore  be  ongoing, 
supportive,  and  responsive  to 
changing  needs.  Their  success  re- 
quires local  initiative  and  a deter- 
mination to  stay  the  course. 


A PRESCRIPTION  FOR 
PHYSICIANS. 


Bothered  by: 

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  tor  professional  development? 

Join  the  Air  Force  Medical  Team.  We'll  provide  the  following: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirementfor  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800.423-USAF 
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Introducing  the 
Long-Term  Sdution 
Mdioutllie 

Up-Front  hivestment 


If  you’re  a physician  group,  you’re  faced  with  the 
problem  of  owning  your  practice  without  major 
capital  expense. 

The  solution:  innovative  medical  centers  from 
Sherman  & Son  that  offer  substantial  equity 
ownership-with  no  major  cash  outlay. 

Build  equity  without  capital. 

We  work  with  physician  groups  and  hospitals  to  come 
up  with  facilities  that  fit  their  needs,  whether  it’s  a 


Eamily  Practice  Center  or  a Primary,  Specialty  or 
Diagnostic/Surgery  Center. 

Our  custom  designs  allow  individual  practices  to 
share  common  reception,  business  offices  and  the  most 
advanced  equipment  and  services.  This  multi-specialty 
center  reduces  overhead . Enhances  professional  image. 
And  increases  referrals  from  neighboring  physicians. 

Single  point  accountability. 

From  concept  through  completion,  Sherman  & Son 


stays  responsible  and  accessible  to  you.  We  are  finan- 
cially strong  builders  and  developers  with  experience 
in  every  aspect  of  development,  planning,  design, 
engtueering,  construction  and  financing  of  health- 
related  facilities. 

That  means  you  have  one  place  to  turn  with  your 
concerns  and  suggestions.  It  also  means  you  save 
money  since  Sherman  & Son’s  iu-house  capabilities 
considerably  reduce  our  costs-and  yours. 


A true  working  partnership. 

From  day  one,  Sherman  & Son  works  closely  with 
you  to  determine  your  exact  needs.  We  then  design 
the  right  building,  plan  space,  purchase  property  and 
construct  your  medical  facility.  AU  with  no  up-front 
investment  from  you. 

These  favorable  terms  include  immediate  equity, 
with  an  option  to  purchase  the  land  and  building  any- 
time during  your  lease. 


We  offer  design  and  space  planning  without  obliga- 
tion . And  we  can  have  most  centers  built  within  6 
months  of  securing  a building  permit.  So  send  in  the 
coupon  to  find  out  more  about  your  own  Sherman  & 
Son  building  solution . Or  call  us  now  at  (404) 233-2991 . 

I 

1 Show  me  your  solutions. 

• Please  give  me  more  information  about  your  capi- 
I tal  investment-free  medical  centers.  I’m  espe- 
cially interested  in  the  following  Centers: 

j □ Family  Care  □ Primajy^  Care  □ Specialty  Care 

□ Diagnostic/Surgery  □ My  Own  Custom  Design 

1 Name 

1 Address 

I City State Zip 

Phone ( ) 

Mail  to;  Sherman&Son,  77East  Andrews  DriveN.W.,  Atlanta, Georgia30305. 

^ SHERMAN  & SON 

BUILDERS  AND  DEVELOPERS  OF  MEDICAL  CENTERS. . . SINCE  1939 


You  don’t  have  to  move  mountains  to 
make  a difference  on  this  earth.  Or  be  a 
Michelangelo  to  leave  your  mark  on  it. 

Leaving  even  the  smallest  legacy  to  the 
American  Cancer  Society  can  help  change 
the  future  for  generations  to  come.  By 
including  the  American  Cancer  Society  in 
your  will,  you’ll  be  leaving  a loving  and 


lasting  impression  on  life. 

You  see,  cancer  is  beatable.  The  survival 
rate  for  all  cancers  is  already  approaching 
50%  in  the  United  States.  | 

You’ll  be  giving  a gift  I AAAERKAN 
of  life  to  the  future.  And  w CANCER 
giving  life  is  the  greatest  t SOCIETY 
way  of  leaving  your  mark  on  it. 


For  more  information,  call  your  local  ACS  Unit  or  write  to  the  American  Cancer  Society,  4 West  35th  Street,  New  York,  N't'  10001. 


Georgia’s  Public  Health  Experience 
with  Diabetes  Ccntrd 

Joy  W.  Hartley,  Jerry  P.  Brown,  Terry  D.  Golden,  M.D. 


Historical  Perspective 

IN  1974,  Congress  established 
the  National  Commission  on  Di- 
abetes to  report  on  diabetes  in  the 
United  States  and  make  recommen- 
dations for  reducing  problems  re- 
lated to  the  disease.  In  1975,  when 
the  report  was  issued,  one  of  the 
many  recommendations  was  for  the 
Centers  for  Disease  Control  (CDC) 
to  fund  state-based  Community 
Demonstration  Projects.  Funds  were 
given  to  Georgia  and  seven  other 
states  to  apply  successful  com- 
-municable  disease  epidemiologic 
techniques  to  chronic  disease. 

Georgia  started  demonstration 
projects  in  Lowndes  County  (Val- 
dosta) and  Ware  County  (Way- 
cross)  designed  to  overcome  fac- 
tors identified  as  contributing  to 
excess  diabetes  morbidity  and  mor- 
tality. (See  Drs.  Barker  and  Sta- 
chura’s  article  on  p.  for  further 
discussion  of  the  Valdosta  project.) 
The  three  major  factors  identified 
were:  1)  lack  of  patient  education; 
2)  lack  of  current  diabetes  knowl- 
edge among  professionals  caring 
for  individuals  with  diabetes;  and 
3)  lack  of  coordination  of  diabetes 
resources. 


Federal  funds  were 
allocated  to  Georgia 
with  the  understanding 
that  the  state  would 
become  technically  and 
financially  self 
sufficient.  The  state 
was  also  expected  to 
seek  state  funding  to 
supplement  or  replace 
federal  funds. 


Ms.  Hartley  is  the  epidemiologist  and  Mr.  Brown 
is  the  program  manager,  Georgia  Diabetes  Control, 
Stroke,  and  Heart  Attack  Prevention,  Kidney  Dis- 
ease, and  Rape  Crisis  Programs,  Georgia  Depart- 
ment of  Human  Resources;  Dr.  Golden  is  in  the 
private  practice  of  internal  medicine  with  a sub- 
specialty in  diabetes. 

Send  reprint  request  to  Ms.  Hartley,  Georgia  DHR, 
878  Peachtree  St.,  Room  107,  Atlanta,  GA  30309. 


The  Georgia  Diabetes  Control 
Program  designed  several  interven- 
tions to  overcome  these  problems. 
The  Georgia  Department  of  Human 
Resources  had  a contract  with 
Emory  University  and  Grady  Me- 
morial Hospital  to  provide  profes- 
sional education  in  Atlanta  for 
health  professionals  from  across  the 
state.  A contract  was  entered  into 
with  the  Medical  College  of  Georgia 
to  design  and  implement  a Diabe- 
tes Education  Program  for  health 
care  professionals  that  could  be 
held  at  different  locations  in  the 
state.  Both  of  these  programs  have 
been  successful,  with  over  2500 
professionals  having  completed 
these  courses. 

Patient  education  was  improved 
by  developing  diabetes  patient  ed- 
ucation courses  initially  in  the  Val- 
dosta and  Waycross  Districts.  Three 
more  districts  (Rome,  Columbus, 
and  Albany)  were  added  in  subse- 
quent years.  All  of  the  diabetes  pro- 
grams in  the  districts  are  carried  out 
at  the  local  level  in  conjunction  with 
the  statewide  Stroke  and  Heart  At- 
tack Prevention  Program  that  began 
in  Georgia  in  1974.  These  programs 
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TABLE  1 — Georgia  Department  of  Human  Resources  Diabetes  Control  Progr2un 


District  Diabetes  Programs 

Contact  Persons 

Phone  Numbers 

1.  Albany  Health  District 
Paul  C.  White,  Jr.,  M.D. 

Gayle  Womble,  R.N. 
1109  N.  Jackson  St. 
Albany,  GA  31708 

(912)  430-4576 

2.  Columbus  Health  District 
Craig  S.  Lichtenwalner,  M.D. 

Connie  King,  R.N. 
1353  13th  Ave. 
Columhus,  GA  31901 

(404)  324-1918 

3.  Dublin  Health  District 
George  Patterson,  M.D. 

Donna  Forth,  R.N. 
2121 -B  Bellevue  Rd. 
Dublin,  GA  31021 

(912)  275-6545 

4.  Rome  Health  District 
Darrell  Dean,  D.O. 

Margaret  Bean,  R.N 
N.W.  Georgia  Regional 
Hospital 
Building  614 
1305  Redmond  Rd. 
Rome,  GA.  30161 

(404)  295-6648 

5.  Valdosta  Health  District 
Lynne  Feldman,  M.D. 

Gene  Godfrey,  R.N.,  F.N.P. 
P.O.  Box  5147 
Valdosta,  GA  31603 

(912)  333-5290 

6.  Waycross  Health  District 
John  T.  Holloway,  M.D. 

Delores  Harlowe,  R.N. 
1101  Church  Street 
Waycross,  GA  31501 

(912)  285-6037 

have  delivered  comprehensive  ed- 
ucation to  over  4000  individuals 
with  diabetes  to  improve  their  basic 
understanding  of  the  disease  and 
to  improve  self  care. 

Coordination  of  diabetes  re- 
sources was  enhanced  by  the  for- 
mation of  an  Advisory  Committee 
which  included  representatives 
from  major  health  providers  caring 
for  persons  with  diabetes  within  the 
state.  Among  the  many  agencies 
collaborating  with  the  Diabetes 
Control  Program  are  the  American 
Diabetes  Association,  Georgia  Af- 
filiate; Grady  Memorial  Hospital; 
Medical  College  of  Georgia;  Uni- 
versity of  Georgia  Center  for  Con- 
tinuing Education;  Diabetes  Asso- 
ciation of  Atlanta;  American 
Association  of  Diabetes  Educators; 
and  federal  and  state  funded  Pri- 
mary Care  Centers. 

Education 

Patient  education  courses  given 
in  these  district  programs  were 
based  in  part  on  findings  from  the 
Diabetes  Clinic  at  Grady  Memorial 
Hospital.  These  findings  showed 
that  morbidity  from  diabetes  could 
be  reduced  when  patients  were  in- 
structed in  diet  and  other  aspects 


of  self-care.  Hospital  admissions  for 
preventable  problems  were  re- 
duced in  Grady  patients,  and  am- 
putations were  reduced  dramati- 
cally with  podiatric  care  in  the 
Diabetes  Clinic.  The  underlying 


The  coexistence  of 
hypertension  with 
diabetes  is  being 
addressed  in 
collaboration  with  the 
Georgia  Stroke  and 
Heart  Attack 
Prevention  Program. 


principles  in  these  successes  were 
incorporated  into  the  district  dia- 
betes programs. 

Professional  education  was  ac- 
complished through  several  ave- 
nues. Physicians,  nurses,  and  nu- 
tritionists in  public  health  and  in 
the  local  community  were  encour- 
aged to  attend  the  Grady  Memorial 
Hospital  week-long  comprehensive 
clinical  course  in  diabetes  care, 
which  is  available  at  no  cost  to  res- 


idents of  Georgia  who  care  for  per- 
sons with  diabetes.  For  those 
professionals  unable  to  come  to  At- 
lanta, MCG  agreed  to  conduct  local 
diabetes  education  programs  for 
qualified  professionals  in  a 2 day 
course.  This  program  has  been 
conducted  in  many  sites  statewide. 
Both  the  Grady  Course  and  the  MCG 
Course  emphasize  control  of  blood 
sugar,  weight  loss,  and  the  avoid- 
ance of  acute  problems. 

Prevention  of  Complications 

Data  from  numerous  national 
studies  showed  that  some  of  the 
major  complications  of  diabetes, 
such  as  blindness,  loss  of  lower  ex- 
tremities, and  perinatal  problems, 
were  largely  preventable.  The  Na- 
tional Diabetes  Advisory  Board, 
successor  to  the  National  Commis- 
sion on  Diabetes,  developed  a “Pre- 
vention and  Treatment  of  Five  Com- 
plications of  Diabetes  — A Guide 
for  Primary  Care  Practitioners.”  This 
booklet,  which  shows  how  to  re- 
duce morbidity  from  several  com- 
plications by  50%,  was  distributed 
to  physicians  and  other  health  care 
professionals  interested  in  diabetes 
care. 

The  Georgia  Diabetes  Control 
Program  began  to  conduct  eye  ex- 
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aminations  every  year  on  all  Health 
Department  patients  at  high  risk  for 
diabetic  eye  disease.  After  2 years, 
examinations  on  district  diabetes 
patients  have  identified  over  370 
eyes  with  complications  secondary 
to  diabetes.  Over  65%  of  the  treat- 
able cases  have  already  received 
treatment.  The  Georgia  Affiliate  of 
the  American  Diabetes  Association, 
in  cooperation  with  the  Georgia  Di- 
abetes Control  Program,  the  Geor- 
gia Lions,  and  the  Georgia  Lions 
Lighthouse,  is  conducting  screen- 
ing examinations  for  diabetic  eye 
disease  and  referring  persons  with 
positive  findings  to  eye  specialists 
for  diagnostic  examinations.  These 
screenings  are  done  in  areas  not 
served  by  district  diabetes  pro- 
grams. The  ophthalmologic,  the 
optometric,  and  the  general  medi- 
cal communities  as  well  as  the  gen- 
eral public  have  been  most  coop- 
erative in  supporting  this  project. 

In  district  diabetes  clinics,  all  fe- 
males 1 5-44  years  of  age  are  coun- 
seled to  ensure  euglycemia  prior  to 
pregnancy  and  throughout  gesta- 


tion. All  pregnant  women  with  di- 
abetes are  referred  to  the  High  Risk 
Pregnancy  Program  for  prenatal  care 
and  delivery. 

The  coexistence  of  hypertension 
with  diabetes  is  being  addressed  in 
collaboration  with  the  Georgia 
Stroke  and  Heart  Attack  Prevention 
Program.  Blood  pressures  are  taken 
at  each  visit,  and  close  coordina- 
tion with  referring  physicians  en- 
sures optimum  monitoring  of  these 
patients. 

The  improved  foot  care  interven- 
tion seeks  to  document  the  foot  care 
being  given  to  the  health  depart- 
ment diabetes  clinic  patients.  Care- 
ful examination  of  the  feet  of  each 
patient  at  each  visit  has  been  stand- 
ard practice  in  the  diabetes  clinics. 


Funding 

Federal  funds  were  allocated  to 
Georgia  with  the  understanding  that 
the  state  would  become  technically 
and  financially  self  sufficient. 
Training  for  state  staff  was  sup- 


ported by  CDC  to  develop  the  man- 
agerial, epidemiologic,  and  medi- 
cal skills  needed  to  begin  and 
maintain  a Diabetes  Control  Pro- 
gram. The  state  was  also  expected 
to  seek  state  funding  to  supplement 
or  replace  federal  funds. 

Georgia  received  $150,000  in  fed- 
eral seed  money  the  first  year,  and 
the  Diabetes  Control  Program  was 
able,  with  the  assistance  of  the  Ad- 
visory Committee  and  with  strong 
support  at  the  local  level,  to  obtain 
state  funds  in  the  amount  of 
$145,000  in  addition  to  the  $40,000 
for  the  Grady  Program.  Since  that 
time,  state  funds  have  grown  to  al- 
most $700,000  annually.  With  the 
beginning  of  a program  in  the  Dub- 
lin District  this  year,  diabetes  pro- 
gram are  in  6 of  19  health  districts. 
Efforts  are  being  made  each  year  to 
obtain  funding  to  expand  the  dia- 
betes program  so  that  it  will  even- 
tually be  a statewide  program  that 
provides  care  and  management  to 
the  diabetes  population,  specifi- 
cally to  those  who  could  not  receive 
care  or  education  privately. 


Has  Pain  Shattered  Your  Patient's  Life? 

You’ve  probably  seen  it  in  your  patient.  It’s  the  kind  of  pain  that  just  won’t 
go  away.  Shattering  his  physical  health  and  mental  well-being.  And 

you’ve  tried  everything  to  help. 

Now,  there’s  a way  to  continue  your  help  at  the  Center  for 
^ Pain  Management  at  Walton  Rehabilitation  Hospital. 

Our  multidisciplinary  team  will  work  with  you  to 
treat  all  aspects  of  your  patient’s  pain.  To  help 
him  reduce  it.  Or  teach  him  how  to  manage  it. 


Whether  for  stroke,  head  injury,  chronic 
pain,  or  another  disabling  illness  or  injury, 
we’ll  help  return  your  patient  to  an 
independent  lifestyle. 


Call  Walton  Rehabilitation  Hospital  at 
404/823-8519.  We  can  help  your  patient  pick 

up  the  pieces. 


Walton  Rehabilitation  Hospital 


The  ideal  medical  practice 
would  allow  you  to  concentrate 
more  on  taking  care  of  patients, 
not  taking  care  of  business. 

Practice  Management  Services 
creates  more  time  for  you  by 
streamlining  your  billing  and 
managing  your  accounts 
receivables.  Whether  processing 
bills  and  claims  through  our 
system  or  yours,  we  keep  abreast 
of  all  the  insurance  and  legislative 
changes  and  apply  them  to  your 
best  advantage. 

Since  our  fees  are  based  on  net 
collections,  not  gross  billings,  there 
is  a built-in  incentive  to  maximize 
collection  and  eliminate  errors. 

Call  us  today  to  discuss  how  to 
perfect  your  billings,  collections 
and  human  resource  management. 


PRACTICE 

MANAGEMENT 

SERVICES 


340  West  Ponce  de  Leon 
Decatur,  Georgia  30030 
(404)  377-1883 
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Diabetic  Retinopathy 


John  A.  Davidson,  M.D.,  FA.C.S.,  Shelby  R.  Wilkes,  M.D. 


Approximately  1 1 million  Amer- 
icans have  diabetes  mellitus, 
and  every  year  nearly  5,000  people 
lose  their  sight  as  a consequence 
of  this  condition.  Diabetic  retinal 
involvement,  rather  than  cataracts 
or  glaucoma,  is  the  leading  cause 
of  blindness  in  persons  between  the 
ages  of  20  and  60.  Ten  years  ago, 
diabetic  eye  involvement  was  the 
fourth  cause  of  blindness.  Ad- 
vances in  medicine,  including  the 
increased  availability  of  insulin, 
have  resulted  in  a longer  life  ex- 
pectancy for  persons  with  diabetes. 
However,  the  extended  life  span  has 
also  resulted  in  a higher  incidence 
of  late  vascular  complications,  in- 
cluding diabetic  retinopathy.  Com- 
pared to  the  general  population,  a 
person  with  diabetes  has  twice  the 
I risk  of  developing  glaucoma  and 
five  times  the  risk  of  cataract  for- 
mation. An  8-year  follow-up  con- 
ducted in  Denmark  found  the  risk 
of  blindness  to  be  50  to  80  times 
higher  among  people  with  diabetes 
than  in  the  general  population.' 


Classification 

Diabetic  retinopathy  is  divided 
into  major  types,  nonproliferative 


or  background  retinopathy  and  pro- 
liferative or  new  vessel  retinopathy. 
Both  types  may  be  present  for  years 
with  no  signs  or  symptoms.  Back- 
ground retinopathy,  the  most  com- 
mon, frequently  does  not  cause  sig- 
nificant loss  of  vision.  Retinal 


An  important  factor 
leading  to  blindness 
from  diabetic 
retinopathy  is  lack  of 
timely  diagnosis  and 
treatment. 


microaneurysms,  dot  and  blot  hem- 
orrhages, hard  exudate  (lipopro- 
tein), and  macular  edema  with  ret- 
inal thickening  may  form  in  the 
paramacular  area.  These  retinal 
changes  can  wax  and  wane,  fre- 


Dr.  Davidson  is  a vitreoretinal  surgeon  in  private 
practice  and  Assistant  Clinical  Instructor,  Depart- 
ment of  Ophthalomology,  Emory  University  School 
of  Medicine,  and  Dr.  Wilkes  is  a vitreoretinal  sur- 
geon in  private  practice  and  Assistant  Clinical  Pro- 
fessor, Department  of  Surgery  Morehouse  School  of 
Medicine  and  Assistant  Clinical  Professor,  Depart- 
ment of  Ophthalmology,  Emory  University  School  of 
Medicine.  Send  reprint  requests  to  Dr.  Davidson  at 
3280  Howell  Mill  Rd.,  Ste.  319,  Atlanta,  GA  30327. 


quently  disappearing  or  at  least  sta- 
bilizing, with  good  vision  about  80% 
of  the  time.  Lipoprotein  and  mac- 
ular edema  with  retinal  thickening 
can  severely  decrease  central  vi- 
sion. 

Proliferative  retinopathy,  the  most 
serious  form  of  the  disease,  can  lead 
to  loss  of  all  vision  in  the  diabetic 
eye.  Abnormal  new  vessels,  or  neo- 
vascularization, form  on  the  optic 
nerve  (NVD)  or  elsewhere  on  the 
retina  (NVE).  The  NVD  location  has 
a poorer  prognosis  for  conservation 
of  vision  than  the  NVE  location. 

The  presence  of  retinal  neovas- 
cularization (NVD  or  NVE)  has  no 
symptoms  unless  new  vessels 
bleed.  Hemorrhaging  either  in  front 
of  the  retina  or  into  the  interior  of 
the  eye  (the  vitreous  cavity),  causes 
“floaters”  or  a painless  severe  de- 
crease of  vision,  depending  on  the 
amount  and  location  of  the  intra- 
ocular blood.  If  over  time,  from 
months  to  years,  neovasculariza- 
tion continues  to  form  and  intra- 
ocular bleeding  continues,  retinal 
and  intravitreal  fibrosis  can  de- 
velop. The  consequence  can  be 
permanent  loss  of  vision  secondary 
to  chronic,  nonclearing  intravitreal 
blood  and  fibrotic  traction  retinal 
detachment. 
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Incidence 

Diabetic  retinopathy  increases 
with  duration  of  diabetes.  After  10 
years,  50%  of  diabetic  patients  have 
retinopathy,  after  15  years,  70%,  and 
after  25  years,  95%.  Among  patients 
with  Type  11,  non-insulin  dependent 
diabetes,  approximately  50%  have 
retinopathy  after  20  years,  with  1 0% 
having  proliferative  retinopathy. 
Among  patients  diagnosed  with 
Type  1,  insulin  dependent  diabetes 
before  the  age  of  30,  approximately 
90%  experience  retinopathy  after  20 
years.  In  about  50%  of  these  pa- 
tients, potentially  blinding  prolif- 
erative retinopathy  will  develop. 
Several  factors  in  addition  to  du- 
ration of  diabetes  increase  the  se- 
verity of  retinopathy:  being  male, 
certain  HLA-DR  factors,  degree  of 
hyperglycemia,  higher  systolic  or 


Laser 

photocoagulation  is  the 
most  effective  available 
treatment  for  prevention 
of  severe  visual  loss 
and  blindness  in  both 
types  of  diabetic 
retinopathy. 


diastolic  blood  pressure,  higher 
pulse  rate,  diabetic  neuropathy,  and 
pregnancy.  Retinopathy  may  tem- 
porarily worsen  during  tight  meta- 
bolic control  with  insulin.^ 


Pathogenesis 

The  pathogenesis  of  diabetic  ret- 
inopathy has  not  been  proven. 
Platelet  and  red  blood  cell  aggre- 
gation with  increased  blood  vis- 
cosity may  produce  retinal  capillary 
occlusion  and  non-perfusion.  Ret- 
inal ischemia  may  produce  a (hy- 
pothetical) vasoproliferative  factor 
in  the  retina  and  vitreous  to  stim- 
ulate growth  of  retinal  new  vessels. 


Strict  metabolic  control  of  the  dis- 
ease, control  of  systemic  blood 
pressure,  the  role  of  aspirin  and  al- 
dose reductase  inhibitors  all  ap- 
pear encouraging  to  decrease  dia- 
betic retinopathy,  but  final  results 
from  ongoing  clinical  trials  have  not 
been  completed. 


Treatment 

Laser  photocoagulation  is  the 
most  effective  available  treatment 
for  prevention  of  severe  visual  loss 
and  blindness  in  both  types  of  di- 
abetic retinopathy.^  Two  well  con- 
trolled, multi-center  collaborative 
therapeutic  studies,  the  Diabetic 
Retinopathy  Study  (DRS)  and  the 
Early  Treatment  Diabetic  Study 
(ETDS),  have  presented  evidence 
that  timely  laser  treatment  can  sig- 
nificantly decrease  and  lessen  the 
progression  of  severe  visual  loss. 

After  a 6-year  period,  the  DRS 
demonstrated  that  eyes  with  prolif- 
erative retinopathy  had  1 6%  severe 
vision  loss  in  laser-treated  eyes, 
compared  to  38%  severe  vision  loss 
in  non-treated  eyes.  In  background 
retinopathy,  the  ETDS  showed  that 
patients  with  macular  grid  laser 
therapy  had  a 12%  worsening  of  vi- 
sion compared  to  a 25%  worsening 
of  vision  in  non-treated  eyes.  Timely 
laser  treatment  may  decrease  se- 
vere loss  of  vision  from  diabetic  ret- 
inopathy by  more  than  50%.^  In 
blindness  which  has  resulted  from 
chronic  intravitreal  hemorrhaging, 
intravitreal  fibrosis,  and  fibrotic 
traction  retinal  detachment,  about 
50%  visual  improvement  may  be 
obtained  from  pars  plana  vitrec- 
tomy, an  intraocular  surgical  pro- 
cedure. 

An  important  factor  leading  to 
blindness  from  diabetic  retinopathy 
is  lack  of  timely  diagnosis  and  treat- 
ment. The  ophthalmologist,  utiliz- 
ing yearly  dilated  pupil  ophthal- 
moscopy, fundus  photography,  and 
fluorescein  angiography  when  in- 
dicated, is  the  appropriate  special- 
ist to  diagnose  diabetic  retinopa- 
thy. Controlled  studies  have  shown 
non-ophthalmic  physicians  to  have 
a 50%  error  rate  in  diagnosing  di- 


abetic retinopathy,  as  compared  to 
a 9%  error  rate  for  the  general 
ophthamolgist  and  a 0%  error  rate 
for  the  vitreous  surgeon. 

The  following  patients  should  be 
referred  for  retinal  evaluation: 
l)Type  I patients,  ages  10-30,  with 
known  diabetes  for  more  than  5 
years  duration;  2)Type  II  patients, 
at  the  time  of  diagnosis  and  at  30 
years  of  age;  3)  insulin-dependent 
women  anticipating  pregnancy  or 
in  the  first  trimester  of  pregnancy. 


Diabetic  retinopathy 
increases  with  duration 
of  diabetes.  After  10 
years,  50%  of  diabetic 
patients  have 
retinopathy,  after  15 
years,  70%  and  after  25 
years,  95%. 


Summary 

Retinal  involvement  from  diabe- 
tes mellitus  is  the  leading  cause  of 
new  blindness  in  the  United  States. 
Many  diabetic  patients,  though  they 
have  perfect  vision  and  no  ocular 
complaints  or  symptoms,  harbor 
retinal  pathology  capable  of  lead- 
ing to  severe  loss  of  vision.  There- 
fore, all  medical  personnel  caring 
for  the  diabetic  patient  must  rec- 
ognize the  importance  of  dilated 
pupil  retinal  examinations  by  an 
ophthalmologist  or  vitreoretinal 
surgeon.  Lack  of  timely  diagnosis 
and  treatment  is  a major  factor 
leading  to  blindness  from  diabetic 
retinopathy.  On  a more  positive 
note,  prompt  laser  treatment  of  di- 
abetic retinopathy  can  reduce  se- 
vere visual  loss  by  more  than  50%. 
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The  Georgia  Diabetic  Retinopathy 

Screening  Stu(fy 

Shelby  R.  Wilkes,  M.D.,  John  A.  Davidson,  M.D.,  FA.C.S.,  Sue  Munson,  M.S.,  Jeny  Freeman,  M.S. 


Diabetic  retinopathy  represents 
a major  cause  of  new  blind- 
ness in  persons  aged  20  through  74 
years  old  in  the  United  States.  Each 
year,  5000  people  lose  their  sight 
because  of  diabetes.  According  to 
the  American  Diabetes  Association, 
20%  of  all  people  with  diabetes  are 
either  black  or  Hispanic.  The  rate 
of  non-insulin  dependent  diabetes 
is  33%  higher  in  blacks  and  300% 
higher  in  Hispanics.  Over  20%  of 
the  adults  in  some  Native  American 
Indian  tribes  have  diabetes.  Dispro- 
portionately, blacks,  Hispanics,' 
Asian- Americans,  and  Native  Amer- 
icans are  affected  by  diabetes  mel- 
litus.  Moreover,  the  Centers  for  Dis- 
ease Control  in  Atlanta  estimates 
that  125,000  citizens  of  Georgia  have 
undiagnosed  and  undetected  dia- 
betes mellitus. 

The  Georgia  Diabetic  Retinopathy 
Screening  Study 

Impetus  for  the  statewide  Geor- 
gia diabetic  retinopathy  screening 
study  burgeoned  in  1987  when  a 


This  study  was 
partially  supported  and 
funded  by  the  Georgia 
Affiliate  of  the 
American  Diabetes 
Association,  the  Lions 
Lighthouse 
International 
Foundation,  the 
Georgia  Department  of 
Human  Resources,  and 
the  Centers  for  Disease 
Control. 


Dr.  Wilkes’  practice  is  limited  to  vitreoretinal  sur- 
gery and  diseases  including  diabetic  retinopathy. 
He  is  Assistant  Clinical  Professor  of  Surgery,  De- 
partment of  Surgery,  Morehouse  School  of  Medi- 
cine and  Assistant  Clinical  Professor  of  Ophthal- 
mology, Department  of  Ophthalmology,  Emory 
University  School  of  Medicine.  Dr.  Davidson  prac- 
tices vitreal  surgery  and  is  Clinical  Instructor  of 
Ophthalmology,  Emory  University  School  of  Med- 
icine, Atianta;  Ms.  Munson  is  Project  Director, 
Georgia  Retinopathy  Screening  Study,  Atlanta;  and 
Mr.  Freeman  is  Executive  Director,  American  Di- 
abetes Association  — Georgia  Affiliate,  Atlanta. 

Send  reprint  requests  to  Dr.  Wilkes  at  61 5 Peach- 
tree St.,  Ste.  815,  Atlanta,  GA  30308. 


preliminary  non-randomized  pilot 
screening  study  for  diabetic  reti- 
nopathy was  performed  by  several 
Atlanta  vitreoretinal  surgeons.  In 
conjunction  with  the  Georgia  Affil- 
iate of  the  American  Diabetes  As- 
sociation and  an  Atlanta  area  hos- 
pital, at  least  28  persons  with  known 
diabetes  mellitus  and  no  history  of 
a comprehensive  dilated  eye  ex- 
amination for  at  least  1 year  were 
screened  based  on  a written  pro- 
tocol. The  results  showed  that  five 
participants  in  the  pilot  study  had 
diabetic  retinopathy,  and  two  of 
these  needed  laser  photocoagula- 
tion. In  addition,  some  of  the  par- 
ticipants with  undetected  diabetic 
retinopathy  had  been  followed  by 
ophthalmologists  as  well  as  endo- 
crinologists for  several  years. 

The  purpose  of  this  3-year  study 
is  four-fold:  1)  to  screen  at  least 
15,000  persons  for  possible  dia- 
betic retinopathy  with  known  dia- 
betes mellitus  of  at  least  1 year  in 
duration  and  with  no  history  of  a 
dilated  eye  examination  by  an 
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ophthalmologist  over  the  past  year; 

2)  to  increase  the  public’s  aware- 
ness and  education  of  the  risks  of 
diabetic  retinopathy;  3)  to  empha- 
size the  need  for  annual  compre- 
hensive dilated  eye  examinations 
by  an  ophthalmologist;  and  4)  to 
reduce  by  50%  the  rate  of  the  risk 
of  severe  visual  loss  due  to  diabetic 
retinopathy  to  the  citizens  of  Geor- 
gia. 

Materials  and  Methods 

Eligibility 

Participants  were  eligible  for 
screening  for  diabetic  retinopathy 
if  they  were  known  diabetics  and 
met  at  least  one  of  the  following 
criteria:  1)  no  history  of  a compre- 
hensive dilated  eye  examination  by 
an  ophthalmologist  over  the  past 
year,  2)  at  least  10  years  of  age,  or 

3)  a member  of  a minority  group 
i.e.,  blacks,  Hispanics,  Asian- 
Americans,  and  Native  Americans. 

Screening 

Designated  communities  for 
screening  were  notified  at  least  1-2 
months  in  advanced  of  the  actual 
date  of  screenings.  Publication  of 
screening  dates  and  sites  was  via 
local  radio  announcements,  tele- 
vision ads,  and  the  local  newspa- 
per. The  screening  data  obtained 
from  participants  for  the  Georgia 
statewide  diabetic  retinopathy  were 
as  follows:  1)  name,  age,  sex,  race 
and  social  security  number;  2)  du- 
ration and  type  of  diabetes  mellitus 
(1  or  11);  3)  date  of  last  eye  exami- 
nation; 4)  visual  acuity,  (Snellen) 
primarily  distance;  5)  intraocular 
tension  (with  the  pneumotonome- 
ter and  applanation);  and  6)  meas- 
urement of  the  systemic  blood  pres- 
sure. 

Photography 

Fundus  photography  with  a non- 
mydriatic  camera^-^  was  used  to 
take  three  pictures  of  the  posterior 
pole  of  at  least  45  degrees  including 
the  (a)  optic  disc  and  macula,  (b) 
superior  to  the  superior  vascular  ar- 
cade (1-2  disc  diameters),  and  (c) 
1-2  disc  diameters  inferior  to  the 
inferior  vascular  arcade. 

Fundus  photographs  were  made 
on  35  mm  color  slides  and  read 
primarily  by  three  vitreoretinal  sur- 


TABLE  1 — Fundus  Photographs  Results  of  the 
Georgia  Diabetic  Retinopathy  Screening  Study 


Total 

Percentage 

Diabetic 

Retinopathy** 

Whites 

2640 

78.17 

32 

Male 

1053 

31.18 

14 

Female 

1587 

46.99 

18 

Blacks 

688 

20.37 

6 

Male 

168 

4.97 

0 

Female 

520 

15.39 

6 

Hispanics 

49 

1.45 

0 

Male 

13 

.38 

0 

Female 

36 

1.06 

0 

TotaJ 

3377* 

*Over  4000  screened  as  of  7-1-89.  **Greater  them  100  participants  have 


TABLE  2 — Age  Analysis  of  Participants 


Age  in  years 

Total 

Participants 

Percentage 

Less  than  30 

225 

6.66 

30-44 

457 

13.53 

45-64 

1421 

42.07 

Over  65 

1274 

37.72 

Total  Participants 

3377* 

♦Over  4000  as  of  7-1-89. 


geons.  These  fundus  photos  were 
graded  for  signs  of  the  following: 
(a)  no  diabetic  retinopathy  or  mild 
diabetic  retinopathy,  (b)  moderate 
to  severe  background  diabetic  ret- 
inopathy or  proliferative  diabetic 
retinopathy  and  (c)  whether  photos 
were  adequate  for  diagnosis.  Rec- 
ommendation for  follow-up  was  as 
follows  for  the  categories  noted 
above:  (a)  ophthalmologic  exam 
within  one  year,  (b)  immediate 
ophthalmologic  appointment,  and 
(c)  ophthalmologic  exam  within  a 
year  or  sooner  if  necessary.  These 
recommendations  were  mailed  to 
participants  after  the  fundus  pho- 
tographs had  been  read. 

Results 

After  1 year  of  the  Georgia  state- 
wide screening  study  for  diabetic 
retinopathy,  3377  persons  had  fun- 
dus photographs  taken  (Table  1). 


There  were  2640  (78.17%)  whites, 
688  (20.3%)  blacks,  and  49  (1.45%) 
Hispanics.  Of  those  screened,  99 
were  found  to  have  diabetic  reti- 
nopathy and  associated  eye  dis- 
eases. Associated  eye  diseases  in- 
cluded maculopathy,  cataracts, 
glaucoma  suspects,  and  miscella- 
neous conditions.  Thirty-eight  peo- 
ple had  only  diabetic  retinopathy. 

Age  analysis  of  the  participants 
is  shown  in  Table  2.  The  highest 
incidence  (42.07%)  occurred  in  the 
45-64  year  age  group. 

A total  of  758  people  reported  that 
they  had  never  had  an  eye  exami- 
nation. There  were  1256  persons 
with  elevated  blood  pressure,  often 
associated  with  diabetic  retinopa- 
thy. Further  follow-up  information 
regarding  additional  participants 
who  had  diabetic  retinopathy  and 
needed  treatment  is  currently  being 
established. 
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Discussion 


Minorities,  including  blacks,  His- 
panics,  Asian-Americans,  and  Na- 
tive Americans,  are  disproportion- 
ately affected  by  diabetes  mellitus 
and  diabetic  retinopathy.  The  re- 
sults of  this  study  indicate  that  the 
minorities  who  are  at  higher  risk 
than  the  general  population  of  de- 
veloping visual  loss  due  to  com- 
plications of  diabetes  are  not  pro- 
portionately being  screened  and/or 
reached  based  upon  their  per  cent 
of  the  general  population  of  Geor- 
gia. Intense  planning  and  further 
selected  screenings  need  to  be  done 
to  address  this  disparity  in  this 
study. 

Public  and  professional  educa- 
tion is  a major  goal  of  this  3-year 
study.  It  is  of  interest  that  at  least 
758  participants  out  of  the  3377  who 
were  screened  reported  that  they 
had  never  had  an  eye  examination. 


Since  diabetic 
retinopathy  requiring 
treatment  can  be 
present  in  patients  with 
normal  vision,  such 
patients  should  obtain 
an  annual  dilated  eye 
examination  by  an 
ophthalmologist. 


Diabetic  patients  should  have  an 
annual  comprehensive  dilated  eye 
examination,  according  to  the 
American  Academy  of  Ophthal- 
mology. With  the  cooperation  of 
volunteers  from  the  ADA-GA  Affili- 
ate, the  Lions  Lighthouse  Interna- 
tional Foundation,  the  Georgia  De- 
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QUICK  FACTS 

Diabetic  retinopathy  is  a major 
cause  of  new  blindness  in  the 
U.S.  in  persons  aged  20-74 
years  old. 

Annual  comprehensive  dilated 
eye  examinations  are 
recommended. 

Diabetic  retinopathy  requiring 
treatment  can  be  present  even 
in  patients  with  normal  vision. 

Minorities,  including  blacks, 
Hispanics,  Asian-Americans, 
and  Native  Americans  are 
disproportionately  affected  by 
diabetics  mellitus  and  diabetic 
retinopathy. 

Eleven  million  Americans  have 
diabetes  mellitus. 


partment  of  Human  Resources,  the 
Centers  for  Disease  Control,  the 
ophthalmologic  community,  the 
general  medical  community,  and 
the  public,  the  goals  of  the  Georgia 
statewide  diabetic  retinopathy 
screening  study  are  being  reached. 

The  role  of  early  treatment  of  di- 
abetic macular  edema'*  and  the 
benefits^  of  therapy  for  proliferative 
diabetic  retinopathy  in  reducing  the 
risk  of  severe  visual  loss  have  been 
demonstrated  in  randomized  clin- 
ical trials.  These  trials  were  sup- 
ported by  the  National  Eye  Institute 
and  conducted  at  leading  ophthal- 
mologic centers  across  the  United 
States. 

Summary 

The  diabetic  retinopathy  screen- 
ing study  represents  a major  col- 
laborative effort  of  many  volunteer 
groups  interested  in  decreasing  the 
risk  of  severe  visual  loss  to  Georgia 


citizens.  Results  of  the  present  study 
have  stimulated  intense  interest  in 
screening  more  high  risk  persons, 
such  as  minorities,  without  the  ex- 
clusion of  whites.  While  age-re- 
lated macular  degeneration  is  the 
predominant  cause  of  blindness  in 
the  U.S.,  diabetic  retinopathy  is  a 
major  new  cause  of  blindness. 

With  the  continuation  and  com- 
pletion of  this  study,  we  believe  that 
many  more  of  Georgia’s  citizens  will 
seek  ophthalmologic  examinations 
and  benefit  from  previous  research 
regarding  the  use  of  laser  photo- 
coagulation and  vitreoretinal  sur- 
gery in  preventing  or  reducing  the 
risk  of  blindness.  Since  diabetic  ret- 
inopathy requiring  treatment  can  be 
present  in  patients  with  normal  vi- 
sion, such  patients  should  obtain 
an  annual  dilated  eye  examination 
by  an  ophthalmologist. 

The  value  of  statewide  screening 
for  undetected  diabetic  retinopa- 
thy, the  determination  of  how  and 
where  to  screen  in  order  to  give  the 
most  benefit  to  the  potentially  af- 
fected individuals  and  citizens  of 
Georgia  are  only  a few  of  the  ques- 
tions that  may  be  answered  when 
this  study  is  completed.  Moreover, 
to  our  knowledge  this  study  is  the 
first  statewide  screening  for  dia- 
betic retinopathy  in  the  United 
States. 
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F^ertensive  Therapy  for 
Diabetic  Patients 

James  W.  Reed,  M.D.,  F.A.C.P. 


The  prevalence  ratio  of  hyper- 
tension in  diabetics  is  approx- 
imately 2.0  (1.5-2. 6)  compared  to 
nondiabetics.’  With  an  estimated  22 
million  diabetics  in  the  United 
States,  only  half  of  whom  have  been 
diagnosed,  this  presents  a major 
problem  for  physicians.  It  is  also 
estimated  that  less  than  half  of  all 
patients  with  both  hypertension  and 
diabetes  have  their  blood  pressure 
under  control.  This  is  consistent 
-with  the  degree  of  control  in  the 
general  hypertensive  population. 

In  treating  the  patient  with  dia- 
betes and  hypertension,  one  must 
consider  and  manage  routine  com- 
plications that  may  be  present  at 
the  time  therapy  is  initiated.  These 
‘ problems  include  nephropathy,  im- 
potence, hyperlipidemia,  coronary 
artery  disease,  heart  failure,  and  or- 
! thostatic  hypertension.  The  hyper- 
j tensive  diabetic  patient  therefore 
j needs  a thorough  clinical  evalua- 
tion prior  to  instituting  therapy.  This 
would  include  testing  for  glucose 
1 and  lipid  control,  cardiac  output, 
electrolytes,  renal  function,  and 
blood  volume. 


One  must  be 
especially  conscious  of 
the  complications  that 
antihypertensive 
therapy  may  induce  in 
diabetics. 


The  first  step  should  be  a non- 
pharmacological  approach.  This 
would  include  diet,  sodium  restric- 
tion, potassium,  calcium  and  mag- 
nesium supplementation  when  ap- 
propriate, weight  reduction,  and 
adequate  exercise.^  Stress  manage- 
ment can  also  be  very  helpful  in 
controlling  both  diabetes  mellitus 
and  hypertension.  If  we  add  to  this 
regimen  cholesterol  restriction  and 
adequate  polyunsaturated  fats,  we 


Dr.  Reed  is  Professor  and  Chairman,  Department 
of  Medicine,  Morehouse  School  of  Medicine,  720 
Westview  Dr.,  SW,  Atlanta,  GA  30310-1495.  Send 
reprint  requests  to  him. 


have  addressed  the  major  contrib- 
utors to  macro-vascular  disease  in 
the  diabetic  patient  as  well  as  in 
the  general  patient  population.  Six 
to  twelve  weeks  is  a reasonable 
time-frame  for  evaluating  a non- 
pharmacological  approach. 

It  is  the  recommendation  of  the 
Joint  National  Committee  on  De- 
tection, Evaluation,  and  Treatment 
of  High  Blood  Pressure  that  a blood 
pressure  level  of  140/90  should  be 
the  goal  of  therapy  in  the  general 
population.’^  However,  because  of 
the  accelerated  vascular  compli- 
cations in  diabetes  mellitus,  it  has 
been  suggested  that  a lower  blood 
pressure  is  indicated  for  patients 
who  have  both  diabetes  and  hy- 
pertension. It  is  my  recommenda- 
tion that  a target  of  135/85  be  es- 
tablished. 

Drugs  recommended  as  first  line 
therapy  for  essential  hyper- 
tension in  a diabetic  patient  are- 
diuretics,  angiotensin-converting 
enzyme  (ACE)  inhibitors,  or  cal- 
cium-channel blockers.^''  If  a di- 
uretic is  chosen,  it  should  be  given 
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in  the  smallest  therapeutic  dose 
(thiazide,  no  greater  than  25  mg). 
Thiazide  diuretics  may  cause  po- 
tassium depletion  further  compli- 
cating glucose  control  in  Type  11  di- 
abetes, and  they  may  also  cause 
elevation  of  blood  lipids.  If  an  ACE 
inhibitor  is  chosen,  one  must  be 
aware  of  the  patient’s  renal  status. 
However,  mild  elevations  of  creat- 
inine is  not  a contra-indication  to 
ACE  inhibitors  in  diabetic  patients. 

ACE  inhibitors  have  become  in- 
creasingly accepted  as  first  line 
therapy  with  diabetic  patients.  They 
have  been  found  to  have  little  ad- 
verse effect  upon  glucose  and  lipid 
control.  It  has  also  been  demon- 
strated that  renal  function  fre- 
quently improves  when  an  ACE  in- 
hibitor is  used  to  treat  hyper- 
tension.^® As  monotherapy,  ACE  in- 
hibitors have  been  shown  to  result 
in  marked  improvements  in  dia- 
betic patients  with  mild  to  moder- 
ate hypertension.®  Hypotensive  ep- 
isodes can  be  avoided  by  starting 
with  a lower  dosage,  gradually  ad- 
justing it  as  indicated  based  on  the 
individual  patient’s  response. 


Diuretics  have  come 
under  some  criticism 
not  only  because  of 
hypokalemia  but  also 
because  of  serum  lipids 
elevation. 


It  is  standard  practice  to  combine 
an  ACE  inhibitor  and  a thiazide  di- 
uretic in  small  dosages  to  control 
hypertension  in  diabetics.  If  the  pa- 
tient’s blood  pressure  is  not  ade- 
quately regulated  with  this  ap- 
proach, a calcium  channel  blocker 


TABLE  1 — Summary  Approach 
to  Hypertension  in  Diabetic 
Patients 


I.  Nonpharmacologic  treatment 

a.  Diet  aimed  at  weight  control 
and  lipid  control 

b.  Exercise  — tailored  to  individ- 
ual 

c.  Moderate  sodium  restriction  (2 
gms  Na+) 

d.  Potasium,  calcium  and  mag- 
nesium supplementation 

II.  If  adequate  blood  pressure  is  not 
obtained,  use  a diuretic,  ACE  In- 
hibitor, or  calcium  chemnel  blocker, 
as  monotherapy. 

III.  If  control  is  not  obtained  with 
monotherapy,  add  second  drug  — 
from  same  group 

IV.  If  control  is  not  obtained  with  the 
above  information,  add  a third 
drug,  from  same  group  or  a vas- 
odilator. 


may  be  substituted  or  added.  A vas- 
odilator is  considered  if  blood  pres- 
sure still  remains  at  an  unaccept- 
able level. 

One  must  be  especially  cogni- 
zant of  the  complications  that  an- 
tihypertensive therapy  may  induce 
in  diabetics.  Data  from  the  Multirisk 
Factor  Intervention  Trail  has  caused 
concern  about  the  use  of  diuretics 
as  first  line  therapy  in  treating  hy- 
pertension in  the  general  patient 
population.  Thiazide  diuretics  im- 
pair insulin  release  and  glucose  tol- 
erance, probably  via  potassium  de- 
pletion. Hyperinsulinemia  forces 
potassium  into  cells  and  the  di- 
uretics promote  kaliuresis.  Some  of 
these  complications  may  be  pre- 
vented by  the  use  of  potassium 
sparing  agents.  Since  the  diabetic 
patient  is  highly  vulnerable  to  di- 
uretic induced  potassium  loss,  it  is 
critical  that  serum  potassium  levels 
be  carefully  monitored. 


Diuretics  have  come  under  crit- 
icism not  only  because  of  hypo- 
kalemia, but  also  due  to  elevation 
of  serum  lipids.  Therefore,  an  ACE 
inhibitor  has  been  recommended 
as  initial  therapy.  (See  Table  1)  Beta 
blockers  are  not  considered,  by 
many,  to  be  a first  line  therapy  for 
diabetic  patients.  In  the  insulin  de- 
pendent Type  I diabetic,  the  beta 
blocking  drugs  may  mask  the  signs 
and  symptoms  of  hypoglycemia.  In 
Type  II  diabetes,  beta  blockers  may 
impede  insulin  secretion  and  make 
their  glucose  level  more  difficult  to 
control.^ 


Summeuy 

The  treatment  of  patients  with 
both  diabetes  melitus  and  hyper- 
tension must  take  into  account  the 
increased  risk  of  vascular  compli- 
cations. If  an  adequate  trial  of  non- 
pharmacological  therapy  does  not 
prove  effective,  drug  therapy,  tail- 
ored to  the  individual  patient,  is  in- 
stituted. In  this  event,  monotherapy 
should  be  the  primary  goal. 
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Lipoprotein  Disorders  in 
Diabetes  iVfellitus 

W.  Charles  O’Neill,  M.D. 


Lipoprotein  Metabolism 

Lipoprotein  metabolism  can  be 
conveniently  divided  into  two 
pathways.  The  exogenous  pathway 
deals  with  dietary  fat,  which  is 
packaged  by  intestinal  cells  into 
large,  triglyceride-rich  chylomi- 
crons. The  triglyceride  is  removed 
from  chylomicrons  by  lipases  dur- 
ing circulation,  leaving  a more  cho- 
lesterol-rich remnant  that  is  rapidly 
cleared  by  the  liver.  In  the  endog- 
enous pathway,  triglyceride-rich, 
very  lov/  density  lipoprotein  (VLDL) 
is  secreted  by  the  liver  and  again  is 
acted  on  by  lipases  to  yield  a rem- 
nant particle  (intermediate-density 
lipoproteins,  IDL).  These  particles 
are  then  either  cleared  by  the  liver 
or  are  further  catabolized  to  low 
density  lipoproteins  (LDL),  a par- 
ticle consisting  almost  entirely  of 
cholesterol.  The  LDL  is  then  taken 
up  by  the  liver  or  by  other  tissues 
via  the  apolipoprotein  B receptor. 

Since  the  cholesterol  backbone 
cannot  be  broken  down  by  mam- 
malian cells,  there  is  a reverse  cho- 
lesterol transport  in  which  high 
density  lipoprotein  (HDL)  picks  up 


cholesterol  from  peripheral  cells 
and  delivers  it  to  the  liver.  The  latter 
occurs  indirectly  through  the  inter- 
action of  HDL  with  lower  density 
lipoproteins  whereby  cholesterol  is 
donated  to  these  particles  prior  to 
their  uptake  by  the  liver.  This  in- 
teraction of  VLDL,  chylomicrons, 
and  remnants  with  HDL  is  respon- 
sible for  the  inverse  relationship  be- 
tween the  circulating  levels  of  these 
particles.  Thus,  hypertriglyceride- 
mia of  almost  any  cause  reduces 
HDL.  By  contrast,  lowering  the  tri- 
glyceride level  raises  HDL. 

Insulin  significantly  affects  lipo- 
protein metabolism  through  induc- 
tion of  lipoprotein  lipase  synthesis, 
inhibition  of  lipolysis  in  adipose  tis- 
sue (an  important  determinant  of 
VLDL  secretion  by  the  liver),  and 
synthesis  of  lipoproteins  by  the  liver. 
It  is  not  surprising  then  that  lipid 
abnormalities  are  an  integral  fea- 
ture of  diabetes  mellitus. 


Dr.  O’Neill  is  Assistant  Professor  of  Medicine,  Emory 
University  School  of  Medicine,  Glenn  Building, 
Second  Floor,  25  Prescott  St.,  Atlanta,  GA  30308, 
Send  reprint  requests  to  him. 


Lipoprotein  Abnormalities  in 
T5rpe  II  Diabetes 

Most  of  the  attention  has  been 
focused  on  Type  11  diabetes  since 
lipoprotein  abnormalities  are  very 
common  in  this  disorder.  Typically 
VLDL  is  elevated,  LDL  is  normal  or 
elevated,  and  HDL  is  low.  The  pri- 
mary disturbance  appears  to  be  in- 
creased lipolysis  in  adipose  tissue 
due  to  the  resistance  of  this  tissue 
to  insulin.  This  leads  to  increased 
delivery  of  free  fatty  acids  to  the 
liver,  resulting  in  increased  secre- 
tion of  VLDL.  This  in  turn  results  in 
increased  catabolism  of  HDL.  There 
are  also  qualitative  abnormalities. 
The  VLDL  and  VLDL  remnants  (IDL) 
contain  excess  triglycerides  that 
eventually  produce  smaller,  denser 
(decreased  cholesterol  to  protein 
ratio)  LDL  particles.  These  particles 
are  now  recognized  as  being  highly 
atherogenic. 

In  addition  to  these  disturbances 
caused  by  diabetes,  it  is  important 
to  recognize  that  some  lipoprotein 
disorders  are  associated  with  ab- 
normal glucose  tolerance.  This  is 
particularly  true  of  Type  V hyperlip- 
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idemia  (elevated  VLDL  and  chylo- 
microns) but  can  also  be  seen  in 
Type  IV  hyperlipidemia  (elevated 
VLDL).  These  patients  are  often 
overw'eight  and  have  hyperuricemia 
as  well.  Triglyeride  levels  are  usu- 
ally over  2000  mg/dl,  distinctly 
higher  than  the  mild  elevations  seen 
in  the  typical  patient  with  Type  11 
diabetes,  and  are  not  normalized  by 
treatment  of  the  hyperglycemia. 

Type  1 diabetes  is  generally  not 
associated  with  quantitative  lipo- 
protein abnormalities,  except  for  the 
severly  decompensated  patient  in 
whom  insulinopenia  reduces  lip- 
roprotein  lipase  and  leads  to  chy- 
lomicronemia  (Type  1 hyperlipide- 
mia). This  condition  is  easily 
recognized  because  of  the  lipemia 
retinalis  and  the  creamy  plasma, 
and  resolves  with  insulin  therapy. 
It  is  becoming  apparent,  however, 
that  the  normal  lipoprotein  levels 
in  Type  1 diabetes  are  masking  sub- 
stantial alterations  in  lipoprotein 
content  of  triglyceride  and  in  lipo- 
protein density.  The  clinical  signif- 
icance of  these  changes  remains  to 
be  determined,  but  they  appear  to 
lead  to  LDL  particles  of  increased 
atherogenicity. 


Since  cardiovascular 
disease  is  the  leading 
cause  of  death  in 
diabetes,  it  is 
imperative  that 
prevention  of 
atherosclerosis  be  a 
primary  goal  of 
management. 


Diabetes  and  Atherosclerosis 

Diabetes  is  an  important  risk  fac- 
tor for  atherosclerosis  that  appears 
to  be  independent  of  LDL  and  HDL 
cholersterol.  It  is  unclear  if  this  is 
due  to  the  other,  more  subtle,  lip- 
oprotein abnormalities  in  diabetes 
or  to  the  effects  of  diabetes  on  vas- 
cular tissue.  Both  probably  play  a 
role,  although  the  consensus  is  that 


the  latter  is  more  important.  This 
may  explain  why  diabetes  predis- 
poses to  diffuse  atherosclerosis, 
while  elevated  LDL  is  a potent  risk 
factor  only  for  coronary  artery  dis- 
ease (CAD). 


Controversy  still 
exists  about  increased 
triglyceride  as  a risk 
factor  for  coronary 
artery  disease,  but  the 
evidence  is  strongest  in 
females  and  diabetics. 


It  is  important  to  remember  that 
diabetes  has  a particularly  devas- 
tating effect  in  females,  essentially 
negating  their  reduced  risk  of  de- 
veloping CAD.  Whereas  normal  men 
have  three  times  the  risk  of  devel- 
oping CAD  as  have  normal  women, 
diabetic  men  and  women  have  sim- 
ilar incidences  of  CAD.  Diabetes 
also  potentiates  the  effect  of  other 
risk  factors,  particularly  smoking 
and  hypertension.  Since  cardiovas- 
cular disease  is  the  leading  cause 
of  death  in  person  with  diabetes,  it 
is  imperative  that  prevention  of  ath- 
ersclerosis  be  a primary  goal  of 
management.  In  addition  to  con- 
trolling hyperlipidemia,  these  other 
risk  factors  must  be  eliminated. 

Treatment  of  Lipid  Disorders 
in  Diabetes 

There  have  been  very  few  clinical 
studies  aimed  at  the  treatment  of 
hyperlipidemia  in  diabetes,  and 
there  have  been  no  intervention 
trials  indicating  that  treatment  of 
hyperlipidemia  reduces  the  inci- 
dence of  CAD  in  people  with  dia- 
betes. The  hypertriglyceridemia  in 
Type  II  diabetes  is  rarely  to  the  de- 
gree that  predisposes  to  pancrea- 
titis. Controversy  still  exists  about 
increased  triglyceride  levels  as  a risk 
factor  for  CAD,  but  the  evidence  is 
strongest  in  females  and  diabetics. 
However,  whether  treatment  of  hy- 
pertriglyceridemia will  reduce  this 
risk  is  unknown. 


Low  HDL,  which  is  common  in 
Type  II  diabetes,  is  well-recognized 
as  a risk  factor  for  CAD.  Evidence 
that  raising  HDL  cholersterol  will 
decrease  CAD  risk  is  accumulating, 
but  this  has  not  yet  been  conclu- 
sively demonstrated.  Treatment  di- 
rected primarily  at  raising  HDL 
should  therefore  be  limited  to  non- 
pharmacologic  measures  (weight 
loss,  exercise,  cessation  of  smok- 
ing), which  are  already  a standard 
part  of  the  treatment  of  Type  II  di- 
abetes. Attention  should  be  fo- 
cused mainly  on  elevated  LDL  cho- 
lesterol, since  intervention  trials 
have  demonstrated  conclusively 
that  lowering  LDL  cholesterol  re- 
duces CAD  (although  this  has  not 
been  shown  in  diabetes).  Current 
NIH  guidelines  suggest  that  LDL 
cholesterol  be  lowered  when  it  is 


Insulin  significantly 
affects  lipoprotein 
metabolism  tbrougb 
induction  of  lipoprotein 
lipase  synthesis, 
inhibition  of  lipolysis  in 
adipose  tissue,  and 
synthesis  of 
lipoproteins  by  the 
liver. 


above  160  mg/dl,  or  130  mg/dl  when 
two  other  risk  factors  for  CAD  are 
present  (low  LDL,  male  sex,  smok- 
ing, diabetes,  hypertension,  severe 
obesity,  family  history  of  CAD). 
Since  most  patients  with  Type  II  di- 
abetes have  more  than  one  addi- 
tional risk  factor,  LDL  cholesterol 
levels  above  130  mg/dl  will  require 
attention. 

A fasting  lipid  profile  should  be 
obtained  in  all  patients  with  T>pe 
II  diabetes.  The  first  step  in  treating 
any  abnormalities  is  controlling  the 
diabetes.  Some  cases  of  severe  hy- 
pertriglyceridemia are  associated 
with  and  exacerbated  by  diabetes. 
However,  they  are  not  necessarily 
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It  is  becoming 
apparent  that  the 
normal  lipoprotein 
levels  in  Type  I 
diabetes  are  masking 
substantial  alternations 
in  lipoprotein  content 
of  triglyceride  and 
lipoprotein  density. 


a result  of  the  diabetes  and  treat- 
ment should  be  directed  at  both  the 
hypertriglyceridemia  and  the  dia- 
betes. Unfortunately,  adequate 
control  of  Type  II  diabetes  is  not 
obtainable  in  many  patients,  and 


specific  therapy  to  lower  LDL  will 
be  required. 

The  first  step  is  a lipid-lowering 
diet  (30%  or  less  of  calories  as  fat, 
including  no  more  than  10%  of  cal- 
ories as  saturated  fat,  300  mg  cho- 
lesterol) which  is  essentially  iden- 
tical to  the  standard  diabetic  diet. 
If  LDL  cholesterol  remains  above 
190  mg/dl  (or  160  mg/dl  when  an 
additional  risk  factor  is  present) 
pharmacologic  therapy  should  be 
instituted.  Bile  acid  sequestrants 
(colestipol,  cholestyramine;  2 doses 
with  each  meal)  should  be  used 
with  caution  since  they  can  elevate 
VLDL.  Niacin  (or  nicotinic  acid;  up 
to  1.5  g with  meals)  can  be  very 
useful  since  it  raises  HDL  in  addi- 
tion to  lowering  LDL  and  VLDL. 
However,  it  is  not  well  tolerated  and 


it  may  increase  glucose  intoler- 
ance. 

Lovastatin  (20  mg  qd  to  40  mg 
bid)  is  a well-tolerated  drug  that  has 
been  shown  to  effectively  lower  LDL 
without  raising  VLDL  in  people  with 
diabetes.  Gemfibrozil  (600  mg  bid), 
which  also  raises  HDL,  is  an  ex- 
cellent drug  for  treating  hypertri- 
glyceridemia. However,  because  it 
is  only  mildly  effective  in  lowering 
LDL,  actually  increasing  LDL  in 
some  patients,  it  is  not  recom- 
mended for  this  purpose.  Fish  oils 
may  have  beneficial  effects  both  on 
lipid  levels  and  directly  on  vascular 
tissue  but  since  they  generally  raise 
LDL  levels  and  may  have  other  det- 
rimental effects,  they  should  be 
considered  experimental  at  this 
time. 
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IVbnagement  of  Diabetes  During 

Pregnancy 

Y.  Khalid  Siddiq,  M.D. 


Introduction 

Diabetes  mellitus  is  one  of  the 
most  common  medical  prob- 
lems encountered  in  pregnancy.  It 
occurs  both  in  an  established  dia- 
betic woman  who  becomes  preg- 
nant and  in  a previously  non-dia- 
betic woman  who  develops  diabetes 
during  pregnancy,  a condition 
known  as  gestational  diabetes. 
Gestational  diabetes  occurs  in  2% 
of  all  pregnant  women,  resulting  in 
60-90,000  cases  of  gestational  dia- 
betes yearly. 

Background 

Normal  pregnancy  is  considered 
a diabetogenic  state,  since  insulin 
requirements  increase  with  each 
trimester.  In  early  pregnancy,  glu- 
cose homeostasis  is  altered  by  in- 
creasing levels  of  estrogen  and  pro- 
gesterone which  lead  to  beta  cell 
hyperplasia  and  an  exaggerated  in- 
sulin response  to  glucose  load.  At 
the  same  time,  pregnancy  induces 
increased  peripheral  utilization  of 
glucose,  causing  lower  fasting  glu- 
cose levels.  During  the  second  half 
of  pregnancy,  rising  levels  of  hu- 
man placentolactigen,  cortisol,  es- 
trogen, and  progesterone  produce 


insulin  resistance.  In  this  setting, 
women  with  decreased  insulin  re- 
serve may  develop  gestational  di- 
abetes. 

Effect  of  Diabetes  on  the  Fetus 

Each  year  10,000  babies  are  born 
to  diabetic  mothers.  Prior  to  1922 
and  the  discovery  of  insulin,  almost 
no  infant  of  a diabetic  mother  sur- 
vived. Unless  hyperglycemia  is  con- 
trolled tightly,  the  morbidity  is  still 
significant,  although  optimum  care 
by  a team  of  experts  can  reduce  the 
mortality  substantially.  Increased 
metabolic  fuels,  such  as  increased 
production  of  beta  hydroxybuter- 
ate,  glucose,  and  amino  acids  in 
uncontrolled  diabetes  mellitus,  and 
hyperosmolarity  are  believed  to  play 
a teratogenic  role  in  the  genesis  of 
fetal  malformations  within  the  first 
6 weeks  of  gestation  and  to  stim- 
ulate fetal  insulin  production  which 
may  contribute  to  the  development 
of  large  lethargic  infants  prone  to 
hypoglycemia  after  birth. 


Dr.  Siddiq  is  an  endocrinologist  and  is  currently 
President  of  the  American  Diabetes  Association, 
Georgia  Affiliate.  Send  reprint  requests  to  him  at 
3001  S.  Cobb  Dr.,  Ste.  207,  Smyrna,  GA  30080. 


Detection  of  Gestational  Diabetes 

Because  most,  if  not  all,  of  the 
complications  of  diabetic  preg- 
nancy appear  to  be  associated  with 
poor  metabolic  control,  all  preg- 
nant women  should  be  screened  for 
glucose  intolerance  early  in  preg- 
nancy. Pregnant  women  who  have 
not  been  identified  as  having  glu- 
cose intolerance  before  the  24th 
week  should  have  a blood  glucose 
measurement  1 hour  after  a 50  gm 
oral  glucose  load  between  24-28 
weeks  without  regard  to  time  of  day 
or  time  of  last  meal.  Blood  glucose 
values  of  140  or  above  constitute 
an  indication  for  full  oral  glucose 
tolerance  test.  Repeat  testing  be- 
ginning in  the  3rd  trimester  is  in- 
dicated in  high  risk  women,  such 
as  those  with  glucosuria,  first  de- 
gree diabetic  relatives,  history  of  one 
or  more  abnormal  pregnancies, 
maternal  obesity,  adverse  maternal 
age  and  multiparity.  Criteria  for  the 
diagnosis  of  diabetes  in  pregnancy 
is  shown  in  Table  1 based  on  an 
oral  glucose  tolerance  test.  The  test 
is  performed  by  administering  100 
gm  of  glucose  after  an  overnight  fast 
following  at  least  3 days  of  unre- 
stricted diet. 
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TABLE  1 — Screening  for  Diabetes  in  Pregnancy 


Initial  Screening 

For  all  pregnant  women  not  known  to  have  diabetes  between 
24-28  weeks  gestation: 

(test  earlier  if  diabetes  suspected) 

50  gm.  oral  glucose  (given  randomly)  with  plasma  glucose 
drawn  1 hour  later. 

Plasma  glucose  >140  mg/dl  warrants  an  oral  glucose  tol- 
erance test. 

Oral  Glucose  Tolerance  Testing 

100  gm.  oral  glucose  after  overnight  fast 
Glucose  criteria  for  diagnosis  of  diabetes: 

Fasting  ^105  mg/dl 

1 hour  Sl90  mg/dl 

2 hour  ^165  mg/dl 

3 hour  Si 45  mg/dl 

At  least  two  of  the  above  must  be  present. 


Women  with  diabetes  who  are 
contemplating  pregnancy  should 
have  the  benefit  of  early  counsel- 
ing. Pregnancy  should  not  be  dis- 
couraged on  genetic  grounds  alone, 
since  the  risks  of  diabetes  mellitus 
in  offspring  of  diabetic  mothers  is 
considerably  less  than  previously 
thought.  Metabolic  control  during 
gestation  rather  than  duration  of  di- 
abetes in  the  mother  appears  to  be 
an  important  factor  in  determining 
a successful  outcome. 

Management  of  Diabetes  in 
Pregnancy 

During  normal  pregnancy, 
plasma  glucose  can  range  from 
fasting  values  of  <70  mg/dl  to  a 
peak  value  of  130  mg/dl.  Since  fetal 
organogenesis  occurs  during  the 
first  6 weeks  after  conception,  often 
before  pregnancy  is  detected,  the 
clinican  who  attends  diabetic 
women  should  aim  to  achieve  the 
same  glycemic  pattern  before,  as 
well  as,  during  pregnancy.  Thus,  the 
optimum  management  of  a diabetic 
pregnancy  begins  with  careful  pre- 
pregnancy planning. 

Proper  management  of  diabetes 
is  best  carried  out  by  a team  ap- 
proach consisting  of  an  obstetri- 
cian, diabetologist,  pediatrician, 
nurse  educator,  dietician,  and  so- 
cial worker.  Three  components  of 
diabetic  management  are  impor- 
tant to  maintain  euglycemia:  diet, 
glucose  monitoring,  and  insulin. 


Diet 

On  average,  women  gain  approx- 
imately 25  pounds  during  preg- 
nancy. Attempts  at  weight  reduc- 
tion or  starvation  are  contra- 
indicated, since  they  have  an  ad- 
verse affect  on  the  developing  fetus. 
The  patient  should  be  prescribed 
24-38  kcal/kg/d.  The  calories  should 
be  given  as  three  meals  and  two 
snacks  and  distributed  such  that 
20%  of  calories  are  given  at  break- 
fast, 5%  in  midmorning,  30%  at 
lunch,  35%  at  supper,  and  10%  at 
bedtime. 


Home  Glucose  Monitoring 

The  blood  glucose  should  be 
monitored  at  least  4 times  a day, 
with  adjustments  in  insulin  dosage 
made  frequently  in  order  to  main- 
tain euglycemia.  Hemoglobin  Al-c 
should  be  measured  and  the  pa- 
tient checked  by  her  physician  bi- 
weekly until  28  weeks  and  then 
every  week  thereafter.  The  goals  for 
glucose  control  are  as  follows:  fast- 
ing and  premeal  plasma  glucose 
<90mg/dl  and  a 2-hour  postpran- 
dial glucose  <120  mg/dl. 


Insulin 

Insulin  is  indicated  if  diet  therapy 
alone  does  not  maintain  diabetic 
women  who  have  fasting  and  op- 
timal glucose  control.  Sulfonylurea 
therapy  is  contraindicated  during 


pregnancy.  Insulin  requirements 
may  vary  but  usually  range  between 
0.3-0. 4 units/kg  IBW  in  the  lean  di- 
abetic, and  0.5-0. 7 units/kg  IBW  in 
the  obese  diebetic.  Several  different 
insulin  strategies  have  been  used: 
A combination  of  NPH  and  Regular 
with  two-thirds  of  total  dose  given 
in  the  morning,  one-third  in  the  eve- 
ning, and  a ratio  of  NPH  to  Regular 
in  the  morning  as  two  to  one  and 
in  the  evening  one  to  one  often 
works  well;  regular  insulin  before 
each  meal  with  NPH  or  Lente  at 
night  is  another  option.  Appropri- 
ate adjustments  in  the  dose  and  type 
of  insulin  used  must  be  addressed 
frequently  in  order  to  keep  the  pa- 
tient euglycemic,  since  needs  vary 
at  different  stages  of  pregnancy. 


Management  During  Paulurition 
euid  Postpartum 

During  parturition,  the  blood 
sugars  may  fall  rather  precipitously 
with  significant  risk  of  fetal  and  ma- 
ternal hypoglycemia.  Glucose,  as 
10%  dextrose,  given  by  IV  may  be 
required.  Postpartum  follow-.up 
should  include  an  oral  glucose  tol- 
erance test  in  gestational  diabetics. 
If  glucose  tolerance  has  returned  to 
normal,  these  individuals  will  likely 
become  diabetic  with  each  preg- 
nancy and  carry  about  a 30%  risk 
of  developing  diabetes  later  in  life. 

Summary 

Evidence  now  exists  that  main- 
taining normal  maternal  plasma 
glucose  in  the  diabetic  mother  re- 
sults in  an  infant  mortality  risk  equal 
to  that  in  the  general  population  and 
may  reduce  the  late  fetal  compli- 
cations of  maternal  diabetes:  ma- 
crosomia  and  perinatal  hypogly- 
cemia. 

Careful  attention  to  diet,  home 
glucose  monitoring,  multiple  in- 
sulin injections,  and  frequent  dose 
adjustments  are  often  required  to 
achieve  this  goal.  Since  organ  de- 
velopment occurs  within  the  first 
few  weeks  after  conception,  preg- 
nancy planning  and  optimization  of 
diabetes  management  prior  to  preg- 
nancy is  critical  to  good  outcome 
in  diabetic  women  eager  to  begin 
a family." 
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The  Diabetic  Foot:  F*rotectiai 
and  Preservation 

Robert  B.  Chadband,  M.D.,  Morton  Wittenberg,  D.P.M.,  Mary  L.  Ottinger,  D.P.M. 


Diabetes  mellitus  is  a complex 
chronic  metabolic  disorder 
associated  with  destruction  and 
disorganization  of  numerous  tis- 
sues and  physiologic  processes. 
Diabetes  has  been  implicated  as  a 
cause  of  vascular  disease,  neuro- 
pathy, alternation  in  immune  re- 
sponses, and  ineffective  tissue  re- 
pair. Because  of  these  multisystem 
failures,  minor  injuries  and  infec- 
tions have  the  potential  to  evolve 
into  limb-threatening  lesions. 

Over  50,000  major  amputations 
of  the  lower  extremity  are  per- 
formed each  year  in  this  country, 
and  five  out  of  every  six  of  these 
surgeries  are  on  people  with  dia- 
betes. It  should  be  the  goal  of  health 
care  professionals  caring  for  peo- 
ple with  diabetes  to  prevent,  rather 
than  treat,  the  complications  of  this 
disorder.  Though  some  experts  still 
feel  that  the  prevention  of  diabetic 
microvascular  disease  through  strict 
glycemic  control  is  controversial, 
there  can  be  no  doubt  that  the  ma- 
jority of  amputations  can  be  pre- 
vented through  programs  of  patient 
education  and  professional  sur- 
veillance. 


Assumption  that  a 
warm  foot  is  a healthy 
foot  can  be  misleading. 
Autonomic  neuropathy 
can  cause  shunting  of 
blood  to  superficial 
cutaneous  vessels, 
depriving  deeper 
tissues  of  adequate 
oxygenation. 


The  diabetic  foot  is  frequently  al- 
tered by  sensory  neuropathy  which 
allows  secondary  and  more  serious 
damage  to  occur  before  the  patient 
seeks  medical  assistance.  Neu- 
ropathy, vascular  disease,  and  an 
impaired  immune  system  act  in 
concert  to  produce  serious  infec- 
tion or  deformity  which  can  signif- 
icantly restrict  ambulation  and 
threaten  limb  viability.  Complex  le- 


Dr.  Chadband  is  Assistant  Professor  of  Medicine, 
Department  of  Medicine,  Medical  College  of  Geor- 
gia, Augusta,  GA  30912;  Dr.  Wittenberg  is  Chief, 
Section  of  Podiatric  Medicine  and  Surgery,  and  Dr. 
Ottinger  is  Staff  Member,  Podiatric  Medicine  and 
Surgery,  University  Hospital,  Augusta,  GA.  Send 
reprint  request  to  Dr.  Chadband. 


sions  often  are  heralded  by  the  de- 
velopment of  more  subtle  changes 
such  as  callouses,  muscle  atrophy, 
soft  tissue  changes,  and  bony  mal- 
position. Ulcers,  which  develop  on 
the  diabetic  foot  represent  ad- 
vanced disease  and  should  be  con- 
sidered a primary  treatment  failure. 
Professionals  and  patients  alike 
must  become  aware  of  the  three 
most  common  factors  responsible 
for  diabetic  foot  injury:  skin  break- 
down, biomechanical  fault,  and 
neuropathy. 

What  To  Look  For 

Skin  breakdown 

Hypoxia,  resulting  from  periphe- 
real  vascular  disease,  promotes  tis- 
sue injury  and  ineffective  tissue  re- 
pair. Obvious  signs  that  tissue  is  at 
risk  are  loss  of  turgor,  delayed  cap- 
illary filling,  decreased  pulses,  tis- 
sue cyanosis  or  pallor,  and  loss  of 
extremity  hair.  Dryness  of  skin  and 
cracking  may  also  be  present.  Loss 
of  plantar  skin  lines,  which  pre- 
cedes callous  formation,  is  an  im- 
portant sign  which  is  often  over- 
looked. Callouses,  corns,  and 
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Guide  To  Detection,  Monitoring,  smd  Treatment  of  the  Diabetic  Foot 


1.  At  each  visit  imd  at  least  yearly,  check  for: 

• A history  of  foot  problems  since  last  visit 

• A history  of  intermittent  claudication 

• Pulses  (dorsalis  pedis,  tibial,  popliteal,  femoral) 

• Bruits 

• Sensation  (pin  prick,  vibratory,  light  touch)  in  toes  and  feet 

• Foot  hygiene  (callouses,  cleanliness,  presence  or  absence  of  deformities,  bunions,  fit  of  shoes) 

• Ulcers  (note  the  presence  or  absence  of  pain  and  infection) 

2.  When  there  is  any  abnormality  in  history  or  physical  assessment: 

• Ensure  proper  foot  care,  patient  education,  or  collaborate  with  a qualified  podiatrist  to  provide  foot  care 

• Repeat  foot  examination  at  each  visit  or  at  least  every  6 months 

3.  When  callouses  exist: 

• Provide  paliative  care  or  refer  to  podiatrist  to  do  so. 

4.  When  deformity  exist: 

• Patient  requires  consultation  with  a podiatrist  or  orthopedist  with  special  interest  in  foot  problems;  would  benefit  from 
having  special  shoes  fitted,  or  special  orthosis  in  the  shoe 

5.  When  neuropathic  ulcer  with  adequate  blood  supply  exists: 

• Consult  with  a podiatrist,  orthopedist,  or  diabetes  specialist 

6.  When  an  ulcer  with  inadequate  blood  supply  or  infection  exists: 

• Consult  a specialist  knowledgeable  in  the  treatment  of  these  lesions  (diabetologist,  vascul^u'  surgeon,  orthopedist,  podiatrist); 
emd/or  hospitalize  patient  for  diabetes  management  and  appropriate  consultation 


blisters  signal  mechanical  faults 
causing  excess  pressure  or  friction 
to  an  isolated  area.  Callous  for- 
mation, initially  protective,  be- 
comes damaging  by  increasing  the 
localized  shear  and  stress  on  un- 
derlying tissue.  Repeated  low  stress 
leads  to  hypertrophic  skin  re- 
sponse. Repeated  high  stress  leads 
to  fatigue  and  skin  failure. 

Biomechanical  fault 

Understanding  of  the  complexity 
of  foot  injury  requires  an  under- 
standing of  the  complexity  of  foot 
function.  The  foot  must  function  as 
a mobile  adaptor  and  shock  ab- 
sorber during  heel  and  stance  phase 
by  pronation,  then  become  a rigid 
lever  for  propulsion  by  supinating. 
Exaggeration  of  either  function, 
whether  by  degree  or  by  sequence, 
leads  to  the  production  of  many  of 
these  deformities:  bunions,  ham- 
mertoes, and  metatarsal  problems. 
Proper  functional  control  of  the 
lower  extremity  allows  normal  range 
of  motion  and  sequence,  thus  re- 
ducing the  negative  effects  of  over- 
pronation, over-supination,  com- 
pensation, or  limitation  of  motion. 

Examine  the  foot  for  obvious 
signs  of  mechanical  weakness,  such 
as  bunions,  hammertoes,  and  met- 
ararsal  deformity.  Look  at  the  gen- 
eral shape  of  the  foot  while  the  pa- 
tient is  standing.  A low-arched  foot 
is  typical  of  one  undergoing  over- 


pronation. Other  signs  of  this  syn- 
drome include  genu  recurvatum, 
genu  valgum,  external  malleolar 
torsion,  and  an  everted  calcaneus. 


Neuropathy,  vascular 
disease,  and  an 
impaired  immune 
system  act  in  concert 
to  produce  serious 
infection  or  deformity 
which  can  significantly 
restrict  ambulation  and 
threaten  limb  viability. 


A high-arched  foot  is  typical  of  one 
which  is  supinating  excessively  and 
may  also  demonstrate  genu  varum, 
restricted  ankle  dorsiflexion,  and  an 
inverted  calcaneus. 

During  gait,  observe  timing  of 
stance  and  swing  phases,  as  well 
as  position  of  the  foot  during  heel 
contact,  midstance,  heel  off,  and 
toe  off.  Excessive  pronators  gen- 
erally demonstrate  an  apropulsive 
gait,  the  foot  appears  to  collapse 
medially,  with  very  little  push-off 
from  the  hallux.  Over-supinators 


demonstrate  a slightly  jolting  gait, 
with  the  weight  transfer  remaining 
on  the  lateral  side  of  the  foot. 


Neuropathy 

In  addition  to  muscle  atrophy,  di- 
abetic peripheral  neuropaty  pro- 
motes insensate  trauma.  Loss  of 
functional  control  is  even  more  im- 
portant in  the  neuropathic  foot.  Loss 
of  proprioception  combined  with 
disorders  of  autonomic  function  are 
early  manifestations  of  diabetic 
neuropathy.  These  abnormalities 
allow  for  inappropriate  sensory 
feedback,  resulting  in  increased 
numbers  of  falls,  trips,  or  missteps 
leading  to  fractures  and  soft  tissue 
injuries.  Current  information  sug- 
gests that  a “hot  foot”  or  inflamed 
foot  is  a foot  at  high  risk.  Classic 
diabetic  “Charcot"  deformities  fre- 
quently follow  soft  tissue  or  minor 
injuries  and  generalized  extremity 
inflammation.  The  warm,  hyper- 
emic  foot  may  lead  health  care  pro- 
viders into  a false  sense  of  security. 
Assumption  that  a warm  foot  is  a 
healthy  foot  can  be  misleading. 
Autonomic  neuropathy  can  cause 
shunting  of  blood  to  superficial  cu- 
tanous  vessels,  depriving  deeper 
tissues  of  adequate  oxygenation. 
Vasodilation  and  increased  blood 
flow  to  the  lower  extremity  may  pro- 
mote increased  bony  resorption 
(osteolysis). 
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What  To  Do 


The  diabetic  patient  must  de- 
velop the  habit  of  daily  foot  in- 
spection and  become  familiar  with 
basic  foot  care  principles.  Patients 
who  are  unable  to  examine  their 
feet  must  have  someone  else  as- 
signed to  this  task.  Aside  from  a 
general  visual  examination  of  the 
feet,  each  medical  checkup  should 
include  an  inspection  of  the  con- 
dition of  the  shoes,  toenails,  and 
skin.  Palpation  of  the  pulses  and 
tests  of  proprioception,  vibration, 
and  pain  sensation  should  be  done 
regularly.  Evidence  of  fungal  infec- 
tion or  tissue  injury  requires  prompt 
effective  treatment. 

All  diabetics  should  be  encour- 
aged to  wear  only  well  fitting  shoes, 
which  are  not  made  of  plastic  or 
have  open  or  pointed  toes.  Shoes 


Five  out  of  six  of  the 
50,000  major 
amputations  performed 
in  the  U.S.  are  on 
people  with  diabetes. 
The  majority  of  these 
can  be  prevented 
through  programs  of 
patient  education  and 
professional 
surveillance. 


should  have  low  heels,  sturdy 
shank,  soft  sole,  and  a rounded  toe 
box  with  adequate  depth. 

When  signs  of  biomechanical 
fault  are  present,  the  physician  must 
evaluate  the  foot  and  consider  what 
type  of  corrective  device  will  best 
control  the  patient. 

When  You  Need  Assistance 

Any  patient  who  demonstrates 
mechanical  fault  (bunions,  ham- 
mertoes, plantar  callous)  needs 
proper  mechanical  care.  Callous 
formation,  by  far  the  most  common 
abnormality,  requires  meticulous 
debridement.  If  the  health  care  pro- 
vider is  not  well-versed  in  lower- 
extremity  biomechanics  or  pallia- 
tive care,  it  is  recommended  that 
the  patient  be  referred  to  an  expe- 
rienced podiatrist  or  orthopedist 
with  interest  in  this  area. 
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INTERNAL  MEDICINE  FAMILY  PRACTICE 
ONCOLOGY  NEUROLOGY 

HEMATOLOGY  ENDOCRINOLOGY 

Group  practice,  solo,  or  urgent  care  settings  available  through  our  acute  care  hospital  network 
located  in  Macon  and  serving  all  of  middle  Georgia. 

Your  practice  will  be  located  80  miles  south  of  Atlanta  in  a growing  family-oriented  community, 
where  you  can  avoid  traffic  and  enjoy  a rewarding  professional  career. 


Please  contact  Stephen  Wofford  collect  at  912/741-6283  for  a confidential  consultation  or  write  to 
Stephen  Wofford,  Director  of  Physician  Recmiting,  Charter  Northside  Hospital,  PO.  Box  4627, 
Macon,  GA  31208. 
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Laura  didn’t  remember  the  crash,  but  she  did  feel  the  pain, 
excruciating... unrelenting.  Initially, you  ordered  DEMEROL®  l.V.  Later, 
you  specified  DEMEROL®  Tablets  for  her  recuperation  in  the  hospital  and 
her  first  days  at  home.  DEMEROL  for  trauma . . . and  other  conditions  that 
cause  moderate  to  severe  pain. 

Your  skills  help  save  your  patients’  lives.  DEMEROL  can  help  relieve 
theirpain.* 

DEMEROL.  The  only  brand  name  of  meperidine  HCl  you  can  specify 
that's  available  in  a wide  range  of  dosage  forms. 


Wh^moiphin 
istoomiicri... 
codeine 
combinations 
not  enough 


I 


TABLETS 

INJECTABLE 

SYRUP 


brand  of  meperidine  HO,  USP 

The  original  for  relief 
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See  next  page  for  product  information  concerning  contraindications,  warnings, 
adverse  reactions  and  prescribing  and  precautionary  recommendations. 
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Demerol<! 

HYDROCHLORIDE 

Brand  of 
MEPERIDINE 
HYDROCHLORIDE,  USP 

DESCRIPTION 

Meperidine  hydrochloride  Is  ethyl  1-methyl-4-phenylisonipeco- 
tate  hydrochloride,  a white  crystalline  substance  with  a melting 
point  of  186°C  to  189°C.  It  is  readily  soluble  in  water  and  has  a 
neutral  reaction  and  a slightly  bitter  taste.  The  solution  Is  not 
decomposed  by  a short  period  ot  boiling. 

The  syrup  is  a pleasant-tasting,  nonalcoholic,  banana-flavored 
solution  containing  50  mg  of  DEMEROL  hydrochloride,  brand  of 
meperidine  hydrochloride,  per  5 mL  teaspoon  (25  drops  contain 
13  mg  ot  DEMEROL  hydrochloride).  The  tablets  contain  50  mg 
or  100  mg  of  the  analgesic, 

DEMEROL  hydrochloride  iniectable  is  supplied  in  Carpuiect  ■ 

Sterile  Cartridge-Needle  Unit  of  2.5%  (25  mg- 1 mL),  5%  (50  mg/ 

1 mL),  7.5%  (75  mg  1 mL),  and  10%  (100  mg  1 mL),  Uni-Amp  ‘ Unit 
Dose  Pak  — ampuls  of  5%  solution  (25  mg  0.5  mL),  (50  mg/1  mL), 
(75  mg  1.5  mL),  (100  mg.  2 mL),  and  10%  solution  (100  mg/1  mL). 
Uni-Nest'“  Pak  — ampuls  of  5%  solution  (25  mg/0.5  mL),  (50  mg/ 

1 mL),  (75  mg  1.5  mL),  (100  mg/2  mL),  and  10%  solution  (100  mg/ 

1 mL).  Multiple-dose  vials  of  5%  and  10%  solutions  contain  metacresol 
0.1%  as  preservative. 

The  pH  of  DEMEROL  solutions  is  adjusted  between  3.5  and  6 with 
sodium  hydroxide  or  hydrochloric  acid. 

DEMEROL  hydrochloride,  brand  of  meperidine  hydrochloride, 

5 percent  solution  has  a specific  gravity  of  1 0086  at  20°C  and  10 
percent  solution,  a specific  gravity  of  1.0165  at  20°C. 

Inactive  Ingredients— Calcium  Sulfate,  Dibasic  Calcium 
Phosphate,  Starch,  Stearic  Acid,  Talc.  SYRUP:  Benzoic  Acid,  Flavor, 
Liquid  Glucose,  Purified  Water,  Saccharin  Sodium. 

CLINICAL  PHARMACOLOGY 

Meperidine  hydrochloride  is  a narcotic  analgesic  with  multiple 
actions  qualitatively  similar  to  those  of  morphine;  the  most  promi- 
nent of  these  involve  the  central  nervous  system  and  organs 
composed  of  smooth  muscle.  The  principal  actions  of  therapeutic 
value  are  analgesia  and  sedation. 

There  is  some  evidence  which  suggests  that  meperidine  may 
produce  less  smooth  muscle  spasm,  constipation,  and  depression 
of  the  cough  reflex  than  equianalgesic  doses  of  morphine.  Meperidine, 
in  60  mg  to  80  mg  parenteral  doses,  is  approximately  equivalent  in 
analgesic  effect  to  10  mg  of  morphine.  The  onset  ot  action  is  slightly 
more  rapid  than  with  morphine,  and  the  duration  of  action  is  slightly 
shorter.  Meperidine  is  significantly  less  effective  by  the  oral  than  by 
the  parenteral  route,  but  the  exact  ratio  of  oral  to  parenteral  effective- 
ness is  unknown. 

INDICATIONS  AND  USAGE 

For  the  relief  of  moderate  to  severe  pain  (parenteral  and  oral  forms) 
For  preoperative  medication  (parenteral  form  only) 

For  support  of  anesthesia  (parenteral  form  only) 

For  obstetrical  analgesia  (parenteral  form  only) 

CONTRAINDICATIONS 

Hypersensitivity  to  meperidine. 

Meperidine  is  contraindicatd  in  patients  who  are  receiving 
monoamine  oxidase  (MAO)  inhibitors  or  those  who  have  recently 
received  such  agents.  Therapeutic  doses  of  meperidine  have  occa- 
sionally precipitated  unpredictable,  severe,  and  occasionally  fatal 
reactions  in  patients  who  have  received  such  agents  within  14  days. 
The  mechanism  of  these  reactions  is  unclear,  but  may  be  related  to 
a preexisting  hyperphenylalaninemia.  Some  have  been  characterized 
by  coma,  severe  respiratory  depression,  cyanosis,  and  hypotension, 
and  have  resembled  the  syndrome  ot  acute  narcotic  overdose.  In 
other  reactions  the  predominant  manifestations  have  been  hyper- 
excitability, convulsions,  tachycardia,  hyperpyrexia,  and  hypertension. 
Although  it  is  not  known  that  other  narcotics  are  free  of  the  risk  of 
such  reactions,  virtually  all  of  the  reported  reactions  have  occurred 
with  meperidine.  If  a narcotic  is  needed  in  such  patients,  a sensitivity 
test  should  be  performed  in  which  repeated,  small,  incremental 
doses  of  morphine  are  administered  over  the  course  ot  several  hours 
while  the  patient's  condition  and  vital  signs  are  under  careful  obser- 
vation. (Intravenous  hydrocortisone  or  prednisolone  have  been  used 
to  treat  severe  reactions,  with  the  addition  of  intravenous  chlor- 
promazine  in  those  cases  exhibiting  hypertension  and  hyperpyrexia. 
The  usefulness  and  safety  of  narcotic  antagonists  in  the  treatment 
of  these  reactions  is  unknown.) 

Solutions  of  DEMEROL  and  barbiturates  are  chemically  incompatible. 

WARNINGS 

Drug  Dependence.  Meperidine  can  produce  drug  dependence  of 
the  morphine  type  and  therefore  has  the  potential  for  being  abused. 
Psychic  dependence,  physical  dependence,  and  tolerance  may 
develop  upon  repeated  administration  of  meperidine,  and  it  should 
be  prescribed  and  administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  morphine.  Like  other  narcotics,  meperidine 
is  subiect  to  the  provisions  of  the  Federai  narcotic  laws. 

Interaction  with  Other  Central  Nervous  System  Depressants. 
MEPERIDINE  SHOULD  BE  USED  WITH  GREAT  CAUTION  AND  IN 
REDUCED  DOSAGE  IN  PATIENTS  WHO  ARE  CONCURRENTLY 
RECEIVING  OTHER  NARCOTIC  ANALGESICS.  GEN'-RAL  ANES- 
THETICS. PHENOTHIAZINES,  OTHER  TRANQUILIZERS  (SEE  DOSAGE 
AND  ADMINISTRATION),  SEDATIVE-HYPNOTICS  (INCLUDING 
BARBITURATES),  TRICYCLIC  ANTIDEPRESSANTS  AND  OTHER 


CNS  DEPRESSANTS  (INCLUDING  ALCOHOL).  RESPIRATORY 
DEPRESSION,  HYPOTENSION,  AND  PROFOUND  SEDATION  OR 
COMA  MAY  RESULT. 

Head  Injury  and  Increased  Intracranial  Pressure.  The  respiratory 
depressant  effects  ot  meperidine  and  its  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated  in  the  presence 
of  head  injury,  other  intracranial  lesions,  or  a preexisting  increase  in 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse 
reactions  which  may  obscure  the  clinical  course  of  patients  with 
head  iniuries.  In  such  patients,  meperidine  must  be  used  with 
extreme  caution  and  only  if  its  use  is  deemed  essential. 

Intravenous  Use.  If  necessary,  meperidine  may  be  given  intra- 
venously, but  the  injection  should  be  given  very  slowly,  preferably  in 
the  form  of  a diluted  solution.  Rapid  intravenous  injection  of  narcotic 
analgesics,  including  meperidine,  increases  the  incidence  of  adverse 
reactions;  severe  respiratory  depression,  apnea,  hypotension, 
peripheral  circulatory  collapse,  and  cardiac  arrest  have  occurred. 
Meperidine  should  not  be  administered  intravenously  unless  a nar- 
cotic antagonist  and  the  facilities  for  assisted  or  controlled  respiration 
are  immediately  available.  When  meperidine  is  given  parenterally, 
especially  intravenously,  the  patient  should  be  lying  down. 

Asthma  and  Other  Respiratory  Conditions.  Meperidine  should  be 
used  with  extreme  caution  in  patients  having  an  acute  asthmatic 
attack,  patients  with  chronic  obstructive  pulmonary  disease  or  cor 
pulmonale,  patients  having  a substantially  decreased  respiratory 
reserve,  and  patients  with  preexisting  respiratory  depression, 
hypoxia,  or  hypercapnia.  In  such  patients,  even  usual  therapeutic 
doses  of  narcotics  may  decrease  respiratory  drive  while  simulta- 
neously increasing  airway  resistance  to  the  point  of  apnea. 

Hypotensive  Effect.  The  administration  of  meperidine  may  result 
in  severe  hypotension  in  the  postoperative  patient  or  any  individual 
whose  ability  to  maintain  blood  pressure  has  been  compromised 
by  a depleted  blood  volume  or  the  administration  of  drugs  such  as 
the  phenothiazines  or  certain  anesthetics. 

Usage  in  Ambulatory  Patients.  Meperidine  may  impair  the  mental 
and/or  physical  abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  driving  a car  or  operating  machinery.  The 
patient  should  be  cautioned  accordingly. 

Meperidine,  like  other  narcotics,  may  produce  orthostatic  hypo- 
tension in  ambulatory  patients. 

Usage  in  Pregnancy  and  Lactation.  Meperidine  should  not  be  used 
in  pregnant  women  prior  to  the  labor  period,  unless  In  the  judgment 
of  the  physician  the  potential  benefits  outweigh  the  possible  hazards, 
because  safe  use  in  pregnancy  prior  to  labor  has  not  been  estab- 
lished relative  to  possible  adverse  effects  on  fetal  development. 

When  used  as  an  obstetrical  analgesic,  meperidine  crosses  the 
placental  barrier  and  can  produce  depression  of  respiration  and 
psychophysiologic  functions  in  the  newborn.  Resuscitation  may  be 
required  (see  section  on  OVERDOSAGE). 

Meperidine  appears  in  the  milk  of  nursing  mothers  receiving  the 
drug. 

PRECAUTIONS 

As  with  all  intramuscular  preparations  DEMEROL  intramuscular 
injection  should  be  injected  well  within  the  body  of  a large  muscle. 

Supraventricular  Tachycardias.  Meperidine  should  be  used  with 
caution  in  patients  with  atrial  flutter  and  other  supraventricular 
tachycardias  because  of  a possible  vagolytic  action  which  may 
produce  a significant  increase  in  the  ventricular  response  rate. 

Convulsions.  Meperidine  may  aggravate  preexisting  convulsions 
in  patients  with  convulsive  disorders.  If  dosage  Is  escalated  sub- 
stantially above  recommended  levels  because  of  tolerance  develop- 
ment, convulsions  may  occur  in  individuals  without  a history  of 
convulsive  disorders. 

Acute  Abdominal  Conditions.  The  administration  of  meperidine 
or  other  narcotics  may  obscure  the  diagnosis  or  clinical  course  in 
patients  with  acute  abdominal  conditions. 

Special  Risk  Patients.  Meperidine  should  be  given  with  caution 
and  the  initial  dose  should  be  reduced  in  certain  patients  such  as  the 
elderly  or  debilitated,  and  those  with  severe  impairment  of  hepatic 
or  renal  function,  hypothyroidism,  Addison's  disease,  and  prostatic 
hypertrophy.or  urethral  stricture, 

ADVERSE  REACTIONS 

The  major  hazards  of  meperidine,  as  with  other  narcotic  anal- 
gesics, are  respiratory  depression  and,  to  a lesser  degree,  circulatory 
depression;  respiratory  arrest,  shock,  and  cardiac  arrest  have 
occurred. 

The  most  frequently  observed  adverse  reactions  include  light- 
headedness, dizziness,  sedation,  nausea,  vomiting,  and  sweating. 
These  effects  seem  to  be  more  prominent  in  ambulatory  patients  and 
in  those  who  are  not  experiencing  severe  pain.  In  such  individuals, 
lower  doses  are  advisable.  Some  adverse  reactions  in  ambulatory 
patients  may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include; 

Nervous  System.  Euphoria,  dysphoria,  weakness,  headache, 
agitation,  tremor,  uncoordinated  muscle  movements,  severe  convul- 
sions, transient  hallucinations  and  disorientation,  visual  disturbances. 
Inadvertent  injection  about  a nerve  trunk  may  result  in  sensory- 
motor  paralysis  which  is  usually,  though  not  always,  transitory. 

Gastrointestinal.  Dry  mouth,  constipation,  biliary  tract  spasm. 

Cardiovascular.  Flushing  of  the  face,  tachycardia,  bradycardia, 
palpitation,  hypotension  (see  Warnings),  syncope,  phlebitis  following 
intravenous  injection. 

Genitourinary.  Urinary  retention. 

Allergic.  Pruritus,  urticaria,  other  skin  rashes,  wheal  and  flare 
over  the  vein  with  intravenous  injection. 

Other.  Pain  at  injection  site;  local  tissue  irritation  and  induration 
following  subcutaneous  injection,  particularly  when  repeated;  anti- 
diuretic  effect. 

DOSAGE  AND  ADMINISTRATION 
For  Relief  of  Pain 

Dosage  should  be  adjusted  according  to  the  severity  of  the  pain 
and  the  response  of  the  patient.  While  subcutaneous  administration 
is  suitable  for  occasional  use,  intramuscular  administration  is  pre- 
ferred when  repeated  doses  are  required.  If  intravenous  administra- 
tion is  required,  dosage  should  be  decreased  and  the  injection  made 


very  slowly,  preferably  utilizing  a diluted  solution.  Meperidine  is  1 1 
effective  orally  than  on  parenteral  administration.  The  dose  of 
DEMEROL  should  be  proportionately  reduced  (usually  by  25  to ! 
percent)  when  administered  concomitantly  with  phenothiazines  i 
many  other  tranquilizers  since  they  potentiate  the  action  of  DEME I 

Adults.  The  usual  dosage  is  50  mg  to  150  mg  intramuscularly, 
subcutaneously,  or  orally,  every  3 or  4 hours  as  necessary. 

Children.  The  usual  dosage  is  0.5  mg/lb  to  0.8  mg  lb  intramusi . 
subcutaneously,  or  orally  up  to  the  adult  dose,  every  3 or  4 houi 
necessary. 

Each  dose  of  the  syrup  should  be  taken  in  one-half  glass  ofwii 
since  if  taken  undiluted,  it  may  exert  a slight  topical  anesthetic  : 
effect  on  mucous  membranes. 

For  Preoperative  Medication 

Adults.  The  usual  dosage  is  50  mg  to  100  mg  intramuscularlyk 
subcutaneously,  30  to  90  minutes  before  the  beginning  of  anesthl 

Children.  The  usual  dosage  is  0.5  mg  lb  to  1 mg/lb  intramusciji 
or  subcutaneously  up  to  the  adult  dose,  30  to  90  minutes  befon! 
beginning  of  anesthesia. 

For  Support  of  Anesthesia 

Repeated  slow  intravenous  injections  of  fractional  doses  (eg, ; 
mg/mL)  or  continuous  intravenous  infusion  of  a more  dilute  sol  ji 
(eg,  1 mg/mL)  should  be  used.  The  dose  should  be  titrated  tothi 
needs  of  the  patient  and  will  depend  on  the  premedication  and  tii 
of  anesthesia  being  employed,  the  characteristics  of  the  particu" 
patient,  and  the  nature  and  duration  of  the  operative  procedure 
For  Obstetrical  Analgesia 

The  usual  dosage  is  50  mg  to  100  mg  intramuscularly  or  sub 
neously  when  pain  becomes  regular,  and  may  be  repeated  at  1- 
3-hour  intervals. 

OVERDOSAGE 

Symptoms.  Serious  overdosage  with  meperidine  is  characte  i 
by  respiratory  depression  (a  decrease  in  respiratory  rate  and  oj. 
tidal  volume,  Cheyne-Stokes  respiration,  cyanosis),  extreme  soi 
nolence  progressing  to  stupor  or  coma,  skeletal  muscle  flaccidij 
cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypoterii 
In  severe  overdosage,  particularly  by  the  intravenous  route,  apij' 
circulatory  collapse,  cardiac  arrest,  and  death  may  occur. 

Treatment  Primary  attention  should  be  given  to  the  reestabli 
ment  of  adequate  respiratory  exchange  through  provision  of  a p 
airway  and  institution  of  assisted  or  controlled  ventilation.  The  n; 
antagonist,  naloxone  hydrochloride,  is  a specific  antidote  again: 
respiratory  depression  which  may  result  from  overdosage  or  un  ■ 
sensitivity  to  narcotics,  including  meperidine.  Therefore,  an  appr;- 
dose  of  this  antagonist  should  be  administered,  preferably  by  the 
venous  route,  simultaneously  with  efforts  at  respiratory  resuscit 

An  antagonist  should  not  be  administered  in  the  absence  of  cli[ 
significant  respiratory  or  cardiovascular  depression. 

Oxygen,  intravenous  fluids,  vasopressors,  and  other  support; 
measures  should  be  employed  as  indicated. 

In  cases  of  overdosage  with  DEMEROL  tablets,  the  stomach ; 
should  be  evacuated  by  emesis  or  gastric  lavage.  i 

NOTE;  In  an  individual  physically  dependent  on  narcotics,  thfj 
administration  of  the  usual  dose  of  a narcotic  antagonist  will  pr 
pitate  an  acute  withdrawal  syndrome.  The  severity  of  this  syndl 
will  depend  on  the  degree  of  physical  dependence  and  the  dosrl 
antagonist  administered.  The  use  of  narcotic  antagonists  in  suci 
individuals  should  be  avoided  if  possible.  If  a narcotic  antagoni:; 
must  be  used  to  treat  serious  respiratory  depression  in  the  phys, 
dependent  patient,  the  antagonist  should  be  administered  with ; 
extreme  care  and  only  one-fifth  to  one-tenth  the  usual  initial  dci 
administered. 

HOW  SUPPLIED 
For  Parenteral  Use 

Detecto-Seat’  — CarpujecV  Sterile  Cartridge-Needle  Unit ' 
2.5  percent  (25  mg  per  1 mLj  NDC  0024-0324-02.  5 percent{ 
mg  per  1 mL)  NDC  0024-0325-02,  7.5 percent (75  mg  per  1 ml 
NDC  0024-0326-02;  and  70 percent (100  mg  per  1 mL)  NDC  OH 
0328-02  all  in  boxes  of  10. 

Each  cartridge  is  only  partially  filled  based  upon  product  vol  < 
to  permit  mixture  with  other  sterile  materials  in  accordance  wi . 
best  judgment  of  the  physician. 

Uni-Amp'  — 5 percent  solution:  ampuls  of  0.5  mL(25  mg)  I 
0024-0361-04, 1 mL  (50  mg)  NDC  0024-0362-04, 1'2  mL(75. 
NDC  0024-0363-04,  and  2 mL  (100  mg)  NDC  0024-0364-04  z 
boxes  of  25;  and  10  percent  solution,  ampuls  of  1 mL(100  mg)  !■ 
0024-0365-04  in  boxes  of  25. 

Uni-Nest"'— 5 percent  solution:  ampuls  of  0.5  mL  (25  mg) 
0024-0371-04, 1 mL  (50  mg)  NDC  0024-0372-04, 1 ’ : mL  (7!  . 
NDC  0024-0373-04,  and  2 mL  (100  mg)  NDC  0024-0374-04  z 
boxes  of  25;  and  10  percent  solution,  ampuls  of  1 mL  (100  mg)  ’’ 
0024-0375-04  in  boxes  of  25. 

Vials  — 5 percent  multiple-dose  vials  of  30  mL  NDC  0024-02  ■ 
and  70  percent  multiple-dose  vials  of  20  mL  NDC  0024-0331-1-  ■ 
in  boxes  of  1. 

Note:  The  pH  of  DEMEROL  solutions  is  adjusted  between  3 f 
and  6 with  sodium  hydroxide  or  hydrochloric  acid  Multiple-dos 
vials  contain  metacresol  0.1  percent  as  preservative.  No  presei 
tives  are  added  to  the  ampuls  or  CARPUJECT  Sterile  Cartridge  ■ 
Needle  Unit. 

For  Oral  Use 

Tablets  of  50  mg,  bottles  of  100  (NDC  0024-0335-04)  and  2 
(NDC  0024-0335-06);  Hospital  Blister  Pak  of  25  (NDC  0024-03  f ' 
100  mg,  bottles  of  100  (NDC  0024-0337-04)  and  500  (NDC  flC  • 
0337-06);  Hospital  Blister  Pak  of  25  (NDC  0024-0337-02). 

Syrup,  nonalcoholic,  banana-flavored  50  mg  per  5 mL  teast 
bottles  of  16  fl  oz  (NDC  0024-0332-06). 
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Georgia  Court  Upholds  Hospital  Medical 
Staff  Malpractice  Insurance  Requirement 

Robert  N.  Berg 


At  any  hospital  or  other 
institutional  health  care 
provider,  the  provision  of  health 
care  services  is  accomplished  in 
large  part  by  health  care 
practitioners  who  are  members  of 
the  facility’s  medical  staff. 
Although  a typical  medical  staff, 
as  a self-governing  organization, 
bears  a significant  responsibility 
for  the  quality  of  health  care 
services  rendered  at  the  facility,  it 
is  the  hospital  itself  — and, 
particularly,  the  governing  body  of 
the  hospital  — which  bears  the 
ultimate  responsibility  for  the 
quality  of  care  at  the  facility.'  In 
furtherance  of  that  responsibility, 
hospitals  have  been  imposing 
more  stringent  criteria  on 
physicians  applying  to  obtain  or 
retain  medical  staff  membership 
and  clinical  privileges. 

In  a case  of  first  impression  in 
Georgia,  the  Court  of  Appeals 
recently  was  asked  to  assess  the 
validity  of  one  such  requirement 
— that  each  member  of  the 
medical  staff  maintain  a certain 
minimum  designated  amount  of 
professional  liability  insurance 
coverage.  The  Court’s  opinion, 
upholding  the  validity  of  this 
requirement,  is  the  subject  of  this 
month’s  Legal  Page. 

Mandatory  Professional  Liability 
Coverage  for  All  Medical  Staff 
Members 

In  Stein  u.  Tri-City  Hospital 
\uthority,^  the  Court  was  faced 
vith  a situation  involving  a 


resolution  adopted  by  the  Board 
of  Trustees  of  the  Tri-City  Hospital 
Authority,  d/b/a  South  Fulton 
Hospital  (the  “Hospital”), 
requiring  that  each  member  of  the 
medical/dental  staff  at  the 
Hospital  carry  at  least  $1,000,000 
in  professional  liability  insurance 
coverage  on  and  after  a certain 
date.  The  resolution  went  on  to 
provide  that  proof  of  the 
minimum  malpractice  insurance 
coverage  would  be  required  in 
conjunction  with  the  medical  staff 
appointment/reappointment 
process. 

The  Board  of  Trustees  of  the 
Hospital  justified  this  action  on  a 
number  of  bases.  First,  the  Board 
determined  that  the  adoption  of 
the  minimum  malpractice 
insurance  requirement  would 
protect  patients  of  the  Hospital 
from  the  financial  insolvency  of  a 
negligent  physician;  malpractice 
insurance  coverage  would  also 
serve  to  provide  a fund  from 
which  patients  who  were  injured 
by  malpractice  could  recover.  The 
Board  also  reasoned  that  the 
malpractice  insurance 
requirement  would  save  the 
Hospital  money  on  its  own 
coverage  and  thereby  enable  it  to 
maintain  a lower  cost  of  care  to 
patients.  Finally,  it  was 


This  article  was  prepared  at  the  request  of  the 
Journal.  Mr.  Berg  is  a principal  in  the  law  firm 
of  Vincent,  Chorey,  Taylor  & Feil,  Suite  1700, 

The  Lenox  Building,  3399  Peachtree  Rd.,  Atlanta, 
GA  30326.  Send  reprint  requests  to  him. 


determined  that  the  requirement 
would  protect  other  staff 
physicians  and  the  Hospital 
against  liability  for  the 
malpractice  of  an  uninsured 
physician  on  the  staff,  as  well  as 
assure  that  if  the  Hospital  were 
joined  in  a lawsuit  against  a staff 
physician,  the  physician  would  be 
able  to  contribute  to  the  cost  of 
defense. 

In  reaching  its  decision,  the 
Board  relied  on  an  independent 
study  undertaken  by  the  Hospital 
as  a development  and  planning 
strategy.  It  also  determined  that 
most  physicians  already  had  the 
minimum  malpractice  coverage  in 
place  or  would  have  no  difficulty 
in  obtaining  it,  such  that  the 
requirement  would  not  add 
significantly  to  the  qualification 
process  necessary  to  obtain  or 
maintain  staff  privileges. 

Following  the  implementation 
of  the  malpractice  requirement  by 
the  Hospital,  two  physicians, 
including  the  plaintiff.  Dr.  Stein, 
had  their  medical  staff 
membr  ip  and  clinical 
privile  ^rminated,  for  lack  of 

proof  npliance  with  the 

malpra  a insurance 
requiren  ant.  The  plaintiff  then 
filed  suit,  contending  that  the 
Hospital’s  policy  was  invalid  for  a 
number  of  reasons,  described 
below.^ 

Hospital’s  Right  to  Adopt 
Reasonable  Requirements 


The  plaintiff  first  contended  that 
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the  Hospital,  by  adopting  the 
malpractice  insurance 
requirement,  improperly  was 
delegating  to  its  insurance 
company  the  duty  to  determine 
whether  physicians  applying  for 
medical  staff  membership  and 
clinical  privileges  were  properly 
qualified  to  practice  medicine. 

The  Court  summarily  rejected  this 
position,  however,  finding  that  the 
adoption  of  the  requirement  was 
in  no  way  an  unlawful  delegation 
of  authority  to  the  insurance 
company.  Rather,  the  Court 
viewed  the  restriction  as  “a 
rational  and  thoroughly  debated 
decision  unanimously  made  by 
the  Hospital’s  Board  of  Trustees, 
with  no  apparent  imput  or 
pressure  from  the  insurance 
company.  The  plaintiff  also 
contended  that  the  Hospital  had 
breached  its  “contract”  with  him, 
by  eliminating  his  privileges  with 
1 year  remaining  in  the  agreed- 
upon  term.  This  argument  fared 
no  better,  however,  as  the  Court 
refused  to  modily  the  well-settled 
principle  that  “a  physician  does 
not  have  ‘absolute  authority’  to 
practice  medicine  in  [Georgia] 
and  a hospital  authority  may 
restrict  a staff  member’s  privileges 
by  reasonable  and  non- 
discriminatory  rules  and 
regulations.”^ 

Additionally,  the  plaintiff  argued 
that  the  Hospital,  by  terminating 
his  privileges,  had  violated  his 
rights  to  due  process.  The  Court 
flatly  rejected  this  argument, 
finding  both  that  the  plaintiff  did 
not  have  any  protectable  “liberty 
or  property  interest”  in  his 
privileges  at  the  Hospital,  and  that 
the  Hospital  had  acted  reasonably 
under  the  circumstances  in 
adopting  the  insurance 
requirement.  Essentially, 
according  to  the  Court,  the 
plaintiff  had  accepted  his  medical 
staff  privileges,  subject  to  the 


LEGAL 


Hospital’s  Bylaws  and  those  of 
the  medical  staff;  the  plaintiff 
should  have  recognized, 
assuming  he  had  not  done  so,  the 
ability  of  the  Hospital  and  the 
medical  staff  to  amend  those 
bylaws,  in  order  to  provide  rules 
and  regulations  for  the 
governance  and  operation  of  the 
Hospital;  and,  that  by  failing  to 
comply  with  reasonable  rules  and 
regulations  promulgated  by  the 
Hospital  and  its  medical  staff,  the 
plaintiff  forfeited  his  right  to 
medical  staff  membership  and 
clinical  privileges.®  Accordingly, 
the  Court,  denying  all  of  the 
plaintiff’s  claims,  upheld  the 
validity  of  the  Hospital’s 
malpractice  insurance 
requirement. 

^If  a hospital  and  its 
governing  body  are  to 
be  held  accountable  for 
the  quality  of  care 
rendered  at  the 
institution,  then  they 
should  be  provided 
with  the  leeway  to 
adopt  reasonable 
standards  to  assure  the 
quality  of  those 
services.  J 

Conclusion 

No  hospital  has  the  completely 
unbridled  right  to  restrict  the 
membership  of  its  medical  staff 
through  the  enactment  of 
unreasonable  regulations.  At  the 
same  time,  as  evidenced  by  the 
Stein  case,  a hospital  may  impose 
reasonable  restrictions,  enacted 
following  a thorough  evaluation  of 


the  alternatives,  with  the 
expectation  that  the  courts  will 
not  “second  guess”  the  hospital 
as  to  the  appropriateness  of  the 
regulations.  If  a hospital  and  its 
governing  body  are  to  be  held 
accountable  for  the  quality  of  care 
rendered  at  the  institution,  then 
they  should  be  provided  with  the 
leeway  to  adopt  reasonable 
standards  to  assure  the  quality  of 
those  services.  That  is  the  theory 
accepted  by  the  courts  in  Georgia 
to  date,  and,  we  would  anticipate, 
the  theory  that  will  continue  to  be 
applied  in  cases  of  this  type  in 
the  future. 

[Decisions  rendered  by  the 
Georgia  Court  of  Appeals  are 
subject  to  appeal  to  the  Supreme 
Court  of  Georgia,  which  has  the 
power  to  affirm  or  reverse  the 
decision  of  the  lower  court,  in 
whole  or  in  part,  with  or  without 
comment.  Accordingly,  it  is 
possible  that  the  opinion 
discussed  in  this  article,  although 
representing  the  current  state  of 
the  law  in  Georgia,  may  be 
substantially  altered  or  modified 
by  the  Supreme  Court.  Should  this 
occur,  we  will  inform  you  of  that 
decision,  once  it  is  reached,  in  a 
subsequent  issue  of  the  Journal.] 

Notes 

1.  See.  Rules  and  Regulations  of  the  State  of 
Georgia  Department  of  Human  Resources, 
Chapter  290-5-6. 

2.  Ga.  App. (July  5,  1989), 

reprinted  in  Fulton  County  Daily  Report,  Vol. 

100,  No.  139,  p.  6B  (July  18,  1989). 

3.  Id., Ga.  App.  at 

4.  Id., Ga.  App.  at 

5.  Id., Ga.  App.  at 
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PHYSICIAN  WANTED 

Emergency  physician  being 
sought  for  position  in  Rome,  GA, 
an  excellent  community  1 hour 
from  Atlanta.  Current  volume 
16,000/year  and  growing.  Practice 
is  primarily  medical,  strong  open 
heart  surgery  program,  good  back- 
up and  facilities.  Guarantee  plus 
incentives.  Contact  John  Minchey 
or  Lynn  Massingale  at  (615)  693- 
1000. 

Multispecialty  group  in 

Birmingham,  AL,  closely  affiliated 
with  the  University  of  Alabama 
School  of  Medicine,  is  recruiting 
for  a Radiologist,  Neonatologist, 
and  Orthopedic  Surgeon.  All  are 
hospital-based  positions  with 
attractive  working  hours  and 
teaching  opportunities.  For  more 
information,  contact  Neal  Miller, 
M.D.,  205-934-5943  or  Box  55845, 
Birmingham,  AL  35255. 

I Locum  Tenens,  G.P.  — caring, 
competent,  whole-person 
oriented,  available  to  cover  for 
your  vacation  or  to  help  out  in 
busy  season  (office  only;  no 
hospital  or  night  call).  Pioneer  in 
coronary/disease  risk-screening, 
which  ril  implement  into  your 
i office,  if  desired.  404-428-5721  (let 
ring  10  times)  McCamy,  M.D.,  578 
Campbell  Hill,  Marietta,  GA 
30350. 

I Wanted:  Internist  part-time  office 
I practice  to  see  overflow  for  busy 
I internal  Medicine  Group  in 
j Atlanta.  Send  CV  to  D.  Howard, 

I 145  15th  St.,  Apt.  1225,  Atlanta, 

I GA  30361. 

I Physician  Opportunity  — PHP 

i Healthcare  Corporation,  a leader 
I in  healthcare  management 
j services,  has  an  immediate  need 
I for  physicians  to  staff  primary 
' care  clinics  located  in  Columbus 
and  Savannah.  Other  locations 


include  Fayetteville  and 
Jacksonville,  NC,  Northern 
Virginia,  Charleston,  SC,  and 
Jacksonville  and  Orlando,  FL.  Our 
company  offers  an  outstanding 
incentive  pay  plan  and  provides 
paid  malpractice  insurance.  PHP 
also  offers  a pleasant  work 
environment  free  from  on-call 
coverage  with  flexible  scheduling 
arrangements.  If  interested,  please 
call  or  send  C.V.  to:  Leigh 
Robbins,  PHP  Healthcare  Corp., 
7044  Northridge  Drive,  Nashville, 
TN  37221,  (615)  662-1310.  EOE, 
m/f. 

Family  Practice  — The 

Department  of  Family  Medicine  of 
the  Medical  College  of  Georgia  is 
seeking  a residency  trained,  board 
certified  family  physician  with 
several  years  of  practice 
experience  to  join  the  Department 
as  a faculty  member. 
Responsibilities  will  primarily 
include  patient  care  activities  and 
student  and  resident  teaching. 

The  position  is  at  the  assistant 
professor  level  and  offers  a 
unique  opportunity  to  work  with  a 
young,  progressive,  active  faculty 
and  staff  with  unique  resource 
support.  Salary  is  competitive, 
with  an  unusually  generous  fringe 


benefit  package.  Contact:  William 
G.  Caput,  M.D.,  Vice-Chairman, 
Department  of  Family  Medicine, 
Medical  College  of  Georgia, 
Augusta,  GA  30912,  (404)  721- 
2353. 

FOR  RENT 

Medical  Office  for  lease,  adjacent 
to  North  Fulton  Hospital,  1000 
square  feet,  completely  decorated. 
Also,  medical  equipment  for  sale. 
Call  400-396-3884  for  details, 
leave  message. 

Medical  Office  Space  available  in 
free  standing  MOB.  Excellent 
street  signage  (1000-1400  sq.  ft.). 

3 exam  rooms/private  office/ 
reception  room/business  office. 
Great  location  in  fast-growing 
south  Cherokee  Co.  By 
appointment  only.  (404)  952-2677. 


SERVICES 

Eliminate  Third  Party  Claim 

Receivables  — Receive  constant 
weekly  cash  flow  through  the  pre- 
payment of  all  claims,  use  money 
to  retire  old  debt,  add  equipment, 
invest,  etc.  Call  1-800-456-6777, 
ext.  119  today.  (ACSl  Atlanta). 


Research  works. 
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Introducing  the 
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MAout 

Up-Front  Lwestment 


If  you’re  a physician  group,  you’re  faced  with  the 
problem  of  owning  your  practice  without  major 
capital  expense. 

The  solution:  innovative  medical  centers  from 
Sherman  & Son  that  offer  substantial  equity 
ownership-with  no  major  cash  outlay. 

Build  equity  without  capital. 

We  work  with  physician  groups  and  hospitals  to  come 
up  with  facilities  that  fit  their  needs,  whether  it’s  a 


Family  Practice  Center  or  a Primary,  Specialty  or 
Diagnostic/Surgery  Center. 

Our  custom  designs  allow  individual  practices  to 
share  common  reception , business  offices  and  the  most 
advanced  equipment  and  services.  This  multi-specialb 
center  reduces  overhead . Enhances  professional  image 
And  increases  referrals  from  neighboring  physicians. 

Single  point  accountability. 

From  concept  through  completion,  Sherman  & Son  i 


Diagnostic/Surgery 


Primaiy  Care 


A true  working  partnership. 

From  day  one,  Sherman  & Son  works  closely  with 
you  to  determine  your  exact  needs.  We  then  design 
the  right  building,  plan  space,  purchase  property  and 
construct  your  medical  facility.  All  with  no  up-front 
investment  from  you. 

These  favorable  terms  include  immediate  equity, 
with  an  option  to  purchase  the  land  and  building  any- 
time during  your  lease. 


stays  responsible  and  accessible  to  you.  We  are  finan- 
: dally  strong  builders  and  developers  with  experience 
i in  every  aspect  of  development,  planning,  design, 
i engineering,  construction  and  financing  of  health- 
I related  facilities. 

i That  means  you  have  one  place  to  turn  with  your 

concerns  and  suggestions.  It  also  means  you  save 
money  since  Sherman  & Son’s  in-house  capabilities 
; considembly  reduce  our  costs-and  yours. 


We  offer  design  and  space  planning  without  obliga- 
tion. And  we  can  have  most  centers  built  within  6 
months  of  securing  a building  permit.  So  send  in  the 
coupon  to  find  out  more  about  your  own  Sherman  & 
Son  building  solution . Or  call  us  now  at  (404) 233-2991 . 


Show  me  your  solutions. 

Please  give  me  more  information  about  your  capi- 
tal investment-free  medical  centers.  I’m  espe- 
cially interested  in  the  follovdng  Centers : 

□ Family  Care  □ Primary  Care  □ Specialty  Care 

□ Diagnostic/Surgery  □ My  Own  Custom  Design 

Name 

Address 

City State Zip 

Phone ( ) 

Mailtx):  Sherman&Son,  77  East  Andrews  Drive  N.W. , Atlanta,  Georgia  30305. 

, SHERMAN  & SON 

BUILDERS  AND  DEVELOPERS  OF  MEDICAL  CENTERS. . . SINCE  1939 


Practice 


The  ideal  medical  practice 
would  allow  you  to  concentrate 
more  on  taking  care  of  patients, 
not  taking  care  of  business. 

Practice  Management  Services 
creates  more  time  for  you  by 
streamlining  your  billing  and 
managing  your  accounts 
receivables.  Whether  processing 
bills  and  claims  through  our 
system  or  yours,  we  keep  abreast 
of  all  the  insurance  and  legislative 
changes  and  apply  them  to  your 
best  advantage. 

Since  our  fees  are  based  on  net 
collections,  not  gross  billings,  there 
is  a built-in  incentive  to  maximize 
collection  and  eliminate  errors. 

Call  us  today  to  discuss  how  to 
perfect  your  billings,  collections 
and  human  resource  management. 


PRACTICE 

MANAGEMENT 

SERVICES 


340  West  Ponce  de  Leon 
Decatur,  Georgia  30030 
(404)  377-18S3 
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I 

( 


As  OUR  LOGO  indicates,  The 
Medical  Association  of 
Georgia  was  established  in  1894. 
We  are  steeped  in  history  and 
have  a proud  heritage.  We  now 
have  almost  7000  members,  a 
dedicated  staff  in  a comfortable 
Headquarters  office,  and  are 
united  with  a network  of  District 
and  County  Societies.  However, 
every  worthwhile  organization,  in 
order  to  remain  effective,  must 
periodically  re-evaluate  its 
purpose,  goals,  and  methods. 

In  order  to  insure  that  we 
continue  to  provide  the  most 
effective  care  for  the  citizens  of 
Georgia  and  represent  the  needs 
of  the  physicians  of  Georgia  in 
this  effort,  we  are  in  the  process 
of  developing  some  long-range 
plans. 

MAG’s  Executive  Committee  is 
having  special  meetings  with 
representatives  from  each  district, 
past  leaders,  specialty  societies, 
and  young  physicians  to  plan  for 
the  future.  To  that  end, 
questionnaires  have  been  sent  to 
all  MAG  members  to  ascertain 
their  individual  professional 
needs  and  their  ideas  as  to  how 


T ' S PAGE 


our  organization  can  be  more 
effective. 

I am  attempting  to  visit  each 
area  of  the  state,  from  the  smaller 
societies  of  Habersham  and  St. 
John’s  Parrish  to  the  larger 
societies  of  DeKalb  and  The 
Medical  Association  of  Atlanta. 
Thank  Goodness  I have  partners 
who  support  me  in  this  effort  and 
help  me  take  care  of  my  patients! 

We  are  in  a period  of  rapid 
change.  We  need  to  plan  ahead 
and  establish  clear  cut  policies  to 
help  us  deal  with  each  crisis. 
Instead  of  spending  all  our  time 
as  firemen,  stamping  out  fires,  we 
must  develop  a climate  that  will 
prevent  such  crises. 

The  Medical  Association  of 
Georgia  can  only  be  as  strong  as 
its  individual  members.  By  filling 
out  and  returning  the 
questionnaire  you  receive,  by 
supporting  your  local  medical 
society  and  attending  its 
meetings,  and  by  continuing  to 
take  care  of  our  patients  by 
practicing  good  medicine  we  can 
assure  that  the  Medical 
Association  of  Georgia  will 
properly  fulfill  its  purpose. 
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ASSOCIATION  NEWS 


NEW  MEMBERS 

Bowman,  Robert  C.,  Family 
Practice  — Ben  Hill  — (Active 
N2)  200  South  Cherry  St.,  Ocilla 
31774 

Brandt-Sasin,  Ilona,  Internal 
Medicine  — MAA  — (Active) 
2000  Northeast  Expwy., 

Norcross  30071 

Deaton,  Kenneth  D.,  Jr., 
Hematology/Oncology  — 
Sumter  — (Active)  P.O.  Box 
647,  Americus  31709 

Diedrich,  Andrea  L.  — MAA  — 
(Student)  489  Emory  Cir., 
Atlanta  30307 

Fletcher,  Raymond  R., 

Orthopaedic  Surgery  — 
Decatur-Seminole  — (Active) 
1502  East  Evans  St.,  P.O.  Box 
1867,  Bainbridge  31717 

Glaeser,  Sally  A.,  General  Practice 
— Whitfield-Murray  — (Active) 
1103  Ridgeleigh,  Dalton  30722 

Gupta,  Tarsem  L.,  Internal 
Medicine/Pulmonary  Medicine 
— Clayton-Fayette  — (Active 
N2)  220  Buckeye  Lane, 
Fayetteville  30214 

Hubbuch,  Sebastian  0., 

Cardiology  — Thomas  Area  — 
(Active)  114  Mimosa  Dr., 
Thomasville  31792 

Lawrence,  John  C.,  Pediatrics  — 
Stephens-Rabun  — (Active) 

Falls  Rd.  Prof.  Pk.,  P.O.  Box 
1457,  Toccoa  30577 

Lee,  Christopher  M.,  Internal 
Medicine  — Muscogee  — 
(Service)  7201  Midnightsun 
Lane,  Columbus  31909 

Lonas,  John  R.,  Pediatrics  — 
Decatur-Seminole  — (Active 
N2)  1500  East  Evans  St., 
Bainbridge  31717 


Merlin,  Mark  C.,  Anesthesiology 
— Douglas  — (Active)  1311 
Crestlane  Dr.,  Smyrna  30080 

Pennington,  George  P.,  General 
Surgery  — South  Georgia  — 
(Active)  2724  North  Oak  St., 
Valdosta  31602 

Poag,  Joyce  H.,  General  Practice 
— Baldwin  — (Active)  509 
North  Cobb  St.,  Ste.  4, 
Milledgeville  31061 

Ringer,  Dave  A.,  Family  Practice 
— Oconee  Valley  — (Active 
N2)  1190  Siloam  Rd.,  P.O.  Box 
470,  Greensboro  30642 

Shearin,  W.  Arthur,  Jr., 
Anesthesiology  — Newton- 
Rockdale  — (Active  Nl)  P.O. 
Box  80363,  Conyers  30208 

Watters,  Leslie  C.,  Pulmonary 
Medicine  — MAA  — (Active) 
993  Johnson  Ferry  Rd.,  Ste.  210- 
D,  Atlanta  30342 

Webb,  Robert  S.,  Family  Practice 
— Georgia  Medical  — 
(Resident)  P.O.  Box  23089, 
Savannah  31403 


PERSONALS 

DeKalb  Medical  Society 

The  DeKalb  County  Board  of 
Health  honored  Thomas  Oscar 
Vinson,  M.D.,  last  October  for 
his  26  years  of  service  as 
DeKalb’s  chief  public  health 
officer. 

At  the  ceremony,  the  Central 
Health  Center  in  Decatur  was 
renamed  the  Thomas  Oscar 
Vinson  Health  Center.  Dr.  Paul 
Wiesner,  the  current  health 
director;  Manuel  Maloof,  chief 
executive  officer  of  DeKalb 
County;  and  Dr.  Benjamin  Okel, 
former  chairman  of  the  State 
Board  of  Health  Resources,  were 


among  the  dignitaries  on  the 
program. 

Dr.  Vinson  assumed  the 
position  of  director  of  health  in 
1950,  where  he  remained  until  his 
retirement  in  1976.  A native  of 
Byron,  Georgia,  he  earned  a 
medical  degree  from  the  Medical 
College  of  Georgia  and  a public 
health  degree  from  John  Hopkins 
University. 

Under  his  leadership,  DeKalb 
County  established  the  first  water 
fluoridation  system  in  Georgia,  as 
well  as  the  first  program  to 
address  mental  health  problems 
of  preschool  children.  Dr.  Vinson 
played  a leading  role  in 
establishing  a dental  program  for 
needy  residents;  setting  up  clinics 
for  detection  of  cancer, 
tuberculosis,  and  other  diseases, 
and  beginning  an  environmental 
health  program. 

Considerable  expansion  and 
building  occurred,  including  a 
new  mental  retardation  evaluation 
and  training  center,  13  satellite 
health  centers,  and  an  alcohol 
treatment  program  that  gained 
national  recognition. 

Dr.  Vinson  is  past  president  of 
the  Georgia  Public  Health 
Association,  the  Georgia 
Gerontology  Society,  and  the 
Spalding  County  Medical  Society. 
He  was  also  an  active  member  of 
the  DeKalb  Medical  Society.  Now 
81,  he  resides  at  the  Emory 
Woods  retirement  home. 


Medical  Association  of  Atlanta 

Naomi  Parver  Alazrciki,  M.D., 

professor  of  radiology  and  co- 
director of  Emory  University’s 
Nuclear  Medicine  Programs  and 
chief  of  nuclear  medicine  at  the 
Veterans  Administration  Medical 
Center  in  Atlanta,  has  been 
elected  president  of  The  Socieh' 
of  Nuclear  Medicine.  She  will  take 
office  in  June,  1990. 
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William  E.  Silver.  M.D. 


William  E.  Silver,  M.D.,  of 

Atlanta,  was  elected  as  the 
National  Vice-President  of  the 
American  Academy  of 
Otolaryngology  — Head  & Neck 
Surgery  at  its  annual  meeting  last 
September  in  New  Orleans, 
Louisiana. 

Dr.  Silver  has  also  been 
awarded  a Preceptorship  by  the 
American  Academy  of  Facial 
Plastic  and  Reconstuctive  Surgery 
where  he  will  train  one  fellow  per 
year  in  the  area  of  facial  plastic 
and  reconstuctive  surgery. 

Whitfield-Murray  CMS 

James  W.  Marlow,  M.D.,  a 

family  practitioner  in  Dalton,  has 
been  named  as  a trustee  of  the 
Whitfield  Healthcare  Foundation. 
His  3-year  term  will  began  July  1, 
1990. 

Rudy  McKey  Shirley,  M.D.,  of 

Dalton,  has  been  named  an 
associate  graduate  fellow  of  the 
American  Academy  of  Facial 
Plastic  and  Reconstructive 
Surgery. 


OTHER  NEWS 

Kubler-Ross  Coming  To  Atlanta 

Elisabeth  Kubler-Ross,  an 

internationally  recognized  author 
on  death,  dying,  and  transition, 
will  make  a special  presentation 
in  Atlanta  on  Friday,  January  12, 
1990.  The  program  is  one  in  a 
series  of  programs  called  the 
Good  News  Conspiracy, 
sponsored  by  the  Metropolitan 
Atlanta  Community  Foundation 
and  the  Atlanta  Church  of 
Religious  Science.  The  programs 
are  designed  to  raise  the 
consciousness  of  the  community 
regarding  nontraditional  healing 
options  for  AIDS  and  other  so- 
called  “incurable”  diseases. 

The  overriding  theme  of  these 
programs  is  the  healing 
integration  of  mind,  body,  and 
spirit. 

Dr.  Ross  is  the  author  of  On 
Death  and  Dying,  an  international 
best-seller  which  is  required 
reading  in  most  major  medical 
and  nursing  schools,  graduate 
schools  of  psychiatry,  and 
theological  seminaries.  She  has 
also  written  nine  other  books 
including  AIDS:  The  Ultimate 
Challenge. 

The  January  12  program  is 
scheduled  to  be  held  at  8 p.m.  at 
the  offices  of  the  Atlanta  Church 
of  Religious  Science,  52  Executive 
Park  Drive  South,  Suite  Three, 
Atlanta.  Tickets  are  $25.  For  more 
information,  call  636-4567. 


QUOTES 

The  man  of  greatness  never  loses 
his  child's  heart. 

MENCIUS 

Discourses,  IV,  c.  300  B.C. 


ION  NEWS 


Great  men  are  not  always  wise. 

JOB  XXXll,  9,  c.  325  B.C. 

Oh,  that  my  tounge  were  in  the 
thunder’s  mouth! 

Then  with  a passion  would  I 
shake  the  world. 

SHAKESPEARE; 

King  John  III,  c.  1596 

We  went  to  Mannheim  and 
attended  a shivaree  — otherwise 
an  opera  — the  one  called 
“Lohengrin.  ” The  banging  and 
slamming  and  booming  and 
crashing  were  something  beyond 
belief. 

S.  C.  CLEMENS  (MARK  TWAIN): 

A Tramp  Abroad,  IX,  1879 

One  pain  is  lessen'd  by  another's 
anguish; 

One  desperate  grief  cures  with 
another's  languish. 

SHAKESPEARE: 

Romeo  and  Juliet,  /,  c.  1596 

If  all  men  defined  “honorable” 
and  “wise"  alike  there  would  be 
no  debate  on  earth.  As  it  is,  each 
man  defines  these  words  for 
himself,  and  only  the  names 
remain  unchanged. 

EURIPUDES: 

The  Phoenissoe,  c.  410  B.C. 

The  first  advice  of  a woman  is 
always  the  best. 

FRENCH  PROVERB 

In  vain  the  sage,  with 
retrospective  eye, 

Would  from  th ' apparent  what 
conclude  the  why. 

Infer  the  motive  from  the  deed, 
and  show 

That  what  we  chanced  was  what 
we  meant  to  do. 

ALEXANDER  POPE 

Moral  Essays,  I (Of  the 
Knowledge  and  Characters  of 
Men),  1733 
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Physician*s  Recognition  Award  Recipients 


Listed  below  are  those  physi- 
cians in  Georgia  who  have 
earned  the  AMA ’s  Physician ’s  Rec- 
ognition Award  (PRA)  April 
through  June,  1989. 

The  award  was  established  by 
the  AMA  House  of  Delegates  in 
1968  “To  recognize,  encourage, 
and  support  physicians  who  par- 
ticipate regularly  in  continuing 
medical  education  and  to  empha- 
size the  importance  of  developing 
more  meaningful  continuing  med- 
ical education  opportunities  for 
physicians." A minimum  of  150 
credit  hours  of  CME  must  be 
earned  over  a 3-year  period  to 
qualify  for  the  Award.  The  hours 
may  include  such  activities  as 
conferences,  residencies,  teaching, 
writing,  private  reading,  listening 
to  cassettes,  home  study  courses, 
consultation,  and  peer  review;  at 
least  60  of  the  hours,  however, 
must  be  from  formal  CME  pro- 
grams sponsored  or  cosponsored 
for  Category  1 credit  by  organiza- 
tions accredited  for  these  activi- 
ties. 

We  congratulate  the  following 
physicians  who  have  distin- 
guished themselves  and  their 
profession  by  their  commitment  to 
continuing  education: 


Abreu,  Vergil  Richard,  Millen 
Ackerman,  Larry  L.,  Savannah 
Alexander,  Lee  R.,  Atlanta 
Allen,  Lawrence  L.,  Thomaston 
Almeroth,  Robert  H.,  Tucker 
Anderson,  Benjamin  S., 
Cedartown 

Andrews,  Catherine  S.,  Kennesaw 
Arora,  Rajesh,  Augusta 
Balog,  Istvan,  Townsend 
Barnard,  Benj.  Carson,  Vidalia 
Beil,  Victor  C.,  Fort  Gordon 
Beltran,  Marilyn,  Monroe 
Biddle,  Michael  Dean,  Griffin 
Bishop,  Jos.  Arthur,  Calhoun 
Broun,  Paul  Collins,  Americus 
Bundy,  Albert  Thomas,  Atlanta 
Carr,  Clarence  Dell,  Royston 


Chernecky,  Richard  E., 
Lawrenceville 
Clayton,  Robert  Eugene, 

Columbus 

Cole,  Craig  Addison,  Hinesville 
Courtney,  Theresa  Maureen, 
Albany 

Cox,  Jon  Paul,  Tucker 
Davis,  Henry  G.,  Sylvester 
Davis,  Lewis  Marion,  Atlanta 
Dewhurst,  Timothy  Andrew, 
Decatur 

Dover,  Richard  Kenneth, 
Grovetown 

Dulock,  Malcolm  Paul,  Norcross 
Duttenhaver,  John  Raymond, 
Savannah 

Earle,  Regina  Margaret,  Columbus 
Ellis,  David  D.,  Fort  Gordon 
Fineman,  Stanely  Mark,  Marietta 
Fishbein,  Sumner  Leon,  Augusta 
Gallen,  Jonathan  Stewart,  Marietta 
Garner,  Cyler  Duggan,  Gordon 
Goolsby,  Louis  Wayne,  Cordele 
Grant,  J.  Ray,  Forsyth 
Gray,  Wm.  Ernest,  College  Park 
Hammad,  Wa’el  David,  Atlanta 
Hansen,  Harry  Andrew,  Atlanta 
Havlick,  Joseph  Anthony,  Stone 
Mountain 

Henry,  Jonn  Dunklin,  Stone 
Mountain 

Hernandez,  Fernando  0.  G., 
Warner  Robins 

Huber,  Douglas  Crawford,  Atlanta 
Huff,  Garey  Harrill,  Winder 
Ivanovic,  Zoran,  Senoia 
Johnson,  Milton  Irvin,  Macon 
Jolissaint,  James  Gregory,  Fort 
Gordon 

Jones,  Joseph  G.,  Macon 
Jones,  Kenneth  Edward  W., 
Smyrna 

Klingbeil,  Robert  Taylor,  Marietta 
Kolb,  Susan  Elizabeth,  Riverdale 
Lackey,  Dixon  Alexander,  Atlanta 
Leblang,  Michael  Neal,  Savannah 
Lennox,  Kenneth  Walter,  Augusta 
Lewis,  John  Ransom,  Atlanta 
Lewis,  Lawrence  Kendrick, 
Madison 

Loomis,  Earl  A.,  Augusta 
Lopez-Cepero,  Cayetano  A., 

Duluth 


Lykens,  Robert  Stewart,  Waycross 
Mainor,  Robert,  Smyrna 
McAllister,  Yvonne  P.,  Macon 
McCormick,  Talbot  G.,  College 
Park 

McDonald,  Harry  Cledson,  Toccoa 
McGahee,  Ollie  Odell,  Jesup 
McNatt,  James  Hugh,  Marietta 
McPhail,  John  Alexander, 
Savannah 

Mitchell,  Park  Robert,  Marietta 
Moore,  David  Keith,  Cleveland 
Morel  1,  Rene  A.,  Smyrna 
Muse,  Andrew  Delone,  Athens 
Nahai,  Foad,  Atlanta 
Parks,  James  Fredrick,  Gainesville 
Pendergrast,  William  J.,  Atlanta 
Petkovich,  Mila,  Savannah 
Prada,  Oscar,  Dublin 
Presnell,  Richard  Wesley,  Augusta 
Price,  Quentin,  Dublin 
Raybourne,  Susan  Roberta,  Macon 
Richards,  John  William,  Augusta 
Roig,  Armando  V.,  Milledgeville 
Rosenberger,  Richard  M.,  Acworth 
Sabatino,  Bruce,  Valdosta 
Seay,  Thomas  Edwin,  Lilburn 
Sistrunk,  Thomas  Lewis, 

Carrollton 

Smith,  Robert  Elton,  Rome 
Storniolo,  Frank  Rosario, 
Alpharetta 

Swammy,  Vijaya  L.  R.,  Milledgeille 
Talbot,  Asa  Richard,  Martinez 
Taner,  James  Westley, 
Lawrenceville 

Taube,  Titus  Augustine,  Warner 
Robins 

Thomas,  Bobby  Mathew,  Athens 
Tikare,  Satyanarayana  K.,  Augusta 
Tindall,  Suzie  C.,  Atlanta 
Van  Noy,  Imani  Davis,  Marietta 
Vance,  Luther,  Perry 
Venable,  Roger  John,  Augusta 
Waters,  Donald  Brent,  Blackshear 
Wildey,  Roy  Allen,  Savannah 
Wilkerson,  Leslie  Andrew, 
LaGrange 

Winiarski,  Nilda  Beatriz,  Austell 
Wojnowich,  Leonard  Shpack, 
Augusta 

Wood,  Timothy  Clifton,  Columbus 
Zamrini,  Edward  Youssef,  Augusta 


798 


Journal  of  MAG 


1990  MAG  Leadership 
Conference 

February  3-4  1990 

WESTIN  LENOX  HOTEL 
ATLANTA 


Preliminary  Program  Highlights 


SATURDAY,  FEBRUARY  3 

President  Joe  L.  Nettles,  M.D.,  Mod- 
erator 

Morning  Session  — ETs,  Man- 
datory Assignment  & 
AEtna  Bureaucracy:  The  Very 
Worst  in  Medicare  Reimburse- 
ment 


• Why  Mandatory  Assignment? 
A Debate 

Speaking  for . . . Vita  Ostrander, 
Executive  Director,  Georgia 
Chapter,  American  Association 
of  Retired  Persons 

Speaking  Against . . . Joseph  P. 
Bailey,  Jr.,  M.D.,  Immediate  Past 
President,  MAG 

We  dodged  a bullet  last  session 
of  the  General  Assembly,  but 
mandatory  assignment  will  surely 
come  up  again  next  year.  Vita 
Ostrander  is  a well-known  spokes- 
person on  the  issue,  both  on  state 
and  federal  levels.  We  hope  Vita 
is  on  our  side  in  the  next  Ses- 
sion, but  for  now  weVe  got  her 


lined  up  against  our  own  Dr.  Bai- 
ley in  a debate:  “Why  do  we  need 
mandatory  assignment,  any- 
way?” 


• Georgia’s  Medicare  Mess  With 
AEtna 

It’s  the  hottest  topic  across  the 
state:  Why  are  Medicare  reim- 
bursements to  Georgia  physi- 
cians so  backed  up,  and  so  often 
messed  up?  MAG’s  been  work- 
ing, negotiating  and  haranguing. 
We’ll  have  an  update. 


• Fighting  Medicare  in  Congress: 
ETs  and  the  Threat  of  Rationed 
Care 

Dr.  Jim  Todd,  Senior  Deputy  EVP 
of  the  AMA,  who  has  been  on  the 
front  lines  of  the  AMA’s  battles 
with  Congress  over  reimburse- 
ment issues,  will  explain  the  lat- 
est on  the  “expenditure  targets” 
which  the  government  wants  to 
thrust  upon  us.  Dr.  Todd  has 
chosen  as  his  title,  “Fighting  to 


Save  the  Best  of  Medicine:  or  ET, 
Go  Home!” 

• What  We’re  Doing  in  Georgia 

We  all  know  how  Dr.  Jeff  Nugent 
of  Atlanta  has  been  boning  up 
on  Medicare  issues  and  getting 
his  MAG  Public  Relations  Com- 
mittee to  work  on  informing  older 
citizens  of  Medicare’s  pitfalls. 
He’ll  report  on  MAG’s  activities 
in  this  area. 

Afternoon  Session  — Busi- 
ness, Government,  and  the 
NPDB:  New  Pressures  for  Change 
in  Medicine 

• The  National  Practitioner  Data 
Bank:  Your  Rights  Under  the 
New  PRO  Reporting  System 

Heard  of  the  NPDB?  It’s  going  to 
be  an  unpleasant  fact  of  life  for 
all  of  us  in  a few  months,  when 
the  government  gets  underway 
its  system  for  storing  data  for 
every  physician  in  the  country; 
liability  lawsuits,  PRO  points,  and 
the  like.  Who  has  access  to  this 
critical  data?  What  safeguards  do 
we  have  to  ensure  its  accuracy? 
Mr.  John  Hanson,  Director  of  the 
Data  Bank  in  Washington,  will 
tell  us. 
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• Where  Is  U.S.  Medical  Care 
Headed?  A “Point-Counter- 
point” on  the  Much  Ballyhooed 
Canadicin  System  of  Health  Ceu*e 

Many  leaders  of  our  society  are 
talking  seriously  about  bringing 
the  Canadian  system  of  govern- 
ment-financed health  care  to  the 
United  States.  Why  do  they  like 
it  so  much?  And  what  arguments 
are  being  raised  against  it?  We’ve 
lined  up  a debate  on  the  subject, 
between  a leading  American  pro- 
ponent of  the  Canadian  system, 
and  an  American  physician  who 
vigorously  espouses  private 
practice. 

• Physician  Self  Referrals:  Ethics 
& Regulations 

Our  friend  Pete  Stark  in  Congress 
wants  to  ban  all  physician’s  re- 


ferrals to  facilities  in  which  they 
or  a member  of  their  family  have 
made  investments.  AMA  is  lead- 
ing the  fight  against  this  bill, 
pointing  out  how  physicians  help 
with  these  outside  facilities  to 
help  patient  care  in  wider  areas. 
What  are  the  ethical  questions 
involved  here,  and  what  will  the 
feds  do  to  regulate  genuinely 
abusive  self-referrals?  Janet 
Horan,  AMA  attorney  who  has 
been  monitoring  Stark’s  HR  939, 
will  speak  on  this  issue. 

SUNDAY,  FEBRUARY  4 

Two  Optional  Morning  Work- 
shops: 

1)  “Debates,  Decisions  & Dele- 
gates” 

Remember  the  excellent  job  Mary 
Lou  Stephens  and  Julie  vonHaam 


did  at  the  last  Leadership  Confer- 
ence, teaching  us  the  ins  and  outs 
of  parliamentary  procedure?  Their 
seminar  was  so  popular,  we’re  going 
to  hold  it  again  on  Sunday  morning. 

2)  “Tax  & Investment  Tips  for  the 
90s” 

Sponsored  by  MAG  Mutual  Insur- 
ance Company 

MAG  Mutual’s  developed  a new 
seminar  to  help  physicians  with 
your  long-range  planning.  Com- 
pany experts  will  discuss  qualified 
retirement  plans,  welfare  benefit 
trust,  estate  planning,  business 
continuation  agreements,  and 
plenty  of  other  important  invest- 
ment planning  topics. 

FULL  DETAILS  NEXT  MONTH! 
FOR  NOW,  MARK  YOUR 
CALENDAR! 


is  responsible  for  the 
death  of  more  children  than  any  other  disease.  Twenty 
years  ago  there  was  no  effective  treatment  for  this 
dread  disease,  and  acute  types  usually  killed  within 
months.  Today,  thanks  to  research,  five-year  survival 
may  be  achieved  by  60  percent  of  young  patients  with 
the  most  common  childhood  leukemia. 

But,  leukemia  now  kills  more  adults  than  children— 
and  more  than  half  of  all  leukemia  cases  occur  in 
persons  over  60  years  of  age! 

Support  the  Leukemia  Society’s  vital  programs, 
including  research,  patient  aid,  and  public  and  pro- 
fessional health  education.  Join  the  Society’s  count- 
down to  cure.  It’s  a matter  of  time. 


DBBEISWSa 


For  more  information,  including  the 
free  booklet  "What  Everyone  Should 
Know  About  Leukemia,”  write  to: 

leiKemia 

society  of  america,  inc. 

1447  Peachtree  Street  N.E. 
Suite  412 

Atlanta,  Georgia  30309 
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HOSPITAL  NEWS 


Hospitals  and  Their 
Employees  Still  Recovering 
from  HUGO 

Though  Hurricane  Hugo  has 
passed,  hospitals  and  their 
employees  in  South  Carolina  are 
still  working  their  way  out  of  the 
damage. 

The  South  Carolina  Hospital 
Association  reports  that  a large 
number  of  hospital  employees 
suffered  great  personal  loss 
during  the  storm  yet  continued  to 
keep  their  hospitals  open.  The 
association  points  out  that  many 
employees  put  on  l.D.  bracelets 
so  their  bodies  could  be 
identified  after  the  storm.  Acts  of 
personal  heroism  were 
commonplace:  a nurse  who  saved 
two  children  from  being  sucked 
out  a window;  two  maintenance 
workers  who  tied  themselves  to 
the  hospital,  wading  through 
waist-deep  water  and  dodging 
flying  debris  to  keep  the 
emergency  generator  going;  the 
nurses  who  kept  a vigil  over 
critical-care  patients  whose  life- 
support  alarms  could  not  be 
heard  over  the  wind;  and  the 
housekeepers  who  spent  hours 
carrying  buckets  of  water  up  and 
down  the  stairs  to  flush  toilets. 

To  help  those  employees  who 
suffered  the  greatest  personal 
damage,  the  South  Carolina 
Hospital  Association  has  set  up  a 
Hospital  Employee  Relief  Fund  to 
provide  what  it  describes  as 
“modest  financial  help  during  this 
rebuilding  phase.”  According  to 
the  association,  money  collected 
will  go  to  the  persons  who  have 
the  greatest  need,  and  SCHA  will 
report  on  how  much  is  collected 
and  how  it  is  used  to  help 
hospital  employees  in  the  state. 

Contributions  to  the  fund 
should  be  made  to  the  Hospital 
Employee  Relief  Fund,  South 
Carolina  Hospital  Association, 

P.O.  Box  67009,  West  Columbia, 
SC  29171. 


Study  Committee  Winds 
Up  Report  on  Health  Care 
Shortage 

The  Joint  Health  Care 
Personnel  Supply  and  Planning 
Study  Committee  was  scheduled 
to  meet  in  late  October  to  finalize 
its  report  on  the  health  care 
personnel  shortage  in  Georgia. 

The  group,  which  was  created 
by  the  1989  General  Assembly,  is 
made  up  of  legislators  and 
representatives  from  all  types  of 
health  care  professions  in  the 
state.  The  chairperson  is  Rep. 
Eleanor  Richardson  (D)  of 
Decatur. 

During  four  meetings  this  year, 
the  study  committee  has  heard 
testimony  from  health  care 
professionals  from  throughout 
Georgia  detailing  the  difficulties 
they  face  as  a result  of  the 
shortage  of  health  care 
employees. 

The  committee  earlier  voted  to 
develop  a statewide  data  base  to 
evaluate  the  manpower  shortage 
in  all  health  care  professions.  In 
addition,  it  agreed  to  establish  a 
policy  planning  committee  to 
study  the  data  and  make 
recommendations  on  how  to 
solve  the  problem.  The  policy 
planning  committee  will  then 
report  to  a legislative  overview 
committee  made  up  of  members 
of  the  Georgia  legislature  who 
can,  if  needed,  introduce 
legislation  to  help  remedy  the 
shortage. 

According  to  GHA,  the 
collection  of  data  form  all  types 
of  health  care  professions  is 
necessary  to  create  a total  picture 
of  the  shortage  in  Georgia  and  to 
understand  how  it  affects  the 
delivery  of  health  care.  Currently, 
only  piecemeal  data  are  available 
from  individual  professions,  and 
there  is  no  way  to  see  what  is 
going  on  throughout  the  state. 

Once  the  total  data  picture  is  in 
place,  the  policy  planning 


committee  will  be  able  to  make 
specific  recommendations,  such 
as  the  creation  of  scholarships, 
programs  to  develop  student 
interest  in  the  health  care 
professions,  and  funding  for 
additional  faculty  positions  in 
Georgia’s  colleges  and 
universities. 

The  Joint  Health  Care 
Personnel  Supply  and  Planning 
Study  Committee  is  the  outcome 
of  efforts  GHA  began  nearly  2 
years  ago.  At  that  time,  the 
association  formed  a Health 
Manpower  Planning  Committee  to 
study  ways  to  balance  the  supply 
and  demand  for  health  care 
professionals  and  to  gather 
information  on  the  personnel 
needs  of  all  types  of  health  care 
providers.  At  the  request  of  the 
GHA  committee.  Rep.  Richardson 
introduced  a resolution  to  the 
Georgia  legislature  this  year 
calling  for  the  development  of  the 
committee. 

Medicare  Support  Letters 
Begin  to  Hit  the 
White  House 

More  than  4,000  letters  had 
reached  the  White  House  in  the 
first  weeks  of  the  American 
Hospital  Association’s  “Promise 
to  Protect  Medicare”  campaign. 

Under  the  program,  the  AHA  is 
calling  for  everyone  connected 
with  a hospital  — physicians, 
employees,  trustees,  and  auxilians 
— to  write  to  President  Bush 
asking  him  not  to  cut  Medicare 
funding  in  the  1991  administration 
budget,  which  is  scheduled  to  go 
to  Congress  in  January. 

Physicians  who  wish  to  write  to 
the  President  should  address 
letters  to 

President  George  Bush 
The  White  House 
1600  Pennsylvania  Ave.,  NW 
Washington,  DC  20500 
The  correct  salutation  is  “Dear 
Mr.  President.” 
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QUIET  THOUGHTS 


From  BYNUM’S  Scrapbook  . . . 


THE  OLD  COUNTRY  DOCTOR 


His  face  is  seamed;  his  brows  are  shaggy, 

His  coat  is  worn;  his  breeches  baggy. 

But  hope  revives  when  he  looks  at  you, 

With  his  kind  old  eyes  of  washed-out  blue. 

Yonder  he  goes  over  the  hills. 

With  his  saddle-bags  and  his  bottles  of  pills. 

The  hearts  of  the  country  folk  ride  with  him. 

And  many  eyes  with  tears  grow  dim. 

As  they  think  of  some  far-off  fateful  night. 

When  the  grim  old  warrior  won  his  fight. 

Yonder  he  goes  over  the  hills. 

With  the  hearts  of  his  folks  and  his  bottles  of  pills. 

He  hasn’t  much  time  for  churches  or  creeds. 

Too  busy  is  he  with  his  neighbor’s  needs. 

But  he  mutters  a prayer  to  the  Christ  who  died. 

As  he  watches  all  night  at  a cradle  side. 

Yonder  he  goes  over  the  hills, 

God  bless  the  old  Doc,  with  his  bottles  of  pills. 

The  day  is  far  spent;  the  hour  is  late, 

A tired  old  man  is  at  Heaven’s  gate; 

“Come  in,”  cries  the  King.  The  gate  swings  wide, 

“Come  in  Sir  Knight  of  The  Country  Side!” 

He  is  traveling  now  the  Heavenly  Hills, 

And  he  carries  a bottle  of  golden  pills. 

JAMES  BOTHWELL  MITCHELL 

The  above  dedicated  to  the  graduating  classes  in 
Medicine,  Dentistry,  Pharmacy,  and  Nursing  — 
University  of  Tennessee,  June  12,  1932. 


(Submitted  by  Richard  Bynum  Weeks,  retired  surgeon,  Saint  Simons  Island.) 
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EDITOR'S  CORNER 


“Of  Sadness  And  Jubilation  — Of  Hope  And  Friendship’’ 


A Study  of  Translations 

“The  thief  comes  only  to  steal  and  kill  and  destroy.  I have  come  so  that  they  may  have  life  and  have  it 
to  the  full.  ” 

THE  JERUSALEM  BIBLE,  JOHN  10:10 

“A  thief  comes  only  to  steal  and  kill  and  destroy;  I have  come  to  let  them  have  a life,  and  to  let  them 
have  it  in  abundance.  ” 

THE  COMPLETE  BIBLE  — AN  AMERICAN  TRANSLATION,  JOHN  10:10 

“A  thief  comes  only  to  steal  and  kill  and  destroy;  I have  come  that  they  may  have  life,  and  may  have  it 
in  all  its  fullness.  ” 

THE  REVISED  ENGLISH  BIBLE,  JOHN  10:10 

“The  thief  cometh  not,  but  for  to  steal,  and  to  kill,  and  to  destroy:  I am  come  that  they  might  have  life, 
and  that  they  might  have  it  more  abundantly.  ” 

THE  KING  JAMES  VERSION,  JOHN  10:10 

“The  thief  comes  only  to  steal,  to  kill,  to  destroy;  / have  come  that  man  may  have  life,  and  may  have  it 
in  all  its  fullness.  ” 

THE  NEW  ENGLISH  BIBLE,  JOHN  10:10 

“The  thief’s  purpose  is  to  steal,  kill  and  destroy.  My  purpose  is  to  give  life  in  all  its  fullness.  ” 

THE  LIVING  BIBLE,  JOHN  10:10 


CHRISTMAS  is  difficult  for  my 
friend.  Difficult  and  sad,  and 
for  some  reason  1 must  yet 
fathom,  lonely.  He  becomes 
depressed.  “How  quite  unusual,” 

I say  to  him.  “It’s  a happy  time. 
Full  of  joy  and  singing  and  hope. 
Full  of  gift  buying.  Suffused  with 
love  for  one  another.  The 
Christians  are  ecstatic  that  their 
Jesus  has  come  to  earth  in  the 
form  of  a baby.  The  Jewish  folk 
are  happy  for  the  slow  down  in 
our  frenetic  pace  of  life  and  the 
chance  for  a week  of  sailing  in 
the  Caribbean.  The  others  be  they 
Muslim  or  atheist  relish  in  the 
restful  calmness  of  life.  What  is 
the  matter  with  you?” 
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“ 1 et  us  keep  Christmas,  its 
meaning  never  ends. 
Whatever  doubts  assail  us,  or 
what  fears,  let  us  hold  close  this 
day,  remembering  friends.  ” 

ANONYMOUS 


“I  sometimes  think  we  expect  too 
much  of  Christmas  day.  We  try  to 
crowd  into  it  the  long  arrears  of 
kindliness  and  humanity  of  the 
whole  year.  ” 

DAVID  GRAYSON 


“And  if  my  nature  wants  the  gum 
that  grows 

towering  to  heaven  like  the 
mountain  pine 
or  like  the  oak  sheltering 
multitudes 

I stand,  not  high  it  may  be,  but 
alone. 

Watching  you  other  people 
making  friends 
Everywhere,  as  a dog  makes 
friends! 

I mark  the  manner  of  these 
canine  courtesies 
and  think:  ‘My  friends  are  of  a 
cleaner  breed; 

Here  comes  — thank  God  — 
another  enemy!’  ” 

ROSTAND 

Cyrano  de  Bergerac 
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EDITOR 


I say  this  to  him,  confident  of 
the  ground  upon  which  I stand.  I 
have  such  a strange  way  of  seeing 
only  one  side  of  an  issue.  My 
side,  of  course.  The  tendency  has 
created  so  much  difficulty  in  my 
life. 

But  back  to  my  friend.  “You 
don’t  seem  to  understand,”  he 
says.  “I’ve  had  so  much  trouble  in 
my  life.  Problems  with  the 
children  you  have  known  about. 
The  medical  practice  provided 
reasonable  income,  but  problems 
with  the  partners  took  away  a lot 
of  the  pleasure  it  should  have 
provided.  And  could  have.  1 love 
the  patients,  and  they  seem  to 
love  and  need  me.  1 miss  them 
the  most.  But  Christmas?  My  life 
has  been  so  troublesome,  so 
unfulfilling,  that  1 find  myself 
angry  at  you,  at  our  friends, 
because  of  all  your  happiness. 
Your  children  have  all  done  well. 
Your  life  has  been  so 


S CORNER 


undisturbed.  Sometimes  1 simply 
hate  you  and  your  happiness.” 

Friendship  is  a puzzling  thing 
to  me.  It  seems  to  survive  an 
inordinant  amount  of  buffeting. 
Although  on  occasion  deeply 
ingrained  and  held  at  high  value, 
it  fragments  with  bare  stress.  At 
other  times,  the  ravages  of  the 
gods  themselves  dent  not  the 
rigid  shell  that  guards  and 
vouchsafes  for  it. 

“Why  do  you  attack  me,”  1 say 
to  him.  “1  am  your  friend.  We 
came  through  all  of  that  together. 
You  have  been  so  difficult  for  me 
through  the  years  that  1 wanted  to 
just  quit  trying.  You  seem  never  to 
understand  that  1 have  problems, 
too.  My  children  failed  to  scale 
the  Everest  1 planned  for  them  in 
my  parental  fantasy.  My  practice 
began  in  tragedy  and  survives  in 
troubled  waters.  Are  you  really  so 
different?” 


We  laughed.  For  many  reasons. 
It’s  more  practical.  It  requires 
fewer  handkerchiefs.  “Silent 
Night”  floated  out  of  the  Public 
Broadcasting  Station.  “Christian 
music,”  he  said.  “Hopeful  music,” 
1 said.  “Hopeful  not,  perhaps, 
because  it’s  Christian.  Hopeful 
because  it  says  something  about 
you  and  me.  About  our  wives  and 
children.  About  our  practice. 
About  our  friendship.  Why  bother 
that  it’s  Christian?  “Shalom,”  1 
said.  “Slainte,”  he  said.  It  kept 
playing,  the  radio  in  the  child’s 
bedroom.  It  was  empty,  the  room. 
He  was  gone  now.  Grown  up. 
“You’ve  Come  A Long  Way  Baby,” 
it  played  as  we  stood  there. 

He  put  his  arm  about  me. 
Hugged  me.  “I’m  not  sure  about 
you,”  he  said.  “Are  you  Christian, 
Jewish,  Muslim  — are  you  an 
atheist  or  an  agnostic?  What  in 
Heaven  or  Hell  are  you?  Oh, 
forget  it.  Meny  Christmas!” 

CRU 
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EDITORIAL 


Itinerant  Surgery  in  the  Guise  of  Outreach  Surgery 

M.  J.  Jurkiewicz,  M.D.,  F.A.C.S. 


• Unfortunately,  the 
issue  of  itinerant 
surgery  is  confused  by 
relating  it  to  the 
distance  from  the 
surgeon’s  office  to  the 
rural  hospital.  Even 
further,  the  economic 
problems  of  rural 
hospitals  are  being 
used  to  justify  the 
practice.  J 

Recently,  a guideline 
document  intended  to 
provide  general  advice  to  member 
hospitals  of  American  Hospital 
Association  (AHA)  was 
published.’  It  was  developed  by 
the  Division  of  Medical  Affairs  of 
the  AHA  “to  assist  member 
hospitals  with  outreach  surgery 
programs  to  establish  institutional 
protocols  on  credentialing  and 
quality  assurance.”  The  AHA 
further  went  on  the  say  that  “the 
practice  of  outreach  surgery  is 
controversial  and  is,  in  fact, 
opposed  by  the  American  College 
i of  Surgeons.” 

Nowhere  in  College  bylaws  or 
principles  is  the  term  “outreach 
surgery”  used,  much  less 


opposed.  The  College,  however, 
has  been  and  remains  opposed  to 
“itinerant  surgery.”  The  term 
outreach  surgery  is  being  used  to 
obfuscate  the  central  issue  upon 
which  the  opposition  of  the 
College  of  Surgeons  is  based. 
Quality  of  care  is  compromised 
when  critical  elements  of  surgical 
care  are  delegated  to  an 
unqualified  surrogate.  The 
delegation  of  postoperative  care 
clearly  violates  the  basic 
responsibility  of  the  surgeon. 

Unfortunately,  the  issue  of 
itinerant  surgery  is  confused  by 
relating  it  to  the  distance  from  the 
surgeon’s  office  to  the  rural 
hospital.  Even  further,  the 
economic  problems  of  rural 
hospitals  are  being  used  to  justify 
the  practice.  The  inconvenience 
of  distance  and  the  concern  over 
income  cannot  be  used  to  justify 
diminution  of  quality  care.  It  is 
clearly  feasible  for  conscientious 
surgeons  to  travel  the  same 
distance  to  provide  for  the  direct 
supervision  of  postoperative  care 
on  a daily  basis  as  was  travelled 
to  perform  the  operation. 

The  American  College  of 
Surgeons  when  founded  in  1913 
was  organized  to  improve  not 
only  the  standards  of  surgical 
practice  in  the  country  but  also 
the  standards  of  care  in  hospitals. 
With  its  founding,  elected  officials 
of  the  College  established  the 
Committee  on  Hospital 


Accreditation  to  inspect  and 
accredit  hospitals.  From  1916 
until  1952,  when  the  College 
spearheaded  the  move  to 
establish  the  Joint  Commission 
on  the  Accreditation  of  Hospitals, 
the  Fellows  of  the  College,  out  of 
their  dues,  paid  for  this  hospital 
inspection  and  accreditation 
program.  The  hospitals 
themselves  paid  nothing!  The 
College  is  one  of  the  parents  of 
the  Joint  Commission  on  the 
Accreditation  of  Health  Care 
Organizations  along  with  the 
American  College  of  Physicians, 
the  American  Medical 

^Nowhere  in  the  ACS 
bylaws  or  principles  is 
the  term  “outreach 
surgery”  used,  much 
less  opposed.  The 
College,  however,  has 
been  and  remains 
opposed  to  “itinerant 
surgery.”  J 


Dr.  Jurkiewicz  is  with  the  Section  of  Plastic, 
Reconstructive,  and  Maxillo-facial  Surgery,  The 
Emory  Clinic,  Agnes  Raoul  Glenn  Memorial 
Bldg,  25  Prescott  St.,  Atlanta,  GA  30308.  Send 
reprint  requests  to  him. 
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Association,  the  American  Dental 
Association,  and  the  American 
Hospital  Association. 

The  American  College  of 
Surgeons  firmly  believes  that 
optimal  achievable  surgical  care 
is  provided  by  surgeons  trained  in 
hospital  programs  approved  by 
the  Accreditation  Council  for 
Graduate  Medical  Education  and 
certified  by  surgical  specialty 
boards  recognized  by  the 
American  Board  of  Medical 
Specialties.  Surgical  care  includes 
preoperative  evaluation, 
diagnosis,  and  treatment; 
intraoperative  and  postoperative 
care. 


^The  Office  of  the 
Inspector  General 
found  that  65%  of  the 
sampled  itinerant 
surgeons  billed  global 
fees  but  did  not 
provide  global  care, 
e.g.,  pre-and 
postoperative  care  as 
well  as  performing  the 
operation  itself,  y 

Why  pre-  and  postoperative 
care?  Why  not  delegate,  as 
suggested  by  AHA  and  the 
American  Academy  of  Family 
Practice?  Only  fully  trained 
surgeons  understand  completely 
the  nuances  of  diagnosis  of 
surgical  conditions,  indications 
for  operative  intervention,  risks  of 
the  procedure.  That  is  what  they 
are  trained  and  educated  to  do. 
Most  importantly,  postoperative 
complications  not  infrequently  are 


D I T O B I A 


difficult  to  recognize  early  and 
often  require  prompt  surgical 
intervention.  Thus,  quality  of  care 
to  the  patient  is  central  to  the 
position  of  the  College.  In 
addition,  the  practice  of  itinerant 
surgery  is  pernicious  because  it  is 
rooted  in  fee-splitting. 

The  most  recent  verification  of 
the  concerns  of  the  American 
College  of  Surgeons  comes  from  a 
report  from  the  Office  of  the 
Inspector  General  (OIG),  Richard 
Kusserow,  to  William  L.  Roper, 
M.D.,  former  Administrator  of  the 
Health  Care  Financing 
Administration  (HCFA).  The  OIG 
conducted  a study  in  1988  to 
determine  not  only  the  extent  to 
which  rural  hospitals  use  itinerant 
surgeons  but  also  the  potential 
impact  of  itinerant  surgery  on  the 
quality  of  care  and  billing 
practices.^  Twenty-eight  percent  of 
the  small  rural  hospitals  (under 
50  beds)  sampled  used  itinerant 
surgeons  who  performed  73%  of 
the  operations  in  such  hospitals. 
By  an  independent  peer  review 
mechanism,  poor  quality  of  care 
was  found  in  26.6%  of  the 
itinerant  surgery  cases  reviewed 
— significantly  higher  than  the 
3.3%  rate  of  poor  quality  care 
found  in  a related  population  of 
patients  cared  for  in  small  rural 
hospitals  (National  DRG 
Validation  Study).  The  OIG  also 
found  that  65%  of  the  sampled 
itinerant  surgeons  billed  global 
fees  but  did  not  provide  global 
care,  e.g.,  pre-  and  postoperative 
care  as  well  as  performing  the 
operation  itself.  The  referring 
physician  billed  for  such  care. 

This  practice  of  double  billing 
clearly  drives  up  the  cost  of  care 
and  drives  down  the  quality  of 
care.  The  OIG  recommended  that 
administrators  and  physicians  in 
rural  hospitals  take  appropriate 


steps  to  insure  adequate 
preoperative  work  up,  urged 
second  opinion,  postoperative 
plans  of  care,  and  postoperative 
communication  between  the 
attending  physician  and  the 
itinerant  surgeon.  In  addition,  the 
OIG  recommended  that  HCFA 
take  steps  to  eliminate 
overpayment  in  cases  where 
itinerant  surgeons  provided 
surgery  only.  These 
recommendations  clearly  address 
symptoms,  not  etiology  or  cause. 
This  indirect  approach  to  the 
problem  also  characterizes  the 
AHA  recommendations  which 
stipulate  that  the  itinerant  surgeon 
should  be  included  in  the 
preoperative  assessment  process 
and  the  decision  to  operate. 
However,  the  AHA  further 
recommends  that  the  physician 
responsible  for  the  postoperative 
care  “be  able  to  treat  routine 
postoperative  complications  and 
be  experienced  in  distinguishing 
which  medical  and  surgical 
complications  require  transfer.” 
Why  not  approach  the  problem 
directly?  Surgeons  should  take 
care  of  surgical  patients. 
Preoperative  care,  the  decision  to 
operate,  the  postoperative  care 
has  to  be  the  responsibility  of  the 
attending  surgeon.  The  College  is 
not  against  surgeons  treating 
patients  in  rural  hospitals.  The 
College  insists,  however,  that  the 
surgeon  must  provide  the 
preoperative  assessment,  the 
operative  care,  and  the 
postoperative  care.  These 
essential  components  of  surgical 
care  cannot  be  delegated  to  an 
unqualified  surrogate. 
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JANUARY  1990 

8-12  — Atlanta:  Introduction  to 
Magnetic  Resonance  Imaging. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

12-13  — Atlanta:  Medical 
Management  of  Repetitive 
Motion  and  Low  Back  Injuries. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH;  404/727-5695. 

1 9-20  — Atlanta:  Retina- 
Vitreous  Seminar.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

29-Feb.  2 — Atlanta: 
Introduction  to  Magnetic 
Resonance  Imaging.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


FEBRUARY  1990 

2- 3  — Atlanta:  27th  Annual 
Emory-Grady  Alumni 
Postgraduate  Conference: 
Ophthalmology  1990.  Category 
1 credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

3- 10  — Park  City,  Utah:  Acute 
illness  and  Injuries.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCQ,  Augusta  30912.  PH;  404/ 

721-3967. 

5-9  — .Atlanta:  introduction  to 
Mag^ietlc  Resonance  Imaging. 
Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH;  404/727-5695. 


C A L E N D A 


10  — Atlanta:  Ethical  Decision 
Making  in  Medicine.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

10-17  — Breckinridge,  CO:  New 
Horizons  in  Anesthesiology. 
Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

19-23  — Atlanta:  Introduction 
to  Magnetic  Resonance 
Imaging.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

23-24  — Augusta:  Flexible 
Fiberoptic  Sigmoidoscopy. 
Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912. 
PH:  404/721-3967. 


MARCH  1990 

3-10  — Steamboat  Springs,  CO: 
15th  Annual  Snow  Job  in 
Gynecology  and  Obstetrics. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

5-9  — Atlanta:  Introduction  to 
Magnetic  Resonance  Imaging. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH;  404/727-5695. 

5-10  — Augusta:  25th  Annual 
Family  Practice  Symposium. 
Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912. 
PH:  404/721-3967. 

9-10  — Augusta:  Opthalmology. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912. 
PH:  404/721-3967. 


1 6 — Macon:  Cancer 
Management  Update  1990. 

AMA  Category  1 credits  and 
AAFP  prescribed  credits.  Contact 
Robert  Fore,  Ed.D.,  Medical 
Center  of  Central  Georgia,  777 
Hemlock  Street,  Macon  31201. 
PH:  912/744-1634. 

23  — Atlanta:  Perspective  in 
Parenteral/Enteral  Nutrition  — 
12th  Annual  Metabolic  Support 
Service  Seminar.  Category  1 
credit.  Contact  Jean  Robinson, 
Pharm.D.,  Metabolic  Support 
Service,  Georgia  Baptist  Medical 
Center,  300  Boulevard,  Box  235, 
Atlanta  30312.  PH:  404/653- 
4499. 

26-30  — Atlanta:  Introduction 
to  Magnetic  Resonance 
Imaging.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

29-30  — Atlanta  :Management 
Problems  of  Anesthesia  & Life 
Support  in  the  Cardiac  Surgery 
Patient.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

29- 31  — Hilton  Head  Island,  SC: 
Frontiers  in  Nutrition.  Category 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912.  PH:  404/ 
721-3967. 

30- 31  — Atlanta:  Expert 
Testimony.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

31 - April  1 — Atlanta: 
Pharmacology  for  the 
Anesthesiologist.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 
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Physician-Supervised  Protein-Sparing  Modified  Fast  For  the  Safe  • Rapid  • Medical  Treatment  of  Obesity 


Doctor,  one  of  every  four  of  your 
patients  has  overweight  problems 
that  need  medical  help.. .the  help  of 
Medifast®. 

A comprehensive  program  for 
rapid  weight  loss  and  lifelong  weight 
control,  Medifast  has  proven  itself. 
For  more  than  10  years!  To  more 
than  10,000  physicians!  To  more  than 
250,000  patients! 

Medifast  will  work  for  you,  too. 

Patients  lose  weight  with  a 
program  of  physician-supervised 
modified  fasting  and  behavior 
modification.  And  they  keep  it  off 
with  our  exclusive  Lifestyles  Program. 


TRAINING  MANUALS 

The  Medifast  Program  includes: 

★ Training  - Comprehensive  training 
manuals  written  by  physicians,  for 
physicians.  Address  all  clinical  and 
administrative  aspects. 


★ Medifast  Supplements  - Extremely 
high  quality.  Medically  formulated. 
Nutritionally  complete. 


Lifestyles:  PATIENT  SUPPORT 


★ Lifestyles  - The  Medifast  Program 
of  Patient  Support™.  Teaches  patients 
the  way  to  long-term  weight  control 
and  healthful  living. 

★ Clinical  Consultation  - Medical 
and  technical  support  specialists 
available  daily  at  our  toll-free  number. 

★ Practice  Promotion  Portfolio  - 
Complete  with  marketing  ideas, 
office  displays,  posters,  waiting  room 
brochures,  and  advertising. 

★ National  Consumer  Ad 
Campaign  - Builds  public  awareness, 
creates  referrals. 

You  know,  Doctor,  that  more  tradi- 
tional methods  of  weight  reduction 


are  simply  ineffective.  And,  severe 
overweight  threatens  your  patient’s 
health.  Primary  Care  Physicians  of 
every  specialty  recognize  Medifast  to 
be  an  important  addition  to  their 
prescribed  therapy  and  an  effective 
way  to  increase  their  patient  base. 


PROMOTION  PORTFOLIO 


For  complete  information  call  toll-free 

1-800  638-7867 

Or  write: 

The  Nutrition  Institute  of  Maryland 

William  J.  Vitale,  M.D. 

Director,  Clinical  Services 
1840  York  Road,  Suite  H 
Timonium,  MD  21093 
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IS  YOUR  SPEa  ALTY  WORTH 
AN  EXTRA  $8,000 AYEAR? 


' ' r,y 

If  you  are  a resident  in  anesthesiology,  orthopedic 
surgery,  or  general  surgery— which  includes  neurosurgery,  colon/rectal, 
cardiac/thoracic,  pediatric,  peripheral/vascular  or  plastic 
surgery— you  could  be  eligible  for  an  $8,000 
annual  stipend  in  the  Army  Reserves  New  Specialized 
Training  Assistance  Program. 

Tour  skills  in  one  of  these  specialties  are  worth  a lot  to  us, 
so  we  are  offering  you  the  opportunity  to  use  them  in  a variety  of 
challenging  settings,  from  major  medical  centers 
to  field  hospitals.  In  addition  to  your  salary  as  an  Army  Reserve 
Officer,  you  will  also  receive  a monthly  stipend. 

We  realize  that  a resident’s  schedule  is  hectic,  so  we  will  be  flexible 
about  the  hours  you  serve.  You  could  serve  as 
little  as  two  weeks  a year  now,  with  a small  obligation  later  on. 

If  you  would  like  more  information 
about  this  stipend  program,  or  about  other  medical  opportunities 
in  the  Army  Reserve,  call  tolhfree,  h800'USA'ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 
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The  True  Symbol  of  IVfedicine: 
One  Snake  or  Two? 

Lou  Carver 


The  caduceus,  a winged  rod  en- 
twined with  two  serpents,  has 
long  been  regarded  as  the  universal 
symbol  of  medicine.  And  yet  there 
is  also  the  Aesculpian  staff,  a single 
snake  entwined  around  the  knotty 
staff  of  Aesculapius,  the  Roman  god 
of  medicine  and  healing  (the  Greek 
Asklepios).  Which  is  the  true  sym- 
bol of  medicine? 

More  than  70  years  ago,  the  AM  A 
House  of  Delegates  adopted  the 
Aesculapian  staff  as  America’s 
medical  emblem.  In  1956,  during 
the  10th  Annual  Meeting  of  the 
World  Medical  Association  held  in 
Havana,  Cuba,  this  same  staff  was 
internationalized  as  the  symbol  of 
medicine. 

Caduceus  or  Staff  of  Aesculapius? 

Both  symbols  contain  the  snake, 
a creature  whose  ability  to  shed  its 
skin  and  start  life  anew  easily  ex- 
pressed the  mystical  imagination  of 
ancient  man.  From  India  to  Egypt, 
the  snake  motif  was  used  as  a mag- 
ical creature,  a force  of  both  good 
and  evil. 

According  to  legend,  the  Roman 
god  Mercury  (the  Greek  Hermes) 
was  given  a wand  to  carry  by  Apollo. 


Ms.  Carver  is  the  managing  editor  of  Medical  Bul- 
letin, the  quarterly  publication  of  the  Spokane 
County  Medical  Society,  Spokane,  Washington.  This 
article  is  reprinted  in  part  from  the  Fall  1987  issue 
of  that  publication. 
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(The  word  caduceus  is  a Latin  ad- 
aptation meaning  “herald’s  wand.”) 
In  the  beginning,  Mercury  was  por- 
trayed with  his  wand  and  winged 
traveling-hat  and  shoes  for  speed. 

Around  350  B.C.,  Mercury’s  wand 
appears  with  two  snakes  entwined 
and  wings  attached.  As  the  story  is 
told,  Mercury  had  come  upon  two 
serpents  fighting  and  separated 
them  with  his  wand.  The  serpents 
were  so  grateful  they  climbed  up 
the  wand  entwined  in  gratitude. 

Mercury  was  not  only  known  as 
a shrewd  messenger  for  the  gods 
but  also  as  the  patron  of  merchants, 
travelers,  and  thieves,  as  well  as  the 
god  of  exercise,  games,  and  luck. 
In  medicine,  he  was  known  for 
averting  plagues,  assisting  in  child- 
birth, healing  with  plants,  virility, 
and  sanity.  With  all  these  attributes 
to  one  god,  restricting  Mercury  to 
one  major  area  is  impossible. 

How  did  the  Roman  Aescula- 
pius become  connected  to 
the  medical  symbol?  Born  the  son 
of  Apollo,  Aesculapius  was  raised 
by  a centaur  (half  man,  half  horse) 
named  Chiron.  He  was  skilled  in 
medicine  and  taught  Aesculapius 
everything  he  knew.  All  the  legends 
that  can  be  traced  relate  Aesculap- 
ius exclusively  to  medicine. 

Aesculapius  carried  the  reputa- 
tion for  supernatural  healing  pow- 
ers. His  god-like  status  was  derived 
from  the  Greek  belief  that  people 
who  survived  an  illness  were  being 
resurrected  from  the  dead. 

While  visiting  a patient,  a snake 
coiled  itself  around  his  staff.  He 
killed  the  snake  and  then  another 
appeared  with  a herb-leaf  in  its 
mouth  which  restored  the  dead 
snake  to  life. 

By  around  200  B.C.,  over  200 
temples  in  Greece  had  been  dedi- 
cated to  Aesculapius.  They  were 
generally  constructed  in  grove-like 
areas,  with  the  sacred  serpents  re- 
sponsible for  the  selection  of  their 
locations.  Snakes  were  allowed  to 
roam  free  throughout  all  the  tem- 
ples. The  main  shrine  was  located 
at  Epidaurus.  It  v/as  thought  that 
sleeping  in  the  temple  would  bring 
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about  a cure.  The  method  of  treat- 
ment was  known  as  “incubation 
sleep.”  During  sleep,  the  gods 
would  manifest  themselves  into 
serpents,  which  visited  the  patients 
and  licked  their  diseased  body 
parts. 

In  the  Iliad,  Aesculapius’  two  sons 
were  mentioned  as  “physician-war- 
riors.” In  the  3rd  century  B.C.,  Athe- 
nian coins  bear  Aesculapius  head 
on  one  side  and  a serpent  on  the 
other.  Most  surprising,  Hippocrates 
is  registered  as  the  18th  descendant 
from  the  one  son  of  Aesculapius. 

Mercury  carried  a wand  with  two 
snakes,  and  Aesculapius  carried  a 
staff  with  one.  Both  had  direct  con- 
nections to  Apollo  and  were  syn- 
onymous with  healing.  It  is  easy  to 
see  how  significant  confusion  oc- 
curred in  symbolism. 

Current  Symbol  Recognition 

During  the  1500s,  both  symbols 
seemed  to  have  been  used  to  por- 
tray medicine.  Pharmacy,  chemis- 
try, and  medicine  were  not  clearly 
defined  yet.  Several  printers  took  the 
liberty  of  using  the  caduceus  as  the 
trademark  symbol  for  first  printings 
of  medical  works.  However,  around 
the  latter  part  of  the  1600s  medical 
medals  and  calling  cards  began  to 
feature  the  Staff  of  Aesculapius. 

The  most  demanding  use  of  the 
medical  symbol  is  related  to  mili- 
tary use.  French  medicine,  whether 
military  or  civilian,  has  always  used 
the  Staff  of  Aesculapius.  In  1868, 
the  German  military  adopted  it  as 
their  medical  symbol,  while  shortly 
afterward  the  Royal  Army  Medical 
Corps  of  England  followed  suit.  In 
all  of  Europe,  the  sole  medical  mil- 
itary use  of  the  caduceus  is  the 
Royal  Air  Force. 

In  1902,  the  U.S.  Army  Medical 
Department  established  the  cadu- 
ceus as  their  coat  of  arms;  the  Navy 
followed.  However,  the  Air  Force 
has  chosen  the  Aesculapius  Staff. 
It  seems  strange  that  U.S.  Army 
medicine  has  chosen  the  cadu- 
ceus, even  though  Mercury  was  not 
a physician. 

The  Aesculapius  Staff  has  more 
of  an  acceptance  on  a world-wide 
basis  than  in  our  country.  ■ 
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Nfessive  Orbital  and  Intracranial 
Teratoma  in  the  Newborn: 

A Case  Report 

Ran  Neiger,  M.D.,  Linda  M.  Sacks,  M.D. 


Abstract 

Severe  hydrocephalus  secondary  to  a massive  teratoma 
occupying  the  left  lateral  ventricle  and  protruding  iirom 
the  left  orbit  was  diagnosed  in  a newborn  infant.  A cranio- 
facial mass  had  been  initially  detected  during  labor  by  ul- 
trasound examination.  The  pathophysiology  of  teratomas  and 
the  clinical  course  and  ethical  issues  in  management  of  this 
child  are  discussed. 


Case  Report 

An  18-year-old 
primigravida 
with  an  uncom- 
plicated prenatal 
course  was  admit- 
ted to  a level  I hos- 
pital at  36  weeks 
gestation  with  rup- 
tured membranes 
and  vertex  presentation.  Because  of 
failed  pitocin  induction,  an  ultra- 
sound examination  was  obtained, 
revealing  the  presence  of  hydro- 
cephalus and  an  additional  facial 
lesion  initially  thought  to  be  a cystic 
hygroma.  The  patient  was  referred 
to  our  tertiary  care  institution.  Re- 
peat ultrasound  evaluation  con- 
I firmed  hydrocephalus  as  well  as  the 
! presence  of  a large  cranial  and  fa- 
I cial  mass.  The  patient  underwent  a 
primary  cesarean  section. 

I The  3.0  kg  male  infant  had  an 
! obvious  left  orbital  mass  and  severe 
hydrocephalus.  The  baby  had  no 
j spontaneous  respirations  and  was 
immediately  intubated.  Apgar 
scores  were  three  and  four  at  1 and 


5 minutes,  respectively.  Head  cir- 
cumference was  43  cm,  well  above 
the  95th  percentile.  The  left  side  of 
the  face  was  distorted  by  a spher- 
ical mass,  10  cm  in  diameter,  pro- 
truding from  the  left  socket  under- 
lying the  remnant  of  the  globe 
(Figure  1).  The  tumor  was  predom- 
inantly solid  to  palpation.  There 
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were  no  cutaneous 
lesions,  and  no 
other  anomalies 
were  noted. 

Extensive  evalu- 
ation by  a neona- 
tologist,  neurosur- 
geon, neurologist, 
ophthalmologist, 
and  radiologist 
concluded  that  the 
tumor  involved  the  entire  left  ce- 
rebral hemisphere  and  orbit.  The 
left  lateral  ventricle  was  obliterated. 
Obstructive  hydrocephalus  with 
marked  enlargement  of  the  right  lat- 
eral ventricle  and  massive  shift  of 
the  midline  structures  to  the  right 
were  present  on  CT  scan  (Figure  2). 
Skull  films  revealed  a non-dis- 
placed,  presumably  pathologic 
fracture  in  the  midportion  of  the  left 
superior  parietal  bone.  Respiratory 
compromise  was  attributed  to  brain 
stem  compression. 

The  presumptive  diagnosis  was 
teratoma,  possibly  malignant,  and 
certainly  inoperable.  The  dilemma 
of  postponing  the  infant’s  invevi- 
table  death  by  means  of  mechani- 
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Figure  1:  Teratoma  measured  10  cm  in  diameter.  Remnant  of  globe  is  seen  atop 
the  tumor. 


cal  ventilation  versus  withdrawal  of 
artificial  means  of  support  was 
carefully  explained  to  the  family  in 
a non-judgmental  manner.  The  pos- 
sibility of  discontinuation  of  heroic 
support  measures  was  offered.  It 
was  explained  that  even  if  the  ven- 
tilator were  discontinued,  all  other 
care  would  remain  the  same,  ex- 
cept for  efforts  at  resuscitation.  The 
possibility  that  the  infant  might  sur- 
vive even  after  withdrawal  of  me- 
chanical ventilation  was  also  dis- 
cussed. The  family  was  offered  the 
opportunity  to  obtain  a “second 
opinion”  at  another  tertiary  care  fa- 
cility. The  child’s  poor  prognosis 
for  life  and  neurologic  develop- 
ment, with  or  without  surgery,  and 
the  likelihood  of  multiple  craniofa- 
cial and  neurosurgical  procedures 
was  presented. 

At  the  end  of  the  second  day  of 
life,  the  parents,  with  full  support 
of  their  families,  attending  physi- 
cians, and  baby’s  primary  nurses, 
elected  to  discontinue  the  respira- 
tor. Oxygen  therapy,  intravenous 
fluids,  and  nursing  care  under  a ra- 
diant warmer  were  continued.  Fam- 
ily members  took  turns  holding  the 
baby  until  he  died  several  hours 
later. 

Autopsy  confirmed  the  pres- 
ence of  a large  teratoma  aris- 
ing from,  the  orbit,  extending  into 
the  optic  tunnel  and  lateral  ventri- 
cle. Microscopic  sections  showed 
background  of  embryonic  type  tis- 
sue with  islands  of  cartilage,  bone, 
nerves,  glandular  and  ciliated  col- 
umnar epithelium.  The  histology 


was  well  differentiated,  and  the  tu- 
mor compressed  rather  than  in- 
vaded adjacent  tissue.  Chromo- 
somal analysis  of  peripheral  blood 
leukocytes  was  normal. 

A telephone  conference  was  held 
with  the  parents  several  weeks  after 
the  child’s  death.  The  purpose  of 
this  call  was  to  reaffirm  the  appro- 
priateness of  the  family’s  decision, 
to  explain  autopsy  findings,  and  to 
explore  the  family’s  grieving  proc- 
ess. This  type  of  death  consultation 
is  offered  to  all  parents  and  is  nor- 
mally held  in  the  physician’s  office, 
but  distance  prevented  the  parents 
from  coming  to  the  hospital.  Five 
months  after  the  baby’s  death,  a let- 


The  modern  neonatal 
intensive  care  unit  is 
replete  with  the 
technology  to  prolong 
life  indefinitely,  even  at 
a near-vegetative  level. 
The  futility  and 
immorality  of  such 
action  in  the  eyes  of 
many  physicians, 
ethicists,  and  parents 
was  highlighted  in  the 
recent  struggle  over 
the  so-called  ^^Baby 
Doe’’  legislation. 


ter  thanking  our  staff  for  the  care 
and  support  given  them  and  their 
child  was  received. 

Discussion 

Teratomas  are  tumors  arising 
from  gonadal  and  germ  cell  origin. 
More  than  50%  of  all  teratomas  are 
sacrococcygeal,  although  they  oc- 
cur commonly  in  the  gonads  as 
well.’  When  growing  in  extra  go- 
nadal sites  they  represent  aberra- 
tions in  the  migration  of  germ  cells 
from  the  yoke  sac  into  the  devel- 
oping fetus.  They  are  uncommon  in 
infancy,  occurring  at  the  rate  of  1 
per  14,000  live  births.^  The  age  in- 
cidence initially  peaks  below  the 
age  of  2 years,  and  half  of  these 
early  cases  are  diagnosed  during 
the  first  month  of  life.’  The  second 
peak  incidence  occurs  after  the  age 
of  6 in  females  (ovarian)  and  after 
the  age  of  14  in  males  (testicular).’ 
Teratomas  contain  elements  de- 
rived from  all  three  embryonic  germ 
layers.  Benign  teratomas  have  been 
described  in  many  organ  systems 
including  facial  and  intracranial 
teratomas.  When  occurring  as 
masses  in  unusual  body  loci,  these 
congenital  tumors  can  present  a 
diagnostic  problem  and  may 
sometimes  necessitate  emergency 
treatment.^'^  Successful  surgical  re- 
section of  the  tumor  depends  on 
the  site  and  involvement  of  critical 
structures.’®’’ 

The  case  presented  here  was  not 
a diagnostic  dilemma.  Rather,  the 
difficulty  lay  in  choosing  appropri- 
ate management  of  this  severely  af- 
fected newborn.  The  modern  neo- 
natal intensive  care  unit  is  replete 
with  the  technology  to  prolong  life 
indefinitely,  even  at  a near-vegeta- 
tive level.  The  futility  and  immoral- 
ity of  such  action  in  the  eyes  of  many 
physicians,  ethicists,  and  parents 
was  highlighted  in  the  recent  strug- 
gle over  the  so-called  “Baby  Doe” 
legislation.®  The  federal  govern- 
ment attempted  via  legislation  to 
assure  equal  treatment  under  the 
law  for  all  handicapped  newborns. 
Many  pediatricians  believed  the  rul- 
ing compelled  them  to  forcibly  keep 
alive  infants  so  severely  damaged 
that  they  could  not  be  expected  to 
become  participants  in  society  even 
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if  they  sumved.^'  Nullification  of 
1983  “Baby  Doe”  legislation  by  the 
United  States  Supreme  Court  re- 
turned responsibility  for  decision 
making  for  children  for  whom  life- 
saving therapies  are  available  but 
for  whom  the  ultimate  long-term 
benefit  to  the  infant  of  such  therapy 
is  questionable  to  parents  and  phy- 
sicians."- 

Whereas  the  adult’s  right  to  re- 
fuse life-saving  treatment  is 
rooted  in  the  principle  of  self-de- 
termination and  the  constitutional 
right  to  privacy,  life-and-death  de- 
cisions regarding  infants  are  based 
on  the  “best  interests”  of  the  child. 
In  some  circumstances,  it  is  pos- 
sible that  the  best  interests  of  a mul- 
tihandicapped child  is  a dignified 
death,  rather  than  prolonged  life  in 
an  intensive  care  environment.'^  In 
addition,  the  courts  have  ruled  that 
in  cases  where  it  is  impossible  to 
determine  the  patient’s  wishes 
(such  as  a newborn),  a legal  so- 
lution may  be  a pure  objective  test: 

I support  can  be  withdrawn  where 
I the  burden  of  life  clearly  and  mark- 
edly outweighs  its  benefits,  and  the 
patient  suffers  from  such  severe  and 
unavoidable  pain  that  continuing  to 
treat  is  inhumane.'^- Although  in 
this  case  both  child’s  physicians 
and  parents  concurred  in  the  de- 
cision to  withdraw  life  support, 
there  are  instances  when  parent- 
physician  or  interphysician  dis- 
agreement as  to  the  best  course  of 
treatment  (or  non-treatment)  of  ter- 
minally ill  infants  exists.  In  such 
cases,  a hospital  bioethics  com- 
i mittee  can  be  of  great  assistance, 
although  its  decisions  are  not  le- 
gally binding.'®  Only  in  unusual 
cases  it  is  necessary  to  resort  to  the 
courts.'^ 

The  decision  to  terminate  life 
support  or  not  to  institute  “heroic 
measures”  on  behalf  of  a patient  is 
not  a decision  to  abandon  the  in- 
fant or  his  family.  It  is  critical  to  the 
physician-parent  relationship,  and 
for  the  parents  emotional  well- 
being, that  it  not  be  interpreted  as 
such.  A plan  of  continued  care  for 
the  baby  must  be  outlined  as  part 
I of  the  decision,  regardless  of 
I whether  life  support  systems  are 
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Figure  2:  CAT  scan  obtained  at  8 hours  of  age  shows  intra-  and  extracranial 
tumor  mass  with  destruction  of  entire  left  hemisphere  and  most  of  right  hemi- 
sphere. 


continued  or  terminated.  The 
professional  staff,  including  the 
physicians,  must  be  committed  to 
continued  emotional  support  for  the 
family,  regardless  of  the  decision. 

Summary 

In  the  present  case  of  a neonate 
with  a life-threatening,  inoperable, 
craniofacial  tumor,  a multidiscipli- 
nary team  of  attending  physicians, 
after  careful  evaluation,  presented 
the  situation  to  the  newborn’s  fam- 
ily. Management  alternatives  and  the 
prognosis  of  the  infant  were  dis- 
cussed, and  the  option  of  a “second 
opinion”  in  another  institution  was 
offered.  The  possibility  of  discon- 
tinuation of  heroic  life  support 
measures  was  brought  up  by  the 
physicians.  The  ventilator,  in  the 
absence  of  a plan  for  surgical  treat- 
ment, was  presented  as  the  instru- 
ment of  prolonging  dying,  rather 
than  of  prolonging  or  saving  life. 
When  the  parents  elected  to  dis- 
continue mechanical  ventilation, 
continued  support  in  the  form  of 
oxygen,  intravenous  fluids,  envi- 
ronmental temperature  control,  and 
skilled  nursing  care  was  provided. 
These  modalities  were  viewed  as 
not  postponing  inevitable  death  but 
providing  comfort  to  the  patient. 
Emotional  support  for  the  family 
during  this  period  was  provided  by 
nursing  staff  and  attending  physi- 
cians. This  action  allowed  a natural 
death  with  no  additional  prolonged 
suffering  for  the  baby. 


References 

1 . Avery  GB.  Neonatology:  Pathophysiology  and 
Management  of  the  Newborn,  2nd  edition,  Phila- 
delphia: JB  Lippincott,  1981,  p.  860-861. 

2.  Naor  N,  Merlob  P,  Heilbronn  Y,  et  al.  Cervico- 
occipital  teratoma  in  the  newborn  infant.  Case  re- 
port. J Neurosurg  1987;67:301-303. 

3.  Cairo  MS,  Grosfield  JL,  Weetman  RM.  Gastric 
teratoma:  unusual  cause  for  bleeding  of  the  upper 
gastrointestinal  tract  in  the  newborn.  Pediatr 
1981;67:721-724. 

4.  DeGetter  B,  Kretz  JG,  Nisand  1,  et  al.  Intra- 
pericardial  teratoma  in  a newborn  infant:  use  of 
fetal  echocardiography.  Ann  Thorac  Surg 
1983;35:664-666. 

5.  Diaz  JH,  Stedman  PM,  LeTard  FX.  Perioper- 
ative management  of  newborn  pharyngeal  terato- 
mas. Anesthesiology  1984;61:608-610. 

6.  Deenadayalu  RP,  Tuuri  D,  Dewall  RA,  et  al. 
Intrapericardial  teratoma  and  bronchogenic  cyst. 
Review  of  literture  and  report  of  successful  surgery 
in  infant  with  intrapericardial  teratoma.  J Thorac 
Cardiovascular  Surg  1974;67:945-952. 

7.  Lintermans  JP,  Schoevaertds  JC,  Fiasse  L,  et 
al.  Intrapericardial  teratomas.  A curable  cause  of 
cardiac  tcimponade  in  infancy.  Clin  Ped  1973;12:316- 
318. 

8.  Department  of  Health  and  Human  Services: 
Child  Abuse  and  Neglect;  Prevention  and  Treat- 
ment Program  (45  CFR  Part  1340).  Federal  Register 
1985;  50  (April  15)  14878-14901. 

9.  Angel  M.  Handicapped  children:  Baby  Doe 
and  Uncle  Sam.  New  Engl  J Med  1983;309:659-661. 

10.  Annas  GJ.  Discriminating  the  Baby  Doe  Leg- 
islation. Hastings  Center  Rep  1983;13:14-16. 

1 1 . Bowen  v.  American  Hospital  Association  1 06 
S.  Ct.  2101  1986. 

12.  Todres  ID,  Guillemin  J,  Grodin  M et  al.  Life- 
saving therapy  for  newborns:  A questionnaire  sur- 
vey in  the  state  of  Massachusetts.  Pediatr 
1988;81:643-649.- 

13.  Proud  VK.  Message  from  a multihandi- 
capped child.  Pediatr  1987;80:597. 

14.  Weissberg  C,  Hartz  J.  The  life  support  case: 
a court  update  on  the  feeding  issue.  Rev  Fed  Am 
Hosp  1985;18:46-50. 

15.  Miraie  ED,  Mahowald  MB.  Withholding  nu- 
trition from  severely  ill  newborn  infants:  a parents 
perspective.  J Pediatr  1988;113:262-265. 

16.  American  Academy  of  Pediatrics  Committee 
of  Bioethics:  Treatment  of  critically  ill  newborns. 
Pediatrics  1983;72:565-566. 

17.  In  re  L.  H.  R.,  253  Ga.  439,(1984),  321  S.E.2'' 
716.  ■ 


813 


MRI  UPDATE 


Figure  1 


Figure  3 


Clinical  information: 

Recently,  there  has  been  much 
discussion  in  the  literature  of  the 
neurological  symptoms  caused 
by  the  spirochete  borrelia 
burgborferi.  The  disease  is 
transmitted  by  a tick  bite  and  is 
associated  with  clinical 
symptoms  of  headaches, 
multiple  arthralgias,  and  non- 
specific neurological  symptoms. 
Given  the  appropriate  clinical 
history,  a diagnosis  of  Lyme 
disease  can  readily  be  confirmed 
by  an  MR  scan. 

Findings:  Figure  l is  a 

T2-weighted  axial  image 
through  the  brain.  Abnormal 
focal  areas  of  increased  signal 
intensity  can  be  identified  within 
the  centrum  semiovale 
bilaterally  (small  arrows).  These 
lesions  are  primarily  located 
within  the  white  matter  but  are 
of  differing  sizes.  Figure  2 is  also 
an  axial  image  through  the  brain 
but  at  a level  through  the  lateral 
ventricles.  This  section  shows  a 


lesion  located  within  the  medial 
gray  matter  of  the  right  frontal 
lobe  anterior  to  the  corpus 
collosum  (large  arrow). 
Additional  areas  of  abnormal 
increased  signal  intensity  can  be 
identified  adjacent  to  the 
occipital  horns,  in  the  gray -white 
matter  interface  of  the  left 
parietal  operculum  (small 
arrow),  and  in  the  deep  white 
matter  of  the  frontal  lobes  in  the 
region  of  the  anterior  corona 
radiata  (arrowheads).  Figure  3 is 
through  the  posterior  fossa  as 
well  as  the  lower  frontal  and 
temporal  lobes.  Abnormal  areas 
of  increased  signal  intensity  are 
demonstrated  in  the  left  anterior 
pons  (large  arrow)  in  the  anterior 
right  temporal  lobe  (small 
arrow),  in  the  right  cerebellar 
peduncle  (arrowhead),  and  in  the 
medial  right  temporal  lobe 
(curved  arrow). 

The  MR  images  clearly 
demonstrate  the  predominantly 
white  matter  involvement,  multi- 
focal nature,  and  the  absence  of 


mass  effect  associated  with  these 
lesions.  In  the  absence  of  clinical 
history,  the  MR  appearance 
would  be  most  consistent  with  a 
demyelinating  process  such  as 
multiple  sclerosis.  However,  as 
this  case  presented  in  a nine  year 
old  male  following  exposure  to 
ticks,  the  differential  diagnosis 
becomes  that  of  Lyme  disease. 
The  diagnosis  was  further 
confirmed  by  the  findings  of 
similar,  although  less  extensive 
lesions,  in  the  patient’s  sibling. 

Comment:  The  patient  in  the 
case  above  had  a CT  scan  prior 
to  the  MR  study  which  was 
negative.  This  case  clearly 
demonstrates  the  increased 
sensitivity  of  MR  over  CT  in 
detection  of  white  matter 
processes.  However,  the  case  also 
demonstrates  the  relative  non- 
specificity of  the  findings.  In  this 
case,  the  clinical  history  was 
most  important  in  determining 
the  true  etiology  of  the  patient’s 
findings. 
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Antiphosphdipid 
Antibodies  in  Stroke 

I David  C.  Hess,  M.D.,  Robed  J.  Adams,  M,D,,  Fenwick  T.  Nichois,  M.D, 
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STROKE  REMAINS  the  third  leading 
cause  of  mortality  in  the  United 
States.  Despite  greater  awareness 
of  the  role  of  cardiac  embolism  in 
stroke  and  technologic  advances  to 
help  determine  etiologies,  24%  of 
ischemic  cerebral  infarctions  re- 
main of  unknown  cause.’  A prom- 
ising new  avenue  of  research  is  the 
investigation  into  the  role  of  anti- 
phospholipid antibodies  and  hy- 
percoagulability in  stroke.  This 
represents  a newly  discovered  im- 
munologically  mediated  cause  of 
stroke. 

Background 

Antiphospholipid  antibodies  are 
circulating  immunoglobins  usually 
of  the  IgG  or  IgM  class,  but  occa- 
sionally IgA,  directed  at  negatively 
charged  phospholipids. ^ At  the 
present  time,  they  are  detected  by 
one  of  three  clinical  tests:  rapid 
plasma  reagin  (RPR),  lupus  anti- 
coagulant, and  anticardiolipin 
assay.^  These  tests  measure  over- 
lapping populations  of  immuno- 
globulins with  closely  related 
antigenic  specificities.  The  con- 
cordance rate  between  the  anticar- 
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A promising  new 
avenue  of  research  is 
investigating  the  role  of 
antiphospholipid 
antibodies  and 
hypercoagulability  in 
stroke.  This  represents 
a newly  discovered 
immunologically 
mediated  cause  of 
stroke. 


diolipin  assay  and  lupus  anticoag- 
ulant is  65%,  and  between  these 
and  the  RPR  25%.^ 

The  least  sensitive  indicator  of 
antiphospholipid  antibodies  is  the 
RPR.  A variety  of  tests  have  been 
developed  to  detect  reagin,  or  the 
nonspecific  treponema  antibody. 
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beginning  with  the  Wasserman  test 
in  1906  and  later  the  VDRL.^  It  has 
been  established  that  the  antigen 
bound  by  reagin  is  an  acidic  phos- 
pholipid, obtained  by  alcohol  ex- 
traction of  ox  heart  muscle.®  This 
has  been  named  cardiolipin. 

During  widespread  screening  of 
both  military  and  nonmilitary  pop- 
ulations during  World  War  11,  it  be- 
came evident  that  a number  of  peo- 
ple had  positive  tests  for  syphilis 
without  any  clinical  evidence  of 
disease.’'  With  the  development  of 
a specific  test  for  treponema  palli- 
dum in  1949,  the  treponemal  im- 
mobilization test,  it  became  clear 
that  these  were  false-positive  reagin 
tests.’’  In  a study  of  these  false-pos- 
itive reactors,  it  was  found  that  there 
were  two  groups.®  The  first  had 
transient  false-positive  tests  and 
generally  had  intercurrent  infec- 
tion. The  second  group  had  chronic 
false-positive  tests  and  usually  had 
autoimmune  disease,  such  as  sys- 
temic lupus  erythematosis  (SLE), 
hemolytic  anemia,  and  rheumatoid 
arthritis.®  These  patients  often  had 
positive  ANA  tests,  and  some  had 
thrombosis. 
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The  link  between  false-positive 
syphilis  tests  and  the  lupus  anti- 
coagulant was  made  by  Conley  and 
Hartmann^  in  the  first  discription  of 
a circulating  anticoagulant  in  SLE. 
Originally  described  in  SLE,  the  lu- 
pus anticoagulant  has  subse- 
quently been  found  in  association 
with  drugs  (notably  chlorproma- 
zine’*^),  the  puerperium,”  other  au- 
toimmune diseases,’^  neoplasia, 
HIV  infection,'^  and  other  infec- 
tions.'^ It  is  an  antibody  directed 
against  the  phospholipid  compo- 
nent of  the  prothrombin  activator 
complex.'®  Consequently,  it  inter- 
feres with  all  phospholipid  depend- 
ent coagulation  tests.  While  “in  vi- 
tro” it  behaves  as  an  anticoagulant 
and  can  prolong  the  standard  ac- 
tivated partial  thromboplastin  time 
(PIT)  and  prothrombin  time  (PT); 
“in  vivo,”  paradoxically,  it  is  asso- 
ciated with  hypercoagulability."' 

In  patients  with  SLE,  it  has  been 
found  to  be  a marker  of  the  subset 
of  patients  with  thrombotic  events.'® 


In  the  past  5 years,  a 
particularly  strong  link 
has  been  found 
between  the  lupus 
anticoagulant  and 
cerebrovascular  disease 
in  both  SLE  and  non- 
SLE  patients. 


These  include  peripheral  deep  vein 
thrombosis,'®  superficial  vein 
thrombosis,^®  axillary  and  subcla- 
vian thrombosis,'®  Budd  Chiari  Syn- 
drome,mesenteric  vein  and  artery 
thrombosis, 22  myocardial  infarc- 
tion,2®  and  cerebral  ischemia.22  Of 
patients  with  a lupus  anticoagulant, 
94%  will  have  a prolonged  PTT,  and 
33®/o  a prolonged  PT.22  In  order  to 
differentiate  a prolonged  PT  sec- 
ondary to  a coagulation  factor  de- 
ficiency from  that  secondary  to  an 
anticoagulant,  a 1;1  mix  of  the  pa- 


tient’s plasma  is  performed  with 
normal  plasma.  A failure  of  the  PTT 
to  correct  is  presumptive  evidence 

of  an  anticoagulant."’’ '®' 23  More 

specific  tests  to  determine  whether 
this  is  a lupus  anticoagulant  or  an- 
other type  of  anticoagulant  (such  as 
factor  VIII  antibodies  in  hemophil- 
iacs) include  the  tissue  thrombo- 
plastin inhibition  test  and  platelet 
neutralization  tests.^® 


Clinical  Features 

In  the  past  5 years,  a particularly 
strong  link  has  been  found  between 
the  lupus  anticoagulant  and  cere- 
brovascular disease  in  both  SLE  and 
non-SLE  patients.  This  is  largely  de- 
rived from  case  reports  and  retro- 
spective clinical  analyses  of  SLE  pa- 
tients found  to  have  the  lupus 
anticoagulant. 

Hart,®''  in  a retrospective  analysis 
of  145  young  adults  with  cerebral 
infarction,  identified  the  lupus  an- 
ticoagulant in  six  (4%).  Four  of 
these  patients  met  the  American 
Rheumatism  Association  (ARA)  cri- 
teria for  SLE.2®  In  61  of  their  patients 
with  a lupus  anticoagulant,  Ver- 
mylen®  identified  nine  cases  of  ce- 
rebral infarction  in  relatively  young 
patients  (five  men  age  59  ± 4;  four 
women  average  age  49  ± 4 years). 
Gastineau®®  surveyed  219  patients 
with  the  lupus  anticoagulant  and 
found  seven  patients  with  “carotid/ 
cerebrovascular”  infarction.  Six  of 
these  patients  had  SLE.  Fisher®®  re- 
ported six  patients  with  cerebral  in- 
farction and  one  with  a transient 
ischemic  attack,  all  of  whom  had 
the  lupus  anticoagulant.  Three  of 
these  patients  had  thrombocyto- 
penia, and  only  one  met  the  ARA 
criteria  for  SLE.  Landi®'’  described 
two  young  women  with  recurrent 
cerebral  and  ocular  ischemia  in  as- 
sociation with  the  lupus  anticoag- 
ulant. Yagnik"  described  a young 
postpartum  patient  who  developed 
a cerebral  infarction  secondary  to 
a right  internal  carotid  artery  occlu- 
sion in  the  presence  of  the  lupus 
anticoagulant. 

An  association  with  verrucous 
endocarditis  was  noted  by  D’Alton®® 
who  reported  a young  adult  with 


SLE  who  had  a left  hemispheric  in- 
farction and  recurrent  transient  is- 
chemic attacks.  Echocardiogram 
revealed  findings  compatible  with 
aortic  regurgitation  and  thickening 
of  the  endocardium  in  the  sub-mi- 
tral valve  area  and  of  the  anterior 
mitral  valve  leaflet.  Jacobsen®®  noted 
a familial  occurrence  when  he  de- 
scribed two  brothers,  both  with  re- 
current cerebral  infarctions  and  the 
lupus  anticoagulant. 


Livedo  reticularis  is  a 
blanching  reddish 
purple  rash  on  the 
extremities  seen  in 
association  with 
connective  tissue 
disorders,  cholesterol 
emboli,  Raynaud’s 
phenomena,  and, 
importantly,  with  the 
primary 

antiphospholipid 

syndrome. 


Levine,®®  adding  eight  personally 
observed  patients  and  summarizing 
previously  reported  cases,  found 
that  lupus  anticoagulant-related 
strokes  occurred  at  a relatively 
young  age  (39  years).  There  was  a 
female  preponderance,  and  34%  of 
the  patients  had  SLE.  Some  of  the 
remaining  patients  had  “lupus-like” 
illnesses.  There  was  frequently  as- 
sociated thrombocytopenia,  livedo 
reticularis,  a history  of  venous 
thrombosis,  and  spontaneous 
abortions.  Many  patients  also  had 
amaurosis  fugax.  Reviewing  the  re- 
ported angiograms  of  these  pa- 
tients, Levine  noted  that  they  were 
either  normal  or  demonstrated  large 
vessel  or  branch  occlusions. 

With  the  development  of  a ra- 
dioimmunoassay to  detect  and 
measure  anticardiolipin  antibody  in 
1983,  Harris®'  linked  the  presence 
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The  primary  antiphospholipid  antibody  syndrome  shares  clinical  and  labo- 
ratory features  with  SLE,  Sneddon 's  syndrome,  and  other  collagen  vascular 
diseases. 


of  the  anticardiolipin  antibody  to 
thrombosis  in  SLE  patients.  Of  his 
15  patients  with  the  highest  anti- 
cardiolipin titer,  there  were  five  ce- 
rebral thromboses.  Futher  refine- 
ment of  techniques  led  to  the 
availability  of  an  ELISA  tesF  to  de- 
tect anticardiolipin  antibodies.  An 
international  conference  found  it  to 
be  accurate,  reproducible,  and  in 
accordance  with  the  results  of  the 
radio  immunoassay.^^  Since  the  in- 
troduction of  these  tests,  there  have 
been  a series  of  reports  of  anticar- 
diolipin antibodies  in  stroke  pa- 
tients. 

Some  of  these  reports  highlight 
the  discordancy  between  the  anti- 
cardiolipin assay  and  the  lupus  an- 
ticoagulant test.  Levine^^  reported 
three  patients  with  cerebral  infarc- 
tion and  anticardiolipin  antibody 
who  had  undetectable  lupus  anti- 
coagulant activity.  The  first  case  was 
in  a 44-year-old  woman  who  had 
four  cerebral  infarctions  in  the  set- 
ting of  a thymoma.  The  second  pa- 
tient was  a 29-year-old  woman  with 
SLE  who  sustained  multiple  cere- 
bral infarctions.  The  third  patient 
was  a 56-year-old  man  with  a his- 
tory of  femoral  artery  thrombosis 
who  experienced  mesenteric  artery 
thrombosis  and  a right  fronto-pa- 
rietal cerebral  infarction.  CoulE'*  re- 
ported four  patients  without  SLE  and 
without  the  lupus  anticoagulant,  all 
of  whom  had  multiple  cerebral  in- 
farctions and  dementia  in  associ- 
ation with  high  anticardiolipin  ti- 
ters by  ELISA  test. 

In  a recently  published  collec- 
tion of  35  case  reports  of  cerebro- 
j vascular  disease  and  antiphospho- 
lipid antibodies,  10  patients  were 
found  to  have  these  antibodies  in 
‘ the  absence  of  SLE.^^  These  pa- 
tients were  young  (mean  age  38 
years)  and  often  had  migraine,  li- 
vedo reticularis,  low  titer  ANA,  and 
echocardiographic  abnormalities. 
The  concept  of  a primary  antiphos- 
pholipid syndrome  has  emerged, 
i distinct  from  SLE  but  with  some 
i overlapping  features  (Figure  1). 
fc  These  patients  will  typically  present 
i with  strokes  and  transient  ischemic 
attacks  as  their  first  manifestation. 
Many  will  have  multiple  strokes 
(Figure  2). 


A high  prevalence  of  echocar- 
diographic abnormalities  has 
been  noted  in  patients  with  anti- 
phospholipid antibodies. Typi- 
cally there  is  thickening  of  the  mi- 


tral and  aortic  valves,  and  at  times 
discrete  vegetations  are  noted.  In  a 
pathologic  study  of  cardiac  valves 
in  patients  with  antiphospholipid 
antibodies,  there  was  evidence  of 


Coronal  MR/  depicting  both  left  and  right  hemisphere  infarcts  in  a young 
patient  with  primary  antiphospholipid  syndrome. 
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organizing  thrombus.^®  Similar  to 
Libman-Sacks  endocarditis,^^  this  is 
most  marked  on  the  ventricular  sur- 
face of  the  mitral  valve  and  the 
neighboring  endocardium.  Besides 
being  a source  of  embolic  material, 
this  process  can  lead  to  valve  mal- 
function and  require  valve  replace- 
ment.^® A form  of  nonbacterial 
thrombotic  endocarditis  and  prob- 
ably identical  to  Libman-Sacks  en- 
docarditis, these  abnormalities  are 
thought  to  reflect  an  underlying 
prothrombotic  state.®®  At  the  Medi- 
cal College  of  Georgia,  we  have  seen 
four  young  patients  with  strokes  and 
thickening  of  the  mitral  and  aortic 
valve  echocardiographically.  These 
patients  all  fit  into  the  category  of 
primary  antiphospholipid  syn- 
drome. Two  had  migraine,  all  four 
had  thrombocytopenia,  and  one  had 
livedo  reticularis. 


Women  with  prior 
spontaneous  abortions 
and  antiphospholipid 
antibodies  have  had 
successful  pregnancies 
after  treatment  with 
prednisone  and  aspirin. 


Livedo  reticularis  is  a blanching 
reddish  purple  rash  usually  found 
on  the  extremities.  It  is  seen  in  as- 
sociation with  connective  tissue 
disorders,  cholesterol  emboli,  Ray- 
naud’s phenomena,  and,  impor- 
tantly, with  the  primary  antiphos- 
pholipid syndrome.  The  associ- 
ation between  livedo  reticularis  and 
stroke  has  been  known  as  Sned- 
don’s Syndrome.^®  These  patients 
are  often  young  women,  and  many 
have  had  multiple  strokes.  It  now 
seems  apparent  that  some  of  these 
cases  are  associated  with  anti- 
phospholipid antibodies.®®’ 
Amaurosis  fugax  and  ocular  is- 
chemia have  also  been  found  in  as- 
sociation with  antiphospholipid 
antibodies.'’®  These  patients  are  typ- 
ically young,  hc''f  had  multiple  at- 


tacks and  generally  have  no  evident 
carotid  artery  disease.  Many  have 
had  “splinter”  hemorrhages  at  their 
nail  beds.  In  addition,  that  subset 
of  SLE  patients  with  retinal  is- 
chemia and  infarction  has  been 
shown  to  have  a high  prevalence  of 
antiphospholipid  antibodies.'’® 


Mechanism  of  Stroke 

The  mechanism  of  stroke  in  pa- 
tients with  antiphospholipid  anti- 
bodies is  not  always  clear.  Angiog- 
raphy has  in  general  documented 
either  large  artery  occlusion  (i.e., 
internal  carotid  artery),  branch  oc- 
clusions, or  has  been  normal.®® 
“Beading”  of  the  arteries  to  suggest 
arteritis  has  only  been  reported 
once.®®  As  these  patients  often  have 
cardiac  valvular  abnormalities,  it  is 
quite  probable  that  the  branch  oc- 
clusions seen  on  angiogram  rep- 
resent emboli  from  a cardiac 
source. 

There  is  little  information  con- 
cerning the  pathologic  examination 
of  the  involved  vessels.  In  one  re- 
port of  an  examined  occluded  com- 
mon iliac  artery  in  a patient  with 
symptomatic  cerebrovascular  dis- 
ease, new  and  organized  thrombus 
formation  was  seen  pathologi- 
cally.'’'’ There  was  no  evidence  of 
vasculitis.  In  another  patient  with 
an  aortic  occlusion  and  antiphos- 
pholipid antibodies  (positive  anti- 
cardiolipin  and  positive  lupus  an- 
ticoagulant tests),  noninflammatory 
intimal  thickening  and  thrombus 
were  found  in  the  aorta.'’®  In  the  only 
published  pathologic  case  of  a ce- 
rebral vessel,  a thrombosed  cere- 
bral arteriole  without  inflammation 
was  seen.'’®  The  limited  pathologic 
material  from  anticardiolipin  anti- 
body-related  thrombosis  therefore 
indicates  a noninflammatory  vas- 
culopathy. 

The  mechanism  by  which  anti- 
phospholipid antibodies  produce 
thrombosis  is  unknown.  Carreras^^ 
has  suggested  that  antiphospholip- 
id antibodies  interfere  with  pros- 
tacyclin production  and  cites  ex- 
perimental evidence  in  which  a 
patient’s  IgG  fraction  inhibited  re- 
lease of  prostacyclin  in  rat  aortic 


tissue  in  vitro.  This  has  been  con- 
firmed by  others.’®- ‘’®  An  alternative 
hypothesis  has  been  forwarded  by 
Comp  et  al.,'’®  in  which  antiphos- 
pholipid antibodies  produce  inhi- 
bition of  thrombomodulin,  an  en- 
dothelial cofactor  in  the  activation 
of  protein  C by  thrombin.  They  re- 
ported inhibition  of  human  throm- 
bomodulin by  an  IgG  fraction  of  two 
patients  with  lupus  anticoagulant. 
This  would  serve  to  diminish  the 
inhibition  of  the  coagulation  sys- 
tem by  protein  C and  lead  to  a 
“functional”  protein  C deficiency. 
Protein  C deficiency  has  been 
clearly  linked  to  a prothomobotic 
state.  Still  others  have  suggested  that 
antiphospholipid  antibodies,  by 
binding  to  platelets,  increase  their 
adhesiveness  and  thereby  promote 
platelet  aggregation.®® 

Prevalence  of  Antiphospholipid 
Antibodies 

A number  of  prevalence  studies 
of  anticardiolipin  antibodies  in  SLE 
patients  have  been  done.  Sturfelt,®’ 
using  the  ELISA  test,  found  anticar- 
diolipin antibody  in  54%  of  unse- 
lected SLE  patients.  Although  a sta- 
tistically significant  correlation  with 
thrombosis  was  not  found  here,  the 
observation  was  made  that  all  the 
strokes  occurred  in  patients  with 
very  high  anticardiolipin  titers. 
Cronin®®  studied  a group  of  64  SLE 
patients  selected  for  clinical  find- 
ings associated  with  anticardiolipin 
antibody  (i.e.,  spontaneous  abor- 
tion, thromboses,  thrombocyto- 
penia). The  most  striking  finding  in 
this  study  was  the  strong  correla- 
tion between  cerebrovascular  dis- 
ease and  high  titers  of  IgG  anticar- 
diolipin antibody. 


Echocardiography 
should  be  performed 
on  all  stroke  patients 
with  antiphospholipid 
antibodies,  with  special 
attention  to  the  aortic 
and  mitral  valves. 
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While  prevalence  studies  of  an- 
ticardiolipin  antibody  have  been 
done  in  SLE  patients,  there  have 
been  no  large  scale  published  stud- 
ies of  the  prevalence  of  anticardi- 
olipin  antibody  and  lupus  antico- 
agulants in  an  unselected  stroke 
population.  In  a group  of  706  nor- 
mal blood  donors,  5%  were  found 
to  have  a positive  anticardiolipin 
assay  by  ELISA.^^  In  a study  of  800 
patients  with  thrombosis  of  all 
types,  the  prevalence  of  the  lupus 
anticoagulant  was  less  than  2%.^° 
Harris^"^  found  a positive  anticardi- 
olipin antibody  in  two  of  25  elderly 
patients  he  studied  with  stroke  but 
in  none  of  30  controls.  Brey^®  stud- 
ied 16  young  patients  with  cerebral 
ischemia  and  found  that  4 of  1 6 had 
a positive  anticardiolipin  antibody. 
Eight  of  the  16  had  an  abnormal 
kaolin  clotting  time,  an  indicator  of 
the  lupus  anticoagulant.  Kushner'^® 
has  found  that  in  48  patients  with 
cerebral  ischemia,  47%  had  either 
an  abnormal  tissue  thromboplastin 
inhibition  test,  indicating  a lupus 
anticoagulant  or  a positive  anticar- 
diolipin assay.  At  the  Medical  Col- 
lege of  Georgia,  we  are  presently 
engaged  in  a study  to  determine  the 
prevalence  of  antiphospholipid  an- 
tibodies in  a stroke  population. 


Antiphospholipid 
antibodies  should  be 
searched  for  in  any 
young  stroke  patients 
and  in  all  stroke 
patients  with 
thrombocytopenia,  a 
past  history  of  venous 
thrombosis  or 
spontaneous  abortion, 
livedo  reticularis, 
connective  tissue 
disease  symptoms,  and 
migraine. 


Treatment 

There  is  no  controlled  study  eval- 
uating the  treatment  in  patients  with 
antiphospholipid  antibodies  and 
stroke.  An  association  has  been 
found  between  antiphospholipid 
antibodies  and  spontaneous  abor- 
tions.®’’ The  basis  for  this  is  thought 
to  be  placental  ischemia  from 
thrombosis.®®  Women  with  prior 


Although  there  are 
no  firm  data  to  support 
any  specific  therapy, 
we  recommend  the 
institution  of  warfarin 
therapy,  as  there  is  a 
high  risk  of  stroke 
recurrence. 


spontaneous  abortions  and  anti- 
phospholipid antibodies  have  had 
successful  pregnancies  after  treat- 
ment with  prednisone  and  aspi- 
rin.®® This  treatment  concept  has 
been  extended  to  those  patients 
with  antiphospholipid  antibodies 
and  stroke,  but  there  are  no  firm 
data  to  support  this. 

There  appears  to  be  a high  stroke 
recurrence  rate  in  this  population, 
and  recurrent  strokes  have  been 
seen  in  association  with  warfarin 
withdrawal.®®'®'  As  the  mechanism 
of  stroke  almost  certainly  involves 
hypercoagulability,  most  clinicians 
are  now  using  warfarin  therapy, 
keeping  the  PT  1.3  to  1.5  control. 
Patients  treated  in  this  manner  an- 
ecdotally have  not  had  recurrence. 

Conclusions 

While  the  prevalence  of  anti- 
phospholipid antibodies  in  a stroke 
population  is  not  known,  the  avail- 
able data  indicate  that  these  anti- 
bodies make  a significant  contri- 
bution to  stroke,  particularly  in  the 
young.  At  the  present  time,  the  rec- 
ommendations can  be  made  that 


these  antibodies  should  be 
searched  for  in  any  young  stroke 
patient  and  in  all  stroke  patients 
with  thrombocytopenia,  a history  of 
venous  thrombosis  or  spontaneous 
abortion,  livedo  reticularis,  con- 
nective tissue  disease  symptoms, 
and  migraine.  Although  many  pa- 
tients will  have  a prolonged  PTT, 
this  is  not  a sensitive  enough  test 
and  an  anticardiolipin  assay  should 
be  performed. 

Echocardiography  should  be 
performed  on  all  stroke  patients 
with  antiphospholipid  antibodies, 
with  special  attention  to  the  aortic 
and  mitral  valves.  Although  there 
are  no  firm  data  to  support  any  spe- 
cific therapy,  we  recommend  the 
institution  of  warfarin  therapy,  as 
there  is  a high  risk  of  stroke  recur- 
rence. Antiplatelet  therapy  with  as- 
pirin is  a reasonable  alternative, 
particularly  in  cases  where  com- 
pliance may  be  a problem. 
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Parental  Satisfection  with  Neonatal 
Intensive  Care  Services 

Sylvia  Shellenberger,  Ph.D.,  May  Kennedy,  Ph.D.,  Ken  Henderson,  M.D., 

Kathy  Watkins  Couch,  Ph.D. 


PATIENT  SATISFACTION  with  serv- 
ices is  an  important  measure 
of  the  quality  of  care  provided  in 
inpatient  hospital  settings.  When 
services  are  delivered  to  infants  or 
very  young  children,  it  is  appropri- 
ate to  assess  parents’  satisfaction 
with  the  care  their  children  receive. 
In  1987,  as  part  of  a larger  study  of 
the  effectiveness  of  an  innovative 
effort  to  provide  social  support  to 
parents  of  infants  in  intensive  care, 
parental  satisfaction  with  neonatal 
intensive  care  services  at  the  Med- 
ical Center  of  Central  Georgia  was 
measured. 

Collecting  information  about  pa- 
rental satisfaction  with  experiences 
in  a neonatal  intensive  care  unit 
(NICU)  is  potentially  valuable  in 
several  ways.  First,  this  information 
provides  valuable  feedback  for 
health  professionals  who  adminis- 
ter such  care.’  In  addition,  utiliza- 
tion of  consumer  satisfaction  data 
increases  an  agency’s  real  and  per- 
ceived effectiveness. 2 Furthermore, 
responding  to  parental  concerns 
may  help  to  buffer  the  stress  of  this 
family  crisis.  Parents  of  critically  ill 
newborn  infants  typically  report  in- 


Probing  parents’ 
satisfaction  as 
consumers  of  medical 
services  can  provide  a 
constructive  outlet  for 
their  concerns  and  may 
foster  feelings  of 
parental  competence 
and  attachment  in  what 
can  seem  to  be  a 
forbidding  and  alien 
setting. 


tense  emotional  reactions,  includ- 
ing sadness,  preoccupation  with 
thoughts  of  the  baby,  irritability, 
anxiety,  guilt,  and  anger.^  These 
feelings  may  play  a role  in  the  ab- 
normally high  incidence  of  subse- 
quent problems  in  families  of  in- 
fants who  were  premature  or 
otherwise  abnormal  at  birth.  The 
babies  are  at  high  risk  for  later  child 
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abuse,'’  failure  to  thrive,^  and 
overprotection.®  In  addition,  we 
have  observed  that  health  profes- 
sionals can  be  targets  of  the  neg- 
ative emotions  experienced  by  NICU 
parents.  Probing  parents’  satisfac- 
tion as  consumers  of  medical  serv- 
ices can  provide  a constructive  out- 
let for  their  concerns  and  may  foster 
feelings  of  parental  competence  and 
attachment  in  what  can  seem  to  be 
a forbidding  and  alien  setting. 

Methods 

Parents  who  provided  consumer 
satisfaction  ratings  were  volunteer 
participants  in  a study  of  the  rela- 
tive effectiveness  of  different  mech- 
anisms for  provision  of  social  sup- 
port to  families  of  infants  in  medical 
crisis.  Approximately  half  the  par- 
ents were  black,  and  half  were 
white.  The  majority  were  in  their 
twenties,  and  all  income  and  oc- 
cupational levels  were  represented. 
There  were  79  mothers  and  20  fa- 
thers in  the  study. 

The  parents  received  either:  (a) 
contacts  by  “veteran”  parents  (other 
volunteers  whose  babies  had  once 
been  in  the  NICU)  who  offered  to 
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TABLE  1 — Parental  Satisfaction  with  NICU  Services  at  PRE  Test,  Medical  Center  of  Central  Georgia,  1987 


Items 

Average  Rating 

Range 

% Very  Satisfied 

Combined  % Satisfied 
and  Very  Satisfied 

Travel 

* (M)  4.46 

3-5 

54 

99.1 

t (F)  4.35 

3-5 

45 

90.0 

Nurses’  Treatment 

(M)  4.70 

3-5 

77 

92.6 

(F)  4.85 

4-5 

85 

100 

Staff  Responsiveness 

(M)  4.68 

3-5 

70.9 

96.2 

(F)  4.60 

4-5 

60 

100 

Improvement 

(M)  4.63 

4-5 

62.8 

100 

(F)  4.80 

4-5 

80 

100 

Doctor’s  Helpfulness 

(M)  4.71 

2-5 

76.9 

96.2 

(F)  4.45 

2-5 

55 

95 

Doctor’s  Sensitivity 

(M)  4.52 

2-5 

55.1 

97.4 

(F)  4.55 

4-5 

55 

100 

Recommend  Service  to 

(M)  4.91 

3-5 

92.3 

98.7 

Others 

(F)  4.95 

4-5 

95 

100 

Feel  You  Can  Use  If  Needed 

(M)  4.81 

3-5 

82.3 

98.7 

(F)  4.80 

4-5 

90 

100 

Overall  Satisfaction 

(M)  4.60 

2-5 

73.1 

97.4 

(F)  4.80 

4-5 

80 

100 

Note.  Range  of  scores  is  1 to  5 with  1 very  dissatisfied  and  5 very  satisfied. 
* Mothers,  n = 79 
t Fathers,  n = 20 


provide  information  and  emotional 
support,  (b)  a staff-administered 
educational  session  comprised  of 
videotaped  and  printed  training 
materials  describing  the  NICU  ex- 
perience and  discussing  coping 
strategies,  or  (c)  standard  hospital 
procedure  in  which  a social  worker 
was  available  to  discuss  concerns. 
The  social  worker  was  made  avail- 
able to  members  of  the  first  two 
groups  as  well. 

Near  the  outset  of  an  hour-long 
interview  (administered  in  either 
written  or  oral  form  at  the  prefer- 
ence of  the  parent),  nine  multiple 
choice  questions  about  satisfaction 
with  various  aspects  of  service  de- 
livery were  answered.  Parents  were 
given  a 5-point  scale  of  response 
alternatives,  where  5 was  equal  to 
“very  satisfied,”  1 to  “very  dissat- 
isfied,” and  3 to  “no  particular  feel- 
ings one  way  or  the  other.”  Space 
for  comments  was  provided,  and 
when  services  were  rated  as  unsat- 
isfactory, explanatory  comments 
were  solicited.  Rated  service  com- 
ponents ranged  from  travel  arrange- 
ments for  hospital  visitation  to  the 
sensitivity  and  helpfulness  of  phy- 
sicians on  the  unit.  The  ratings  and 
comments  were  obtained  from  each 
family  shortly  after  the  infant’s  ad- 
mission to  the  NICU  (PRE  test),  and 


after  the  infants  were  well  enough 
to  be  fed  entirely  by  mouth  (POST 
test).  Some  families  were  also  in- 
terviewed briefly  by  phone  at  one 
or  more  midpoints  between  the  PRE 
and  POST  treatment  interview  ses- 
sions. 

Consumer  Satisfaction  Results 

Parents  of  infants  in  the  NICU 
have  more  contact  with  nurses  than 
with  any  other  staff,  so  nurse  ratings 
are  presented  in  greatest  detail  here. 
Throughout  the  study,  ratings  and 
comments  about  nursing  services 
at  the  Medical  Center  were  over- 
whelmingly positive.  At  PRE  test, 
81%  of  the  parents  who  rated  nurs- 
ing services  indicated  that  nurses 
were  doing  absolutely  everything 
they  could  to  be  helpful.  Their  help- 
fulness was  further  emphasized  in 
comments.  At  POST  test,  83.7%  of 
the  parents  still  participating  in  our 
study  were  maximally  satisfied  with 
the  performance  of  the  nursing  staff, 
and  added  remarks  about  their  high 
levels  of  concern,  support,  availa- 
bility, and  knowledge. 

Comments  providing  construc- 
tive suggestions  generally  dealt  with 
the  parents’  perceived  need  for  more 
or  earlier  information  and,  in  all  but 
one  case,  were  accompanied  by 


positive  statements  about  the  nurs- 
ing staff.  In  that  case,  at  PRE  test  a 
mother  reported  feeling  rushed 
when  she  asked  the  nurses  ques- 
tions and  thought  the  rules  were 
changed  too  frequently.  At  a mid- 
point contact,  the  mother  admitted 
having  a problem  with  only  one  of 
the  nurses,  and  by  POST  test  she 
said  she  had  talked  to  the  staff 
member  and  had  resolved  the  prob- 
lem. 

Ratings  of  services  delivered  by 
physicians  were  lower  than  those 
of  services  provided  by  nurses  at 
PRE  test,  but  slightly  higher  than 
nurses  by  POST  test.  Of  combined 
responses  by  mothers  and  fathers 
at  PRE  test,  66%  were  very  satisfied 
with  the  help  offered  by  physicians, 
but  89.3%  gave  physicians  this 
maximum  rating  by  POST  test. 
Again,  many  positive  comments 
were  made  relating  to  the  physi- 
cians’ support  and  concern.  Six 
parents  had  criticisms  of  physi- 
cians at  PRE  test  focusing  on  a need 
for  better  explanations  of  hospital 
procedures,  more  encouragement 
or  earlier  information.  In  two  of 
these  cases,  the  comments  referred 
to  the  deliveiy  or  admitting  process 
prior  to  actual  NICU  contact. 

In  addition  to  many  comments  to 
the  effect  that  physicians  were  con- 
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TABLE  2 — Parental  Satisfaction  with  NICU  Services  at  POST  Test,  Medical  Center  of  Central  Georgia,  1987 


Items 

Average  Rating 

Range 

% Very  Satisfied 

Combined  % Satisfied 
and  Very  Satisfied 

Travel 

* (M)  4.52 

2-5 

58.6 

94.8 

t (F)  4.54 

4-5 

53.8 

100 

Nurses’  Treatment 

(M)  4.83 

4-5 

82.8 

100 

(F)  4.85 

4-5 

84.6 

100 

Staff  Responsiveness 

(M)  4.72 

3-5 

75.9 

96.6 

(F)  4.85 

4-5 

84.6 

100 

Improvement 

(M)  4.80 

4-5 

79.3 

100 

(F)  4.85 

4-5 

84.6 

100 

Doctor’s  Helpfulness 

(M)  4.87 

4-5 

86.2 

100 

(F)  4.93 

4-5 

92.3 

100 

Doctor’s  Sensitivity 

(M)  4.52 

2-5 

55.2 

98.3 

(F)  4.24 

2-5 

38.5 

92.3 

Recommend  Service  to 

(M)  4.97 

4-5 

96.6 

100 

Others 

(F)  4.93 

4-5 

92.3 

100 

Feel  You  Can  Use  If  Needed 

(M)  4.95 

4-5 

94.8 

100 

(F)  4.93 

4-5 

92.3 

100 

Overall  Satisfaction 

(M)  4.90 

4-5 

89.7 

100 

(F)  4.93 

4-5 

92.3 

100 

Note.  Range  of  scores  is  1 to  5 with  1 very  dissatisfied  and  5 very  satisfied. 
* Mothers,  n = 58 
t Fathers,  n = 13 


cerned  and  informative,  there  were 
six  suggestions  at  POST  testing  that 
physicians  have  more  personal 
contact  with  parents,  provide  more 
explanation  of  daily  problems,  and 
be  more  aware  of  a parent’s  read- 
iness to  receive  certain  information 
about  the  infant.  It  should  be  noted 
that  within  an  individual  parent’s 
comments  over  time  there  was  a 
consistent  progression  from  less 
satisfied  to  more  satisfied.  One  fa- 
ther, for  example,  initially  consid- 
ered the  doctors  pessimistic,  but  by 
POST  test  described  them  as  pes- 
simistic but  realistic,  and  consid- 
ered the  physicians’  attitudes  well 
balanced  by  the  nurses’  optimism 
and  caring.  He  added  that  the  NICU 
staff  worked  well  as  a team. 

Data  from  all  questionnaire  items 
on  PRE  and  POST  tests  are  sum- 
marized in  Tables  1 and  2 respec- 
tively, and  indicate  a very  high  over- 
all level  of  parental  satisfaction  with 
various  aspects  of  NICU  service  at 
the  Medical  Center.  There  were  no 
significant  differences  between 
mean  satisfaction  ratings  of  parents 
assigned  to  different  social  support 
conditions.  In  other  words,  stand- 
ard procedure  was  sufficient  to  elicit 
an  average  satisfaction  rating  across 
all  items  of  4.7  on  the  5-point  scale. 
Differences  between  the  groups 


were  noted  on  other  measures, 
however,  and  will  be  described  in 
subsequent  reports. 

Discussion 

Whenever  they  are  used  in  the 
human  services,  consumer  satis- 
faction queries  generate  fairly  pos- 
itive reactions.  Roughly  80%  of  any 
group  of  service  recipients  will  in- 
dicate that  they  were  satisfied  with 
the  services  received.  Psycholo- 
gists have  hypothesized  that  the 
positive  skew  in  consumer  satisfac- 
tion ratings  may  be  the  result  of 
cognitive  dissonance  reduction,  a 
kind  of  unconscious  reasoning  that 
occurs  when  raters  (considering 
themselves  discerning  consumers) 
choose  to  participate  throughout  an 
entire  program.  The  clients  re- 
spond as  if  the  program  must  have 
been  worthwhile  because  they  did 
not  terminate  involvement.  An  al- 
ternative explanation  for  the  fact  that 
most  program  recipients  usually  in- 
dicate that  they  are  satisfied  with 
services  received  is  social  desira- 
bility — satisfaction  is  obviously  the 
answer  the  interviewer  is  looking 
for.^ 

The  very  high  ratings  of  services 
in  the  NICU  at  the  Medical  Center 
of  Central  Georgia  were  probably 


not  the  result  of  cognitive  disso- 
nance reduction,  because  parents 
have  no  nearby  option  for  tertiary 
care  for  infants  and  would  not  feel 
collateral  responsibility  for  low- 
quality  care.  Social  desirability  does 
not  begin  to  account  for  the  level 
of  NICU  satisfaction  ratings  which 
were  almost  20  percentage  points 
higher  than  what  is  generally  ob- 
served. 


Comments  providing 
constructive 
suggestions  generally 
dealt  with  the  parents’ 
perceived  need  for 
more  or  earlier 
information. 


The  overall  satisfaction  of  par- 
ents in  this  sample  is  even  more 
striking  because  NICU  services  are 
delivered  under  extremely  stressful 
circumstances  to  families  in  highly 
emotionally  charged  states.  We 
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suspect  that  the  very  act  of  collect- 
ing consumer  satisfaction  data  was 
perceived  as  a statement  about  our 
hospital’s  commitment  to  keeping 
lines  of  communication  open  and 
may  actually  have  created  some  of 
the  satisfaction.  Evidence  for  such 
an  interpretation  is  provided  by  the 
lack  of  significant  differences  be- 
tween support  conditions  — even 
the  control  group  in  our  social  sup- 
port study  felt  a substantial  level  of 
support! 


There  were 
suggestions  that 
physicians  have  more 
personal  contact  with 
parents,  provide  more 
explanation  of  daily 
problems,  and  be  more 
aware  of  a parent’s 
readiness  to  receive 
certain  information 
about  the  infant. 


Collecting  parental  consumer 
satisfaction  information  promises 
to  provide  valuable  information 
about  the  effectiveness  of  current 
procedures.  Patterns  of  ratings  sug- 
gest avenues  of  further,  more  rig- 
orous research  which,  in  turn,  may 
have  treatment  implications.  For 
example,  there  appears  to  be  a dif- 
ference in  the  range  of  satisfaction 
levels  of  mothers  and  fathers.  It  may 
also  be  the  case  that  parents  need 
the  kind  of  care  that  nurses  provide 
best  during  some  parts  of  the  NICU 
experience,  while  they  need  the 
kind  of  interaction  doctors  provide 
at  other  points. 

The  consumer  satisfaction  infor- 
mation may  also  help  to  prevent 
problems  associated  with  parents 


perceiving  a lack  of  concern  for  their 
perceptions,  feelings,  and  needs  by 
personnel.  In  the  demanding  NICU 
environment  where  constant  med- 
ical crises  are  the  most  compelling 
focus  of  staff  attention,  there  is  al- 
ways danger  that  parents  will  feel 
pushed  into  the  background.  Con- 
stant direct  care  responsibilities  of 
medical  staff  may  diminish  toler- 
ance for  additional  paperwork,  but 
we  feel  that  obtaining  input  about 
parents’  satisfaction  with  services 
may  actually  prevent  time  consum- 
ing staff/parent  conflicts. 

To  take  full  advantage  of  such 
potential  benefits  and  to  monitor 
our  progress  related  to  parents’  sug- 
gestions about  improvements  in 
service,  a new  staff  member  will 
routinely  solicit  parental  satisfac- 
tion with  NICU  services  as  he  or  she 
coordinates  our  pilot  program  of 
social  support.  Interested  program 
directors  from  other  NlCU’s  can  re- 
ceive further  details  about  these  ef- 
forts by  contacting  the  first  author 
of  this  paper. 
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In  Search  of  Osier 


Nicholas  E.  Davies,  M.D.,  F.A.C.P. 


As  WE  DROVE  into  the  narrow,  wet 
High  Street  of  Oxford,  the  sky 
was  the  color  of  well  used  bath 
water.  My  friend.  Dee  Canale,  a 
neurosurgeon  from  Memphis,  and 
1 were  in  this  ancient  university  town 
to  attend  a program  entitled  “Osier 
Revisited,”  arranged  by  Nicholas 
Dewey,  Ph.D.  a medical  antiquar- 
ian book  dealer  cum  medical  his- 
: tory  tour  organizer. 

Getting  Housed  at 
Merton  College 

I Headquarters  for  the  group,  some 
40  of  us,  was  Merton  College.  School 
I was  not  in  session,  so  we  used  the 
I students’  rooms.  The  youngest  and 
I most  fit  among  us  were  given  third 
, floor  rooms;  1 had  mixed  emotions 
[ about  being  assigned  one  of  these. 

' Walking  to  my  room,  1 saw  in  the 

I distance  a high  stone  wall  sur- 
rounding the  college.  The  fields  be- 
yond the  wall  bordered  the  Thames 
(known  in  Oxford  as  the  Isis)  and 
there  in  the  nearest  field  (which  1 
i have  since  learned  was  Christ 
j Church  Meadow)  were  perhaps  60 
|!  boys,  aged  8 to  15,  in  rugby  uni- 
I forms,  scrumming  away  or  doing 
whatever  one  does  at  rugby.  1 
I thought  to  myself,  how  typical  this 
j is  of  (my  concept  oQ  England. 

i 
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The  famous  Vernon  plaque  of  Sir  Wil- 
liam Osier  that  is  now  in  the  Osier  Li- 
brary, McGill  University,  Montreal.  A 
copy  of  this  plaque  was  given  to  the 
John  Radcliffe  Hospital,  Oxford,  by  the 
Osier  Revisited  group.  Photograph 
courtesy  of  the  National  Library  of  Med- 
icine. 


Dr.  Davies  is  Chairman  of  Medicine,  Piedmont 
Hospital  and  Medical  Center,  1 938  Peachtree  Rd., 
Atlanta,  GA  30309.  Send  reprint  requests  to  him. 

Another  version  of  this  paper  was  published  pre- 
viously in  \.he  Scientific  Journal  of  the  Georgia  Bap- 
tist Medical  Center. 


Then  up  the  three  flights  and  into 
my  room.  It  was  cold,  and  the  case- 
ment windows  were  opened  wide 
with  drab  plaid  polyester  curtains 
flapping  desultorily  in  the  misty 
breeze.  There  was  a bare  oak  desk, 
two  plain  semi-modern  wooden 
chairs,  a nondescript  maroon  car- 
pet, and  two  space  heaters,  one  with 
no  plug  and  a frayed  cord.  On  a 
corner  chest  that  badly  needed  re- 
finishing sat  a lonely  piece  of  ivy, 
struggling  but  clearly  moribund.  It 
had  not  been  watered  for  days,  per- 
haps weeks. 

I closed  the  windows,  pulled  the 
curtains,  turned  on  the  bare  over- 
head bulb  and  the  one  floor  lamp, 
and  lit  the  space  heater.  That  did 
not  do  it.  I unpacked  my  bags,  put 
some  books  on  the  desk,  hung  a 
picture  that  I had  been  given  earlier 
in  my  trip,  and  draped  my  jacket  on 
the  back  of  a chair.  That  still  did 
not  do  it.  I opened  a bottle  of  Bell’s 
Scotch  Whiskey,  poured  a quantity 
into  my  only  glass,  added  a bit  of 
tepid  tap  water,  sat  in  the  chair  near 
the  desk  in  front  of  the  heater  which 
was  turned  on  high  and  imagined 
that  I was  a Rhodes  scholar  spend- 
ing his  first  day  at  Oxford.  That  did 
it.  From  that  moment  on  my  room 
with  its  tiny  bedroom  attached  be- 
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came  about  as  cozy  as  any  bare 
room  1 have  ever  lived  in. 

The  next  hurdle  was  the  shower, 
located  on  the  second  floor  adja- 
cent to  the  bathtub  and  toilet.  Wear- 
ing my  raincoat/bathrobe  and  car- 
rying soap,  towel,  and  clean 
underwear,  1 made  my  way  to  the 
shower,  locked  the  door,  and  in- 
vestigated. First  of  all,  1 found  that 
the  shower  was  in  fact  an  overhead 
hose  — the  water  came  out  slowly, 
cylindrically,  straight  down.  Sec- 
ondly, it  came  out  cold,  and  1 sus- 
pected that,  unlike  my  room,  no 
amount  of  Bell’s  Scotch  Whiskey 
would  make  it  seem  warmer.  1 tried 
the  tub  next  door  and  to  my  sur- 
prise there  was  both  hot  and  cold 
water.  For  the  first  time  in  years  1 
had  an  old  fashioned  steamy  bath 
and  for  the  first  time  all  afternoon 
1 felt  pleasantly  warm,  inside  and 
out. 


Headquarters  for  the 
group,  some  40  of  us, 
was  Merton  College. 
The  youngest  and  most 
fit  among  us  were 
given  third  floor 
rooms;  1 had  mixed 
emotions  about  being 
assigned  one  of  these. 


The  bathing  story  would  not  be 
complete  without  saying  that  on  the 
following  day  all  of  the  boilers  went 
down  and  there  was  no  hot  water 
for  4 days.  Indeed,  one  couple 
moved  to  a local  hotel  and  others 
moved  to  newer  rooms  in  Merton 
College.  But  for  those  of  us  who 
stuck  it  out,  living  “on  the  econ- 
omy” as  it  were,  there  developed 
an  esprit  de  corps  that  will  not  be 
forgotton  — or  repeated. 

That  evening,  a Tuesday,  we  had 
dinner  in  the  College  Hall,  a large, 
high  ceilinged,  dark  dining  room 
with  refectory  tables  and  benches 


bolted  to  the  floor.  Getting  into  and 
out  of  these  seats  was  difficult  for 
some  of  our  older  members  and  was 
especialy  awkward  for  the  ladies 
whose  skirts  were  long  or  tight.  Yet 
we  managed  in  good  spirits  and  our 
dinners,  served  by  young  girls  and 
old  men,  were  always  hearty,  with 
plenty  of  peas,  potatoes,  carrots, 
and  Brussels  sprouts.  Above  us  on 
the  walls  were  portraits  of  famous 
graduates.  The  next  morning  1 found 
that  one  of  these  was  of  Duns  Sco- 
tus,  the  13th  century  schoolman 
who  both  attended  and  taught  at 
Merton,  It  was  from  his  name  that 
“dunce”  was  derived,  first  meaning 
pedant  and  later,  fool.  Thus  it  was 
from  him  that  the  dunce  cap  was 
ultimately  derived.  When  1 looked 
up  from  my  breakfast  oatmeal  (por- 
ridge) at  his  stern  countenance  each 
morning,  1 had  the  vaguely  uncom- 
fortable feeling  that  had  1 been  his 
pupil,  1 might  have  been  one  of  the 
wearers  of  this  object  of  derision. 

Doyens  and  Docents 

The  week  was  spent  immersed  in 
Osleriana.  We  were  welcomed  to 
Merton  College  by  the  Domestic 
Bursar  (1  was  afraid  to  ask  if  there 
was  a Foreign  Bursar)  and  learned 
that  Merton’s  official  colors  are 
rouge  (red),  azure  (blue),  and  gold. 

Dr.  Dewey  set  the  scene  with  a 
delightful  talk  entitled,  appropri- 
ately, “Setting  the  Scene,  Osier’s 
Golden  Decade:  1907-1917.”  He  was 
followed  by  Dr.  George  Harrell,  a 
long-standing  Oslerian  who  is  an 
expert  on  Osier’s  family.  It  was  an 
emotion-filled  address  made  more 
poignant  for  the  group  by  the  pres- 
ence of  Dr.  Marion  Kelen,  Osier’s 
first  cousin  once  removed.  As  Dr. 
Harrell  spoke,  the  sun  streamed 
through  the  windows,  and  a large 
butterfly  found  its  way  into  the  room. 
It  sailed  about  majestically  for  a few 
moments  before  alighting  on  a cur- 
tain nearest  the  sunlight,  and  I won- 
dered if  perhaps  this  were  really  Sir 
William  reincarnated.  1 concluded 
that  it  probably  was  not,  unless  Os- 
ier were  in  an  E.  Y.  Davis  (his  alter 
ego)  mood.  Somehow  butterflies  do 
not  seem  to  me  to  be  his  style. 

Dr.  Harrell  was  followed  by  Dr. 


Robb-Smith,  described  by  Dr. 
Dewey  as  “the  doyen  of  Oslerians 
in  Oxford.”  Dr.  Robb-Smith  spoke 
of  Osier  as  though  they  had  been 
friends,  and  he  noted  that  as  Regius 
Professor  of  Medicine,  Osier  was 
appointed  by  the  Crown,  not  by  the 
University.  One  of  several  addi- 
tional jobs  that  came  with  the  Re- 
gius Professorship  was  that  of  cu- 
rator of  “The  Bodley”  (Bodleian 
Library),  a job  that  Osier,  an  avid 
bibliophile,  found  interesting  and 
took  very  seriously.  Dr.  Robb-Smith 
pointed  out  that  Osier  started  the 
Bodleian  Quarterly.  He  also  over- 
saw the  purchase  for  £3000  of  a 
Shakespearian  folio  in  an  Oxford 
binding  that  Oxford  had  sold  cen- 
turies earlier  as  a surplus  book! 


We  were  welcomed 
to  Merton  College  by 
the  Domestic  Bursar 
(1  was  afraid  to  ask  if 
there  was  a Foreign 
Bursar)  and  learned 
that  Merton’s  official 
colors  were  rouge, 
azure,  and  gold. 


Dr.  Robb-Smith  spoke  briefly  of 
Osier’s  relationship  to  Dr.  Geoffrey 
Keynes,  who,  like  Osier,  is  one  of 
my  heroes.  Keynes  began  compil- 
ing his  bibliography  of  Sir  Thomas 
Browne  in  1908  while  a student  at 
Cambridge.  Knowing  of  Osier’s  in- 
terest in  Browne,  Keynes  visited  him 
on  many  occasions  and  at  each  visit 
Osier  exhorted  him  to  get  on  with 
the  job.  Despite  Osier’s  prodding, 
the  bibliography  was  not  complete 
until  1924,  some  5 years  after  01- 
ser’s  death.  Dr.  Robb-Smith  edito- 
rialized that  it  takes  anyone  20  years 
to  compile  a good  bibliography; 
Keynes  was  no  exception. 

This  was  a full  dose  of  Olser  for 
our  first  morning  and  Dr.  Dewey, 
ever  punctual,  rushed  us  off  to 
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Sir  William  and  Lady  Osier  with  their  son,  Revere,  in  the  garden  of  "Open 
Arms,  ” their  home  at  13  Norham  Gardens,  Oxford,  in  June  1905.  Photography 
courtesy  of  the  Osier  Library,  McGill  University,  Montreal. 


Green  College  to  meet  Sir  John  Wal- 
ton, Warden  (equivalent  to  presi- 
dent) of  Green  College,  and  his  gra- 
cious wife.  After  a sherry  reception 
we  had  a delightful  lunch  in  the 
Observatory,  followed  by  a tour  of 
the  College.  1 have  since  learned 
that  Sir  John  is  an  outstanding  neu- 
rologist, an  Osier  scholar,  a past 
president  of  the  British  Medical  As- 
sociation, a past  president  of  the 
Royal  Society  of  Medicine,  and 
Chairman  of  the  General  Medical 
Council  of  Great  Britain. 

Sir  John  took  the  group  to  1 3 Nor- 
ham Gardens,  the  Osier’s  comfort- 
able home  known  as  “The  Open 
Arms”  that  is  now  managed  by 
Green  College.  Here  Sir  William  and 
Lady  Osier  lived  most  of  their  days 
in  England,  entertaining  students, 
faculty  and  visitors  to  Oxford,  and 
during  World  War  1,  many  hundreds 
of  Canadian  and  American  sol- 
diers. Upon  her  death.  Lady  Osier 
bequeathed  the  house  to  Oxford  to 
be  used  by  Regius  Professors.  Some 
have  used  it,  some  have  not.  Pres- 
ently the  house  serves  as  a working 
museum,  housing  a visiting  scholar 
while  keeping  in  place  some  of  the 
memorabilia  accumulated  by  the 
Osiers.  Sir  John  has  begun  an  am- 
bitious refurbishing  project  that  will 
restore  the  house  to  its  original 
condition. 


Bean  Speaks,  A Plaque  Is 
Presented 

Like  children  in  an  amusement 
park,  our  group  of  hard-core  Osler- 
ians  found  each  new  event  more 
interesting  than  the  last.  That  eve- 
ning found  us  at  a banquet  in  the 
Hall.  It  can  be  described  as  British 
elegant  — intended  to  be  neither 
oxymoronic  nor  pejorative  — with 
good  food,  good  wine,  good  serv- 
ice, and  wonderful  conversation,  all 
set  in  the  majestically  panelled, 
spacious,  baronial  room.  William 
B.  Bean,  Sir  William  Osier  Professor 
of  Medicine  Emeritus  at  the  Uni- 
versity of  Iowa  and  an  old  friend 
from  the  University  of  Virginia, 
i spoke  on  Osier’s  last  3 months  at 
Johns  Hopkins,  3 months  filled  with 
consultations,  good-bye  banquets. 
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and  the  famous  “Fixed  Period”  ad- 
dress in  which  Osier  was  accused 
of  propounding  euthanasia.  Ac- 
cording to  Dr.  Bean,  it  was  from  this 
incident  that  the  verb  “Oslerize”  was 
coined,  meaning  “put  to  death  at 
age  60.”  Dr.  Bean  spoke  without 
notes,  at  the  end  of  a very  full  day, 
following  a heavy  meal  with  much 
wine.  He  spoke  eloquently  and  with 
great  humor.  He  is  a remarkable 
man. 


Dr.  Robb-Smith 
spoke  of  Osier  as 
though  they  had  been 
friends,  and  he  noted 
that  as  Reguis 
Professor  of  Medicine, 
Osier  was  appointed  by 
the  Crown,  not  by  the 
University. 


So  what  does  an  Osier  Revisited 
group  do  after  a full  day  followed 
by  a long  evening?  It  gets  up  early, 
eats  quickly,  and  heads  for  more 


Osleriana.  (My  wife,  who  declined 
to  accompany  me  on  this  trip,  in- 
sists that  I am  a member  of  a cult. 
Depending  upon  how  one  defines 
cult,  she  may  be  correct.)  We  trav- 
eled by  bus  to  the  John  Radcliffe 
Hospital  (not  to  be  confused  with 
the  Radcliffe  Infirmary)  on  the  out- 
skirts of  town,  a large  modern  hos- 
pital that  is  the  teaching  hospital 
for  the  Oxford  Medical  School.  After 
elegant  welcoming  speeches  from 
several  of  the  hospital’s  leaders,  our 
members  presented  papers  on  Os- 
ier’s relationship  to  pediatrics,  sur- 
gery, neurology,  and  pathology.  All 
were  excellent. 

Following  lunch  our  group  pre- 
sented a replica  of  the  Vernon 
plaque  to  the  Radcliffe  Hospital.  It 
was  unveiled  by  Dr.  Alex  Cooke, 
Osier’s  last  surviving  pupil,  an  el- 
derly but  very  spry  gentleman  in  his 
late  80s.  Then  back  to  Merton  for  a 
“rest  period”  during  which  time  I 
learned  to  operate  an  English  coin 
laundry  and  visited  the  bookstores 
on  the  High  Street.  That  evening 
most  of  us  went  to  a play  called 
“Top  People.”  As  Dr.  Bean  wrote 
later,  “We  saw  certainly  the  worse 
play  I have  ever  seen  or  thought 
about.  There  was  a melancholy  an- 
nouncement to  the  effect  that  it  was 
to  appear  in  London  the  next  week.” 
I left  at  the  end  of  the  first  act. 
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Sir  William  Osier  standing  in  front  of  the  fireplace  in  his  home  at  13  Norham 
Gardens  shortly  before  his  death  in  1919.  Photograph  courtesy  of  the  National 
Library  of  Medicine. 


Oxford  Walk-about 

Thursday’s  search  for  Osier  be- 
gan with  a grand  walk-about  of  Ox- 
ford, starting  on  the  High  Street.  We 
first  visited  the  Examination 
Schools,  which  during  World  War 
1 were  converted  into  hospitals 
where  Osier  worked.  (While  there 
are  some  40  colleges  in  Oxford  Uni- 
versity such  as  Merton,  Green,  Bal- 
liol,  etc.,  all  students  must  take  their 
examinations  in  these  halls.)  We 
stopped  at  the  Radcliffe  Camera, 
perhaps  the  most  famous  building 
in  Oxford,  now  used  as  a reading 
room.  Next  came  the  wonderful 
Bodleian  Library  itself,  where  we 
had  a typically  erudite,  witty,  un- 
derstated British  lecture  by  an  as- 
sistant librarian  while  we  were 
seated  in  a darkly  paneled,  under- 
statedly  elegant  room.  For  a library 
buff,  this  was  the  highlight  of  the 
trip. 


Then  on  to  Christopher  Wren’s 
Sheldonian  Theatre,  where  most  of 
the  ceremonial  functions  of  the 
University  are  held.  We  climbed  to 
the  top  for  a marvelous  view  of  the 
city.  After  visiting  the  old  Ashmo- 
lean  Museum  (my  thoughts  turned 
to  Johnny  Mercer  and  the  New  Ash- 
molean  Marching  Society  and  Stu- 
dents Conservatory  Band),  we 
walked  to  Rhodes  House,  the  head- 
quarters for  the  Rhodes  Scholar- 
ship. On  the  walls  of  its  marmoreal 
halls  hung  portraits  of  former  schol- 
ars. The  only  portrait  of  a physician 
that  1 found  was  that  of  Wilder  Pen- 
field. 

Following  lunch  we  divided  into 
three  groups,  one  to  tour  Oxford’s 
gardens,  one  to  the  Science  Mu- 
seum, and  one  to  the  Christ  Church 
library.  1 chose  the  latter.  Contain- 
ing priceless  items,  it  is  rarely  open 
to  the  public.  The  reading  stools  we 
sat  on  as  the  library  was  described 


to  us  were  18th  century  Chippen- 
dale originals.  There  were  32  of 
them.  1 counted.  Christ  Church  had 
many  famous  pupils  and  dons, 
among  them  John  Ruskin,  W.  H. 
Auden,  and  the  one  known  best  to 
me,  the  Rev.  Charles  Dodgson, 
a.k.a.  Lewis  Carroll.  It  was  here  that 
Carroll  wrote  Alice  in  Wonderland 
for  Alice  Liddell,  the  daughter  of  the 
Dean  of  Christ  Church. 

That  evening  we  heard  two  em- 
dite  lectures  on  Osier,  the  first  by 
Mary  Kingsbury,  Ph.D.,  a member 
of  our  group  from  the  University  of 
North  Carolina,  whose  title  was 
“Congenial  Associates.”  Dr.  Kings- 
bury analyzed  Osier’s  biographic 
writings  and  compared  them  with 
biographies  of  the  past.  She  con- 
cluded that  Osier  wrote  great  intro- 
ductions, was  not  compulsive  about 
identifying  his  sources,  often  fin- 
ished his  pieces  with  quotations, 
and  usually  wrote  in  the  19th  cen- 
tury panegyric  style,  omitting  all  of 
the  bad  things  that  his  subjects 
might  have  done  during  their  life- 
time. The  second  speaker.  Dr.  An- 
thony Batty-Shaw,  spoke  of  Osier’s 
relationship  to  Norfolk,  England,  the 
home  of  Sir  Thomas  Browne,  and, 
incidentally  the  home  of  Dr.  Batty- 
Shaw. 

Into  the  Countryside 

Friday  was  spent  visiting  Osier- 
related  places  within  a few  miles  of 
Oxford.  We  began  at  Ewelme  (pro- 
nounced Ewe-elm),  a combination 


While  at  John 
Hopkins,  Osier 
delivered  the  famous 
“Fixed  Period’’ 
address,  after  which  he 
was  accused  of 
propounding 
euthanasia.  It  was  from 
this  incident  that  the 
verb  “Oslerize”  was 
coined,  meaning  “put 
to  death  at  age  60.” 
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of  almshouse,  school,  church,  and 
graveyard  over  which,  as  Regius 
Professor  of  Medicine,  Osier  was 
Warden.  This,  like  being  curator  of 
“The  Bodley,”  was  an  add-on,  but 
one  that  Osier  enjoyed  and  took 
quite  seriously.  Ewelme  was  built, 
we  were  told,  to  be  used  only  by 
relatives  of  Chaucer.  Indeed,  there 
was  a family  tree  of  the  Chaucers 
on  one  of  the  walls.  School  was  in 
session  as  we  visited,  and  there 
were  perhaps  40  children  between 
6 and  14  in  a two-room  school- 
house.  From  talking  with  the  teach- 
ers we  suspected  that  these  chil- 
dren received  an  excellent  start  in 
life. 


He  wrote  great 
introductions,  was  not 
I compulsive  about 
identifying  his  sources, 
often  finished  his 
pieces  with  quotations, 
and  usually  wrote  in 
j the  19th  century 
panegyric  style, 
omitting  all  of  the  bad 
things  his  subjects 
might  have  done  during 
their  lifetime. 


f' 

The  almshouse  was  certainly  not 
out  of  Dickens.  Each  pensioner  had 
a three  or  four  room  flat  that  was 
wonderfully  light  and  airy.  There 
were  flowers  everywhere,  onions 
drying  in  the  sun,  and  small  gar- 
,1  dens  nearby.  1 thought  how  pleased 
my  elderly  patients  would  be  to  live 
in  a place  like  this. 

From  Ewelme  we  visited  Nuffield 
^ Place,  home  of  the  Viscount  Nuf- 
: field,  a great  benefactor  of  Oxford 
; Medicine,  and  then  on  to  Cliveden, 
the  magnificent  estate  of  Nancy  and 
; Waldorf  Astor  which  served  as  a 
? hospital  during  World  War  I.  Osier 
was  a frequent  visitor  to  Cliveden, 
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helping  care  for  wounded  Ameri- 
can and  Canadian  soldiers  who 
were  sent  there  to  recuperate.  That 
evening  we  were  free  to  go  our  sep- 
arate ways.  With  five  other  Osleri- 
ans  I went  to  a nice  French  restau- 
rant and  had  an  excellent  dinner 
without  a single  pea,  potato,  carrot, 
or  Brussels  sprout. 

Saturday  morning  was  spent  at 
Blenheim  Palace  and  the  afternoon 
at  Blackwell’s  Book  Store.  I have  yet 
to  decide  which  is  the  more  for- 
midable. That  evening  we  were 
guests  at  the  Radcliffe  Infirmary  for 
cocktails  and  dinner,  hearing  a fas- 
cinating talk  on  medicine  during  the 
Boer  War  by  Mr.  Emmanuel  Lee,  a 
consultant  surgeon. 


Sunday  in  Oxford 

It  was  Harvest  Sunday,  and  Dee 
Canale,  Maiy  Kingsbury,  and  I found 
a parish  church,  St.  Aldays,  near 
Merton,  that  was  filled  with  stu- 
dents and  townspeople.  The  serv- 
ice involved  the  children  of  the  con- 
gregation and  was  delightful.  That 
afternoon  we  were  guests  at  the 
Cloisters  of  Christ  Church  Cathe- 
dral, touring  the  cathedral  with  the 
verger,  attending  a reception,  fol- 
lowed by  Evensong  at  six,  certainly 
the  most  beautiful  experience  of  our 
trip.  The  priest  was  a friend  of  Dr. 
Dewey’s,  so  we  had  a prayer  said 
for  us  and  for  the  memory  of  Sir 
William.  One  of  our  group,  James 
Knight  of  New  Orleans,  an  ordained 
minister,  was  asked  to  read  the  first 
lesson  which  he  did  very  well.  The 
boys  choir  was  magnificent.  We  left 
the  cathedral,  ate  quickly  at  Merton, 
boarded  a bus  for  a short  trip  to 
London,  and  checked  into  the  Clif- 
ton Ford  Hotel,  two  centuries  and 
four  stars  more  advanced  than  our 
quarters  at  Merton  College. 

Oslerians  in  London 

So  what  does  one  do  on  a lovely 
Monday  morning  in  London?  West- 
minster Abbey?  The  British  Mu- 
seum? Harrods?  No,  I walked  about 
the  city  looking  for  a Merton  Col- 
lege necktie  that  I had  forgotten  to 
purchase  in  Oxford.  I saw  a lot  of 
ties  in  a lot  of  stores  but  none  of- 
ficially belonged  to  Merton  College. 


The  tie  search  was  halted  by  an  ap- 
pointment to  meet  Stephen  Lock, 
editor  of  the  British  Medical  Jour- 
nal. I was  given  a tour  of  the  BMJ 
offices  and  met  Ruth  Holland,  a 
writer  whom  I had  admired  from 
afar  for  her  wonderful  book  reviews 
and  occasional  poems. 

That  afternoon  we  had  an  exten- 
sive tour  of  the  Royal  College  of 
Physicians  who  had  assembled  all 
of  their  Osleriana  for  our  group.  That 
evening,  our  last  in  London,  we  as- 
sembled at  Lettsom  House,  head- 
quarters of  the  Medical  Society  of 
London,  to  meet  with  members  of 
the  Osier  Club  of  London  whose 
president  was  Dr.  Alex  Sakula.  Dr. 
Sakula  had  visited  Piedmont  Hos- 
pital in  Atlanta  where  he  talked  on 
Laennec,  so  it  was  nice  seeing  him 
again.  After  dinner  we  heard  papers 
on  Osier’s  birthplace  at  Bond  Head, 
a discussion  of  his  “Welsh  Con- 
nection,” a paper  on  “The  Twilight 
Years  of  Lady  Osier,”  and  an  ad- 
dress by  Dr.  Sakula  entitled  “WO 
and  Rudyard  Kipling.”  It  was  an- 
other long,  full,  interesting  day  of 
Osleriana. 

Denouement 

Dee  Canale  and  I returned  to  At- 
lanta the  following  morning.  I wore 
my  Osier  Society  tie  which  is  navy 
blue  and  has  inscribed  on  it  in 
white,  “Aequanimitas.”  It  is  the 
same  tie  that  is  worn  on  Fridays  by 
alumni  of  the  Osier  Service  of  the 
Johns  Hopkins  Hospital.  A flight  at- 
tendant noticed  the  inscription  and 
asked  what  it  meant.  I answered, 
“Keep  cool.”  She  said,  “I’ve  got  to 
have  that  tie.”  She  insisted,  so  I tied 
it  on  her  and  she  wore  it  for  most 
of  the  trip  to  Atlanta  until  her  crew 
chief  made  her  give  it  up,  for  which 
she  paid  me  as  rent  one  Budweiser. 

Speaking  of  ties,  in  December  I 
received  a Merton  College  tie  sent 
by  Dr.  Dewey’s  assistant,  Julie.  The 
heraldic  figure  on  it  is  a small  chev- 
ron of  alternating  rouge  and  ore 
stripes,  placed  on  a background  of 
rich,  deep  azure.  It  is  my  favorite. 
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Continuing  Medical  Educatico 
Requirements  for  ffcspital 
Medical  Staffs 

Robert  C.  Fore,  Ed.D. 


I 

j Introduction 

Mandatory  continuing  medical 
education  (CME)  has  histor- 
ically been  met  with  resistance  by 
the  American  Medical  Association, 
the  majority  of  its  component  state 
medical  associations,  and  most  na- 
tional specialty  societies.  The  issue 
dates  back  at  least  to  1947  when 
the  then  American  Academy  of 
General  Practice  established  a CME 
requirement  in  its  bylaws.'  Al- 
though strong  arguments  have  been 
' presented  for  and  against  manda- 
f tory  participation,  CME  has  re- 
i mained  largely  a voluntary  activi- 
' ty.2''’  Nevertheless,  as  of  January, 

' 1 989,  some  form  of  mandatory  CME 
; was  required  by  11  state  medical 
! associations,  24  state  medical  li- 
censing boards,  and  six  national 
specialty  societies.®  Additionally, 

I the  Joint  Commission  on  Accredi- 
, tation  of  Healthcare  Organizations’ 
(JCAHO)  Accreditation  Manual  for 
, Hospitals  includes  a CME  require- 
ment in  its  Medical  Staff  Chapter 
(MS. 7).®  The  Medical  Association  of 
’ Georgia  does  not  require  CME  for 
' membership,  nor  does  the  Com- 
posite Board  of  Medical  Examiners 
I for  licensure. 


Although  mandatory 
CME  for  relicensure 
has  been  proposed  in 
the  Georgia  General 
Assembly,  no 
legislation  to  date  has 
been  passed.  The  issue 
is  almost  certain  to 
reappear  in  future 
legislative  sessions. 


Accordingly,  mandatory  CME  ap- 
pears to  be  a function  of  the  fol- 
lowing: (1)  membership  in  a state 
medical  association  with  a CME  re- 
quirement; (2)  membership  in  a na- 
tional specialty  society  with  a CME 
requirement;  (3)  medical  licensure 
by  a state  board  of  medical  exam- 
iners with  a CME  requirement;  and/ 
or  (4)  membership  on  a hospital 
medical  staff  whose  bylaws  include 
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a CME  requirement.  It  is  possible, 
therefore,  for  some  physicians  to 
face  up  to  four  sets  of  mandatory 
CME  requirements,  albeit  similar  or 
identical,  while  other  physicians 
face  no  CME  requirements  what- 
soever. 

Clearly,  there  is  no  national 
standard  for  CME  participation. 
Where  mandatory  requirements  are 
in  effect,  the  American  Medical  As- 
sociation Physician’s  Recognition 
Award  is  widely  accepted.®  The 
Physician’s  Recognition  Award 
(PRA)  was  established  in  1968  by 
the  American  Medical  Association 
in  an  attempt  to  stimulate  CME  par- 
ticipation through  a voluntary  rec- 
ognition program. 

Since  the  majority  of  state  med- 
ical associations,  national  specialty 
societies  and  state  boards  of  med- 
ical examiners  have  no  mandatory 
CME  requirements,  the  most  wide- 
spread requirement  for  CME  partic- 
ipation is  contained  in  the  JCAHO 
Medical  Staff  Standard  (MS. 7).®  This 
standard  is  as  follows: 

MS. 7 All  individuals  with  deline- 
ated clinical  privileges  partici- 
pate in  continuing  education. 
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Required  Characteristics 

MS. 7.1  Each  individual  with  de- 
lineated clinical  privileges  par- 
ticipates in  continuing  education 
activities  that  relate,  in  part,  to 
the  privileges  granted. 

MS. 7. 2 Hospital-sponsored  edu- 
cational activities  are  offered. 
MS. 7.2. 1 These  activities  relate, 
at  least  in  part,  to 
MS. 7.2. 1.1  the  type  and  nature 
of  care  offered  by  the  hospital; 
MS. 7.2. 1.2  the  findings  of  qual- 
ity assurance  activities;  and 
MS. 7. 2. 1.3  the  expressed  edu- 
cational needs  of  individuals  with 
clinical  privileges. 

MS. 7.3  Each  individual’s  partici- 
pation in  continuing  education  is 
MS. 7. 3.1  documented;  and 
MS. 7. 3. 2 considered  at  the  time 
of  reappointment  to  the  medical 
staff  and/or  renewal  or  revision 
of  individual  clinical  privileges. 


A survey 

questionnaire  was 
mailed  to  CEOs  of  all 
institutional  members 
of  the  Georgia  Hospital 
Association  and  to 
selected  non-members. 
Respondents  were 
asked  if  their  hospital 
provided  CME  for  its 
medical  staff. 


The  primary  thrust  of  JCAHO 
Standard  MS. 7 is  to  encourage  phy- 
sicians to  participate  in  CME.^  There 
is  no  minimum  number  of  credit 
hours  nor  specified  mode  of  doc- 
umentation. According  to  an  April 
12,  1989  letter  from  Peter  Van 
Schoonhoven,  MD,  Associate  Di- 
rector, JCAHO  Department  of 
Standards,  there  is  “.  . . consider- 
able flexibility”  in  JCAHO  stand- 
ards relating  to  CME. 


Purpose 

The  primary  purpose  of  this  study 
was  to  identify  CME  requirements 
for  medical  staffs  in  Georgia  hos- 
pitals. The  following  research  ques- 
tions guided  the  study: 

1)  What  is  the  extent  of  hospital- 
based  CME  in  Georgia? 

2)  To  what  extent  are  CME  re- 
quirements linked  to  clinical  priv- 
ileges? 

3)  When  CME  is  required  for  clin- 
ical privileges,  what  are  typical  cri- 
teria for  participation  and  docu- 
mentation? 

4)  Does  the  provision  of  hospital- 
based  CME  result  in  mandatory  re- 
quirements? 

5)  Does  accreditation  as  a spon- 
sor of  CME  result  in  mandatory  re- 
quirements? 


Methodology 

This  was  descriptive  survey  re- 
search. A survey  questionnaire  was 
mailed  to  chief  executive  officers  of 
all  institutional  members  of  the 
Georgia  Hospital  Association  and 
to  selected  non-members.  The 
sample  included  for-profit,  not-for- 
profit,  general,  chemical,  and  psy- 
chiatric hospitals.  A cover  letter 
summarized  the  JCAHO  medical 
staff  standard  for  CME  and  re- 
quested a response  to  a 10-item 
questionnaire.  The  questionnaire 
allowed  for  anonymity  and  assured 
that  each  institution  in  the  sample 
would  receive  the  results. 

Descriptive  statistics  were  used 
to  summarize,  organize,  and  inter- 
pret the  data.  Data  were  recorded 
and  tabulated  utilizing  IBM  PC  com- 
patible software  entitled  Survey 
Master  produced  by  Masterware, 
Seattle,  Washington. 

Results 

The  sample  included  188  hos- 
pitals out  of  the  225  licensed  hos- 
pitals in  Georgia  as  reported  by  the 
Standards  and  Licensure  Section  of 
the  Office  of  Regulatory  Service. 
There  were  90  completed  surveys 
returned  with  a response  rate  of 
48%.  One  survey  was  returned  in- 
dicating the  hospital  had  closed  in 


1988.  The  majority  of  respondents 
(n  = 70,  78%)  indicated  their  hos- 
pital was  JCAHO  accredited.  Al- 
most a third,  (n  = 28,  31%)  re- 
ported accreditation  by  the  Medical 
Association  of  Georgia  as  an  in- 
trastate CME  sponsor.  Of  the  hos- 
pitals which  were  not  accredited 
CME  sponsors,  7 (8%)  reported  that 
they  plan  to  apply.  Based  on  written 
comments  and  follow-up  telephone 
calls,  it  was  determined  that  sur- 
veys were  completed  by  CEOs, 
medical  staff  chairs,  CME  Commit- 
tee chairs,  CME  staff,  and  secre- 
taries. 


Although  hospitals 
appear  to  be  adhering 
to  the  intent  of 
JCAHO  standards 
relating  to  CME,  a 
more  consistent 
approach  throughout 
the  state  could 
arguably  diffuse 
legislative  attempts 
toward  mandatory 
CME  for  relicensure. 


Respondents  were  asked  if  their 
hospital  provided  CME  activities  for 
its  medical  staff.  Neither  the  size  of 
the  hospital  nor  the  number  or  fre- 
quency of  programs  were  consid- 
ered. These  activities  could  range 
from  an  on-going  accredited  pro- 
gram to  presentations  through  Hos- 
pital Satellite  Network  or  the  Geor- 
gia Hospital  Association  TELNET  to 
an  occasional  speaker  sponsored 
by  a pharmaceutical  company.  Most 
hospitals  (n  = 73,  81%)  reported 
that  they  provide  CME  activities.  Ad- 
ditionally, a majority  (n  = 50,  56%) 
link  CME  participation  to  clinical 
privileges,  but  few  (n  = 11,  12%) 
specify  a minimum  credit  hour  re- 
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quirement.  Of  the  11  respondents 
which  specified  a minimum  credit 
hour  requirement,  results  were  as 
follows:  20  credit  hours,  4 hospi- 
tals; 25  credit  hours,  1 hospital;  40 
credit  hours,  1 hospital;  50  credit 
hours,  5 hospitals.  The  most  fre- 
quently cited  time  periods  for  re- 
porting CME  credits  were  annually 
(n  = 17,  19%)  and  bi-annually  (n 
= 12,  13%).  The  majority  (n  = 61, 
68%)  did  not  indicate  any  specific 
time  period  for  reporting. 

Although  some  hospitals  report 
no  CME  requirements,  they  still  in- 
sist on  documentation  of  partici- 
pation (n  = 21,  23%).  Overall,  a 
large  majority  require  some  form  of 
documentation  of  CME  participa- 
tion (n  = 68,  76%).  The  most  fre- 
quently accepted  forms  of  docu- 
mentation are  included  in  Table  1 . 

Of  the  73  hospitals  (81%)  which 
provide  CME  activities,  41  (56%)  in- 
clude a CME  requirement,  while  32 
I (44%)  do  not.  Of  the  total  sample 
of  90  hospitals,  9 hospitals  (10%) 
specify  a CME  requirement  even 
though  they  do  not  provide  CME  op- 
portunities. 


While  CME 
I requirements,  if  any, 
vary  considerably,  most 
hospitals  raise  the  issue 
of  CME  participation 
' by  requesting  some 
I form  of  documentation 
I for  renewal  of  clinical 
I privileges. 

;■ 

, Finally,  hospitals  which  have 
! made  a strong  commitment  to  CME 
I through  accreditation  as  intrastate 
j sponsors  seem  to  be  less  likely  to 
establish  a CME  requirement.  Of  the 
! 28  accredited  respondents,  only  14 
(50%)  indicated  they  required  CME 
for  clinical  privileges,  while  35 
(56%)  of  non-accredited  hospitals 
i had  such  a requirement. 
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TABLE  1 — Frequently  Accepted  Forms  of  CME  Documentation 


Documentation 

Number  of 
Hospitals 

Percentage 

CME  Transcript  Only 

25 

37 

Attestation  Only 

19 

28 

Transcript  or 

8 

12 

Attestation 

Transcript,  Attestation, 

7 

10 

or  AMA  Physician’s 
Recognition  Award 
Transcript  or  AMA 

4 

6 

Physician’s  Recognition 
Award 

Attestation  or 

3 

4 

AMA  Physician’s 
Recognition  Award 
AMA  Physician’s 

2 

3 

Recognition  Award  Only 

N = 68 

100 

Discussion 

medical 

staffs,  and  hospital  CME 

Even  though  this  survey  was 
mailed  with  no  follow-up  mailing 
or  added  incentives  for  responding, 
the  response  rate  (48%)  suggests 
that  the  issue  of  CME  for  hospital 
medical  staffs  in  Georgia  is  viewed 
as  important.  Although  mandatory 
CME  for  relicensure  has  been  pro- 
posed in  the  Georgia  General  As- 
sembly, no  legislation  to  date  has 
been  passed.  The  issue  is  almost 
certain  to  reappear  in  future  legis- 
lative sessions. 

Data  suggest  that  hospitals  are 
attempting  to  provide  local  CME  op- 
portunities and  are  encouraging 
their  medical  staffs  to  participate. 
While  CME  requirements,  if  any, 
vary  considerably,  most  hospitals 
raise  the  issue  of  CME  participation 
by  requesting  some  form  of  docu- 
mentation for  renewal  of  clinical 
privileges.  Although  hospitals  ap- 
pear to  be  adhering  to  the  intent  of 
JCAHO  standards  relating  to  CME, 
a more  consistent  approach 
throughout  the  state  could  arguably 
diffuse  legislative  attempts  toward 
mandatory  CME  for  relicensure. 

The  results  of  this  study  coupled 
with  model  CME  standards  devel- 
oped by  the  Medical  Association  of 
Georgia  CME  Committee  should  be 
helpful  to  hospital  CEO’s,  hospital 


committees  interested  in  establish- 
ing more  consistent  criteria  for  CME 
participation. 

Acknowledgments 

Special  thanks  to  Angela  F.  Par- 
tain,  CME  Coordinator,  Office  of 
CME,  Mercer  University  School  of 
Medicine  and  the  Medical  Center  of 
Central  Georgia,  in  the  collection  of 
data  and  the  preparation  of  this 
manuscript. 

References 

1.  Manning  PR,  Petit  DW.  The  past,  present,  and 
future  of  continuing  medical  education.  JAMA 
1987;258:3542-46. 

2.  Davis,  DA.  A critical  analysis  of  the  literature 
evaluating  CME.  Mobius  1984;4(4):20-28. 

3.  Haynes  RB,  Davis  DA,  Tugwell  P,  McKibbon 
A,  A critical  appraisal  of  the  efficacy  of  CME.  JAMA 
1984;251:61-64. 

4.  Lloyd  JS,  Abrahamson  S.  Effectiveness  of  con- 
tinuing medical  education:  A review  of  the  evi- 
dence. Eval  Health  Prof  1979;2:251-80. 

5.  Rosinski  EF.  The  relationship  between  con- 
tinuing medical  education,  physician  behavior,  and 
patient  outcomes.  Mobius  1987;7(1):17-21. 

6.  Stross  JK,  Harlan  WR.  The  impact  of  man- 
datory continuing  medical  education.  JAMA 
1978;239:2663-66. 

7.  Stross  JK,  Harlan  WR.  Mandatory  continuing 
medical  education  revisited.  Mobius  1987;7(1):22- 
27. 

8.  Ayers  J (ed).  Continuing  medical  education 
fact  sheet.  Chicago,  American  Medical  Association 
1989;Jan:l-14. 

9.  Accreditation  manual  for  hospitals.  JCAHO 
1987:127.  ■ 


833 


Pltysicians 
wanted  for 
leading 
clinic 


Prestigious  nationwide  clinic 
group  specializing  in  the  treatment 
of  venous  disorders  is  expanding. 
Our  newest  clinics  in  Atlanta  are  in 
need  of  physicians  trained  in  internal 
medicine  or  general  surgery-or 
who  have  a broad  base  of  medical 
experience.  We  will  provide 
complete  training  in  the  latest 
proprietary  techniques  of  treating 
venous  disorders.  We  offer  an 
excellent  salary  and  bonus  potential 
which  should  range  between 
$120,000-$180,000.  We  also 
provide  malpractice  insurance  and 
health  benefits.  There  are  no 
weekend  hours  or  night  calls  or 
beepers  to  carry.  And  you  won’t 
have  to  worry  about  soliciting  for 
patients  or  fighting  insurance 
companies.  This  is  an  outstanding 
opportunity  for  professional  and 
financial  advancement.  If  you  are 
motivated  to  build  a rewarding 
practice  with  the  leader  in  the 
treatment  of  venous  disorders, 
send  your  resume  to: 


National  Medical  Director 

Vein  Clinics  of  America 

2340  S.  Arlington  Heights  Road 
Arlington  Heights,  Illinois  60005 


YOCONT 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolaikylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  conteins  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  durabon.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympattietic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.''  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^-^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ''■34  i tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  14  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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Retirement  of  a Surgeon 

Part  I:  Freedom  and  Happiness 


Despite  modern  day  dogma,  most 
doctors  would  agree  that 
-j  every  person  is  different  from  all 
others.  So  it  could  be  that  very  few 
of  my  colleagues  will  readily  iden- 
tify with  my  concept  and  enjoyment 
I of  retirement.  When  asked  to  define 
my  state  of  mind,  1 could  only  think 
of  one  phrase:  freedom  and  hap- 
piness. When  asked  to  explain  the 
journey  necessary  to  arrive  at  this 
ethereal  state  (after  ruling  out  Tabes 
and  senility),  1 recalled  several  steps 
which  seemed  essential, 
j Every  physician  has  worked  very 
hard  to  have  the  privilege  of  saving 
the  lives  of  others.  Our  unique 
j profession  leaves  little  time  for  self- 
i evaluation,  and  even  less  time  for 
I self-protection.  As  I see  it,  there  are 
I three  facets  that  we  must  acknowl- 
i edge  in  order  to  prepare  for  our  life- 
i spans:  economic,  scientific,  and 
I humanitarian. 

My  economic  rule  was  to  evalu- 
ate my  monetary  status  and  my  fi- 
nancial strategy  at  least  every  year. 
Term  insurance  in  the  early  and 
middle  of  a career  leaves  more 
earnings  for  retirement  vehicles 
such  as  IRAs  and  other  retirement 
plans.  Single  Premium  Variable  Life 
Insurance  (you  invest  the  money) 


Several  years  before 
retirement,  my  plan 
was  to  ease  out  of  the 
practice,  rather  than 
the  traditional  target 
date  and  newspaper 
announcement. 


and  annuities  are  good  for  later 
years.  Trusts  are  good  for  increas- 
ing your  net  worth.  For  example, 
you  can  establish  an  irrevocable 
trust  (if  you  expect  to  retain  your 
present  wife  and  kids)  and  place 
your  office  and  other  assets  in  the 
trust.  The  rent  that  you  pay  to  the 
trust  plus  interest  can  be  used  to 
educate  your  children  and  increase 
the  family  net  worth. 

A living  revocable  trust  can  be 
designed  to  coincide  with  your  es- 
tate plan  and  your  will.  Be  sure  that 
your  will  provides  for  a bypass  pro- 
vision, so  as  to  save  your  children 
from  high  estate  taxes  (which  start 
at  37%). 


Several  years  before  retirement, 
my  plan  was  to  ease  out  of  the 
practice,  rather  than  the  traditional 
target  date  and  newspaper  an- 


nouncement. My  associates  and  1 
agreed  to  individualize  our  charges 
and  sum  up  the  aggregate  at  the 
end  of  each  month.  The  percentage 
of  work  for  each  doctor  established 
the  percentage  of  his  cost  for  the 
overhead.  Thus,  the  less  work  that 
1 produced,  the  less  the  cost  to  me. 
This  system  enabled  me  to  start  tell- 
ing my  patients  that  1 would  be 
phasing  out,  and  it  allowed  my  pa- 
tients to  gradually  accept  my  as- 
sociates. The  patients  were  given 
free  choice  of  physicians,  so  the 
transition  was  smooth. 

The  scientific  side  was  relatively 
easy.  For  years,  I had  participated 
in  the  educational  committee  at  our 
hospital.  1 still  go  to  several  con- 
ferences a week  and  have  contin- 
ued to  attend  national  meetings  and 
postgraduate  courses.  A friend  re- 
cently said  “You  know  that  you  are 
old  when  you  know  the  answer,  but 
no  one  asks  the  question!”  Even  if 
contrived,  1 still  enjoy  being  asked 
to  teach  some  of  the  classes  or  pro- 
vide counsel. 

Miraculously,  the  desire  to  re- 
move organs  and  stamp  out  disease 
completely  disappeared  when  I 
cleaned  out  my  locker  and  left  the 
operating  room.  The  feverish  drive 
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and  ubiquitous  fatigue  gave  way  to 
tranquil  satisfaction  and  peaceful 
exhiliration. 

The  humanitarian  aspect  of  a 
physician  is  supreme.  Who  among 
us  would  have  given  the  years  of 
sacrifice  without  a burning  desire 
to  help  our  fellow  man?  Our  very 
souls  have  been  blessed  by  the 
privilege  of  bringing  “healing  to 
some,  but  comfort  to  all.” 

Avery  close  friend  once  said, 
“Always  leave  a party  when 
you  are  having  fun!”  My  decision  to 
retire  was  accompanied  by  the  re- 
alization that  as  a busy  surgeon  1 
had  fun,  and  as  a responsible  citi- 
zen, 1 could  continue  to  enjoy  help- 
ing others.  Our  participation  in  daily 
community  life  is  but  a continua- 
tion of  the  desire  to  serve  our  fellow 
man.  From  the  golf  course  to  the 
church  and  all  in  between,  one  can 
comfort  and  assure.  The  freedom 
to  sleep  all  night,  to  do  things  on 
your  own  terms,  to  be  with  your 
family  and  friends,  to  augment  the 
constructive  elements  of  daily  life 
— all  of  these  things  contribute  to 
happiness. 


When  asked  to 
explain  the  journey 
necessary  to  arrive  at 
this  ethereal  state 
(after  ruling  out  Tabes 
and  senility),  1 recalled 
several  steps  which 
seemed  essential. 


My  fervent  prayer  is  that  all  phy- 
sicians who  finally  retire  will  also 
find  freedom  and  happiness.  In  the 
words  of  the  Westminster  Cate- 
chism: “Man’s  chief  end  is  to  glorify 
God,  and  enjoy  Him  forever.” 

An  Anonymous  Surgeon 


9>iytfis 

^Facts? 


• Even  moderate  social  drinkers 
may  risk  liver  damage. 

• Women  are  more  likely  to  suffer 
liver  damage  from  alcohol 
than  men. 

• Most  victims  of  liver  disease  are 
nof  alcoholics. 

All  three  statements  are  true. 

How  many  did  you  get  right? 


Many  people  are  confused  about 
the  effects  of  alcohol  on  the  liver— 
and  what  you  don  Y know  con  hurt 
you. 

A pamphlet  on  myths  and  facts 
tells  what  you  can  do  to  protect 
yourself  and  your  loved  ones.  For 
your  free  copy  send  a stamped 
self-addressed  business 
envelope  to: 


American  Liver 
Foundation 

Box  AL 

Cedar  Grove.  N.J.  07009 
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The  History  of  Chinese  IVfedicine 

Part  One  of  a Series 


Charles  B.  Gillespie,  M.D. 


The  origins  of  Chinese  medicine 
are  lost  in  legend,  but  it  is  said 
that  in  ancient  times  a man  named 
Shen  Nong  sampled  hundreds  of 
herbs  in  order  to  find  cures  for  ill- 
nesses prevalent  at  the  time. 

Archaeological  relics  dating  back 
to  the  Xia  and  Shang  Dynasties 
(21st-16th  centuries  B.C.  and  16th- 
11th  centuries  B.C.,  respectively) 
include  cauldrons,  jars,  basins,  and 
bowls.  These  vessels  made  possi- 
ble the  brewing  of  medicines  in 
which  the  healing  properties  of 
herbs  are  extracted  by  boiling  in 
water  or  other  liquids.  Inscriptions 
I on  bones  and  tortise  shells  dating 
I back  to  the  Shang  Dynasty  show  that 
I medicinal  wine  was  in  common  use 
at  that  time. 

Medical  specialization  devel- 
j oped  early  in  China.  As  early  as  the 
I Shang  Dynasty,  some  Chinese  doc- 
tors became  nutritional  specialists 
while  others  were  physicians,  sur- 
geons, or  veterinarians. 

I The  theoretical  system  of  Chinese 
I medicine  took  shape  from  the  War- 
i ring  States  Periods  to  the  Three 
I Kingdoms  (475  B.C.  to  265  A.D.). 
China  changed  dramatically  during 
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The  modern 
development  of 
acupuncture  occurred 
during  the  Song 
Dynasty  when  two 
lifesize  bronze  models 
were  made  to  train 
acupuncture  personnel. 
The  models  showed 
channels,  organs,  and 
points  for  insertion  of 
needles  for  specific 
conditions. 


this  period  of  history.  Academic 
thoughts  were  active,  and  medical 
practitioners  summed  up  past  and 
current  medical  experience.  As  a 
result,  an  important  medical  book, 
Nei  Jing,  came  into  being. 

Nei  Jing,  also  known  as  Huang 


Dr.  Gillespie  is  an  orthopedic  surgeon.  He  visited 
China  last  May  during  the  recent  demonstrations 
by  the  Chinese  people.  This  series  will  reveal  some 
of  what  he  learned  about  the  Chinese  Traditional 
and  Western  styles  of  medical  care.  Send  reprint 
requests  to  him  at  810  14th  St.,  Albany,  GA  31708. 


Di  Nei  Jing,  consists  of  eighteen 
volumes  and  is  the  oldest  medical 
book  existing  in  China  and  perhaps 
even  in  the  world.  It  was  probably 
written  collectively  by  many  doc- 
tors and  focuses  on  the  fundamen- 
tal theory  of  Chinese  medicine.  It 
also  deals  with  anatomy,  physiol- 
ogy, pathology,  health  care,  diag- 
nosis, acupuncture,  and  principles 
of  treatment.  These  extensive  vol- 
umes laid  the  foundation  of  all 
Chinese  traditional  medicine  to  be 
practiced  in  the  future. 

The  Treatise  on  Febrile  and  Other 
Diseases,  written  by  the  distin- 
guished Doctor  Zhang  Zhongjing 
(150  to  219  A.D.)  at  the  end  of  the 
Han  Dynasty,  is  the  first  important 
work  on  clinical  treatment.  In  six- 
teen volumes,  the  book  sums  up 
medical  experience  in  diagnosing 
and  treating  typhoid  and  other 
mainly  internal  diseases.  The  au- 
thor created  the  theory  of  “judging 
the  symptoms  before  making  treat- 
ment.” He  referred  to  the  practice 
of  “decoction”  (prepare  by  boiling 
to  achieve  extracts)  to  arrive  at 
agents  that  could  be  used  in  treat- 
ing sick  people.  Even  in  today’s 
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China,  this  theory  is  still  widely  held, 
especially  by  the  so-called  “tradi- 
tional” Chinese  doctors. 


In  581  A.D.y  the  first 
medical  college  in  the 
world  (Agency  of 
Royal  Doctors)  was 
established  and  became 
the  most  authoritative 
institution  of  medical 
education  and  hospital 
care  in  the  entire 
world. 


During  the  period  of  265-1279 
A.D.,  the  taking  of  the  pulse  re- 
ceived great  emphasis  as  a diag- 
nostic step  in  Chinese  medicine.  In 
the  ten  volume  Classic  on  the  Pulse, 
Doctor  Wang  Shuhe  assembled  an- 
cient theories  on  the  doctrine  of  the 
significance  of  pulse  evaluation. 
Apparently  this  contribution  gained 
wide  acceptance  as  the  theory  was 
included  in  other  widely  distributed 
books,  such  as  the  Canon  of  Med- 
icine by  Avicenna. 

Before  the  Han  Dynasty,  medi- 
cal personnel  were  trained 
using  father-to-son  or  master-to-ap- 
prentice  techniques.  In  581  A.D.,  the 
first  medical  college  in  the  world 
(Agency  of  Royal  Doctors)  was  es- 
tablished and  became  the  most  au- 
thoritative institution  of  medical  ed- 
ucation and  hospital  care  in  the 
entire  world. 

During  the  Tang  Dynasty,  the 
scale  of  the  Agency  of  Royal  Doc- 
tors was  enlarged  while  at  the  same 
time,  subjects  were  subdivided  into 
smaller  ones  and  the  length  of  study 
was  made  more  definite.  In  the 
newly  established  department  of 
medicine,  students  of  various  ages 
prepared  themselves  over  a period 
of  3 to  7 years,  depending  on  their 
major  subject.  In  the  pharmacy  de- 


partment (materia  medica),  stu- 
dents of  the  ages  16  to  20  years 
studied  the  growth,  collection, 
processing,  storage,  and  compati- 
bility of  medical  herbs. 

Among  the  renowned  doctors  of 
the  Tang  Dynasty,  Sun  Simiao  was 
probably  the  greatest.  Enjoying  a 
long  life  of  101  years  (581-682),  he 
wrote  two  important  medical  books: 
The  Thousand  Gold  Formulae  and 
Supplement  to  the  Thousand  Gold 
Formulae.  In  these  books,  he  dis- 
cusses the  treatment  of  disease,  es- 
pecially those  of  women  and  chil- 
dren. He  believed  that  gynecology 
and  pediatrics  were  specialties  to 
themselves  and  put  them  at  the  very 
beginning  of  his  book.  He  con- 
firmed the  curative  power  of  nutri- 
tion; he  argued  that  any  disease 
should  first  be  treated  with  good 
food  and  a balanced  diet. 

In  the  Song  Dynasty,  because  of 
the  wide  use  of  printing  and  en- 
couragement of  the  royal  family, 
important  medical  books  were  pub- 
lished and  a bureau  of  medicine 
was  established. 

Acupuncture  is  distinctively 
Chinese,  although  it  has  long 
been  introduced  to  other  countries. 
Much  of  Nei  Jing  dealt  with  acu- 
puncture, but  its  modern  develop- 
ment occurred  during  the  Song  Dy- 
nasty when  two  life-size  bronze 
models  were  made  to  train  acu- 
puncture personnel.  The  models 
showed  channels,  organs,  and 
points  for  insertion  of  needles  for 
specific  conditions.  Wang  Weiyi 
also  wrote  a three  volume  text  called 


In  the  Song  Dynasty, 
because  of  the  wide 
use  of  printing  and  the 
encouragement  of  the 
royal  family,  important 
medical  books  were 
published  and  a bureau 
of  medicine  was 
established. 


Illustrated  Manual  on  the  Points  for 
Acupuncture  and  Moxibustion  on 
the  Bronze  Figure.  (More  on  Mox- 
ibustion in  a later  article.) 

During  the  Ming  Dynasty,  the  sig- 
nificant Compendium  of  Materia 
Medica  was  written  by  Li  Shizhen 
during  the  period  1518  to  1593.  This 
text  describes  the  use  of  1 ,892  med- 
icines and  11,091  prescriptions.  It 
also  includes  1,110  illustrations  re- 
lated to  vegetable,  animal,  and  min- 
eral remedies.  He  also  lists  the 
producing  area,  shape,  nature, 
function,  collection,  and  prepara- 
tion process  of  each  medicine.  For 
30  years,  he  climbed  mountains  to 
collect  medicinal  herbs  which  were 
described  in  his  great  work  of 
1,900,000  Chinese  characters.  Per-  ] 
haps  his  greatest  contribution  was 
that  of  attempting  to  correct  the 
medical  practice  errors  of  the  past. 


In  the  16th  century 
B.C.,  Li  Shizhen  spent 
much  of  his  life 
climbing  mountains  to 
collect  medicinal  herbs 
which  were  described 
in  his  great  work  of 
1,900,000  Chinese 
characters. 


During  the  Ming  and  Qing  Dy- 
nasties, many  more  medical  books 
were  published,  thanks  to  the  fur- 
ther development  of  the  printing  in- 
dustry. According  to  what  statistics 
that  exist,  more  than  8,000  kinds 
of  medical  works,  in  more  than 
100,000  volumes,  were  produced 
during  these  times  in  history.  Many 
of  these  volumes  have  been  re- 
covered and  are  preserved  in  med- 
ical museums  throughout  China. 

In  the  January  Jowma/  the  subject 
of  discussion  will  be:  “How  does  a 
traditional  Chinese  physician  treat 
a patient?”  ■ 
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Taxpayer’s  Bill  of  Rights: 
Much  Ado  About  Nothing 

Barbara  B.  Stalzer 


This  article  reviews 
\ some  of  the  major 
! TAMRA  provisions  and 
I changes  in  the  Internal 
Revenue  Code  and 
suggests  how  they  may 
be  useful  in  a tax  audit 
I or  collection 
i situation,  y 


!' 
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The  Technical  and 

Miscellaneous  Revenue  act  of 
1988  (TAMRA)  included  a 
“Taxpayer’s  Bill  of  Rights”  which 
received  much  media  attention 
and  offered  hope  of  substantive 
taxpayer  benefits  when  it  was  first 
introduced.  However,  as  finally 
enacted  by  Congress,  the  changes 
from  earlier  law  brought  about  by 
TAMRA  appear  to  be  small,  and 
their  actual  effect  upon  the 
examination  of  tax  returns  and 
the  collection  of  taxes  by  the 
Internal  Revenue  Service  (IRS)  is 
probably  minimal.  This  article  will 
review  some  of  the  major  TAMRA 
provisions  and  changes  in  the 
internal  Revenue  Code  and 
suggest  how  they  may  be  useful 
in  a tax  audit  or  collection 
situation.' 

Tape  Recording  Interviews 

Under  TAMRA,  a new  section 
7520  is  added  to  the  Code, 
detailing  new  procedures 
involving  taxpayer  interviews.  This 
section  allows  both  the  taxpayer 
and  the  IRS  to  record  certain 
types  of  interviews  or  meetings, 
upon  advance  notice.  The  new 
provision  covers  “in-person 
interviews,”  including  meetings 
between  IRS  officials  and  either 
the  taxpayer  or  the  taxpayer’s 
representative;  it  does  not  cover 


This  article  was  prepared  at  the  request  of  the 
Journai  Ms.  Stalzer  practices  with  Zoe  M.  Hicks, 
P.C.  Send  reprint  requests  to  Ms.  Stalzer  at  2296 
Henderson  Mill  Rd.,  Ste,  110,  Atlanta,  GA  30345. 


telephone  interviews.  If  the  IRS 
records  the  interview  and  the 
taxpayer  wishes  to  have  a 
transcript  or  copy  of  the 
recording,  the  taxpayer  must  pay 
the  applicable  cost.  This  may  be 
a useful  tool  to  have  if  the 
taxpayer  feels  the  IRS  agent  has 
an  “attitude  problem,”  or  where 
there  are  many  complex  issues  in 
the  audit.  It  could  also  be  an 
evidentiary  tool,  where  the 
taxpayer  believes  the  position  of 
the  IRS  is  unreasonable  and 
unjustifiable  and  the  taxpayer 
desires  to  obtain  administrative  or 
litigation  expenses.  (This  last 
point  is  discussed  in  more  detail 
below.) 

Administrative  and  Litigation 
Costs 

Prior  to  the  enactment  of 
TAMRA,  taxpayers  were  able  to 
obtain  attorney’s  fees  only  where 
the  IRS  lost  in  court  and  its 
position  was  not  substantially 
justified.  TAMRA  adds  Code 
section  7430,  however,  which 
provides  that  taxpayers  may  now 
also  obtain  fees  expended  where 
the  case  ends  with  an 
administrative  decision  in  the 
taxpayer’s  favor.  To  obtain  these 
fees,  the  taxpayer  must  be  the 
“prevailing  party”  and  the  IRS 
position  must  be  substantially 
unjustified.  However,  the  IRS 
decides  who  is  the  prevailing 
party  and  makes  the  call  as  to  the 
propriety  of  its  position.  (Where 
the  tax  matter  is  in  court,  then  the 
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court  will  make  the  determination 
as  to  who  is  the  prevailing  party.) 
It  will  be  interesting  to  see  how 
often  the  IRS  finds  that  its  own 
position  is  “substantially 
unjustified,”  and  how  these 
determinations  by  the  IRS  fare  on 
appeal  to  the  Tax  Court,  should 
the  taxpayer  disagree  with  the  IRS 
determination. 

The  types  of  costs  which  can 
be  awarded  under  this  new  code 
section  include  the  reasonable 
expenses  of  expert  witnesses 
(however,  not  in  excess  of  the 
highest  rate  of  compensation  for 
expert  witnesses  paid  by  the 
government);  the  resonable  cost 
of  any  study,  analysis,  engineering 
report,  test,  or  project  that  is 
found  to  be  necessary  for  the 
preparation  of  the  prevailing 
party’s  case;  and  resonable 
attorney’s  fees  (although  usually 
not  more  than  $75  per  hour). 

One  further  comment 
concerning  the  likely  impact  of 
this  recent  statutory  change:  It 
will  not  necessarily  reduce  the 
number  of  situations  where  the 
IRS  makes  adjustments  or 
disallowances  on  the  basis  of  a 
“weak”  position,  perhaps  just  to 
improve  its  bargaining  position. 
The  IRS  position  that  must  be 
“substantially  unjustified”  — and 
therefore  support  an  award  of 
cost  to  the  taxpayer  — is  the  one 
taken  by  the  IRS  in  a statutory 
notice  of  deficiency  or  a final 
Appeals  Division  determination, 
both  of  which  are  the  “end  of  the 
line”  for  a tax  audit. 

Reliance  on  IRS  Advice 

All  the  misinformation 
transmitted  via  the  IRS  answer 
lines  is  not  affected  at  all  by  the 
Taxpayer  Bill  of  Rights.  TAMRA 
adds  new  Code  section  6404  (0, 
which  refers  only  to  reliance  on 
written  advice  from  the  IRS.  The 
IRS  usually  issues  written  advice 


L E G A 


in  Private  Letter  Rulings,  based 
upon  facts  that  are  provided  by 
the  taxpayer.  Thus,  where 
taxpayers  have  requested  written 
advice  from  the  IRS  and  have 
provided  accurate  information, 
but  have  received  inaccurate 
advice  in  response,  then  this  new 
Code  section  provides  relief  from 

^ The  IRS  always  has 
a fallback  position  in 
the  collection  area;  it  is 
in  the  driver^s  seat  in 
determining  the 
reasonableness  of  its 
position;  and  the  major 
problem  of  inaccurate 
telephone  advice  has 
not  been  addressed,  ^ 


any  penalty  or  addition  to  tax 
which  results  from  this  inaccurate 
advice.  (Note  there  is  no 
abatement  in  the  tax  itself.) 

The  taxpayer  must  reasonably 
rely  upon  the  advice  received 
from  the  IRS.  Thus,  where  a 
taxpayer’s  situation  is  identical  to 
one  addressed  in  a previous  IRS 
Private  Letter  Ruling,  and  where 
the  taxpayer  chooses  to  rely  upon 
this  prior  Ruling,  the  taxpayer  will 
not  be  able  to  use  this  new 
section  to  abate  any  penalty  or 
addition  to  the  tax  which  does 
result.  This  new  Code  section  is 
specific  to  the  taxpayer  making 
the  written  request  and  to  whom 
the  IRS  responds. 

Collection 

The  Taxpayer  Bill  of  Rights 
does  make  some  modifications 
regarding  IRS  collection 
procedures.  Earlier  IRS 
procedures  provided  that,  when 


the  IRS  took  collection  action  via 
levy,  the  taxpayer  received  a 
notice  of  levy,  giving  the  taxpayer 
ten  days  to  pay  the  tax.  Now, 
because  of  an  amendment  to 
Code  section  3661,  taxpayers  have 
thirty  days  from  the  date  of  the 
notice  of  levy  to  pay  the  tax  or 
take  some  other  type  of  action 
which  would  delay  collection  by 
means  of  the  levy.  When  the  IRS 
levies  on  property,  it  receives  the 
right  to  take  the  property  in  lieu 
of  payment  of  taxes.  The  IRS  can 
levy  upon  bank  accounts,  cars, 
homes,  boats,  or  any  other  type  of 
property  which  the  taxpayer  may 
have  that  could  be  sold  by  the  IRS 
to  pay  the  taxes. 

This  new  extension  of  time 
does  not,  however,  affect  the 
jeopardy  collection  procedures 
already  provided  to  the  IRS, 
whereby  the  IRS  may  collect  taxes 
by  levy  without  providing  notice  if 
the  IRS  believes  that  the 
collection  of  taxes  is  in  jeopardy 
(i.e.,  the  taxpayer  is  going  to 
remove  the  property  from  the 
country  or  destroy  it  or  somehow 
make  it  unavailable  to  the  IRS). 

TAMRA  also  codifies  the 
process  whereby  the  IRS  may 
enter  into  installment  agreements 
with  taxpayers  for  the  payment  of 
taxes.  New  Code  section  6159 
requires  that  the  taxpayer  provide 
accurate  information  of  financial 
status  to  the  IRS  collection  office 
and  that  both  the  IRS  and  the 
taxpayer  must  adhere  to  the 
agreement  for  its  term.  The  IRS 
has  been  entering  into  installment 
agreements  for  years,  albeit 
without  specific  statutory 
authority,  and  this  does  not 
appear  to  be  a major  change  in 
IRS  collection  practices. 

By  amending  Code  section 
6334,  TAMRA  does  exempt  the 
principal  residence  of  a taxpayer 
from  levy,  except  in  the  event  that 
the  Secretary  of  the  Treasury  finds 
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that  the  collection  of  taxes  is  in 
jeopardy,  or  the  District  Director 
or  Assistant  District  Director  of  the 
Internal  Revenue  Service 
personally  approves  the  levy  on 
that  property.  This  too  is  not 
much  of  a change  from  prior 
practice. 

best,  the  practical 
positive  effect  from 
TAMRA  may  be  to 
spur  the  IRS  to  be 
more  circumspect  in  its 
positions  and  to  listen 
more  attentively  to 
taxpayer  complaints, 
now  that  Congress  has 
taken  note  of  some  of 
the  administrative 
problems,  y 

Conclusion 

In  conclusion,  what  began  with 
a bang  — and  high  hopes  for 
significant  benefits  to  taxpayers 
— appears  to  have  ended  with  a 
whimper.  The  IRS  always  has  a 
fallback  position  in  the  collection 
area;  it  is  in  the  driver’s  seat  in 
determining  the  reasonableness  of 
its  positions;  and  the  major 
problem  of  inaccurate  telephone 
advice  has  not  been  addressed.  At 
best,  the  practical  positive  effect 
from  the  passage  of  TAMRA  into 
law  may  be  to  spur  the  IRS  to  be 
more  circumspect  in  its  positions 
and  to  listen  more  attentively  to 
taxpayers  complaint,  now  that 
Congress  has  taken  note  of  some 
of  the  administrative  problems. 

Notes 

1 . All  references  to  the  “Code”  refer  to  the 
Internal  Revenue  Code  of  1986,  as  amended  by 
the  Technical  and  Miscellaneous  Revenue  Act  of 
1988. 


YOU’RE  LOOKING 
ATALETHALWEAniN 


Before  you  take  another  bite,  think  about  the  fact  that  a diet  high 
in  cholesterol  and  fat  can  load  your  blood  with  cholesterol,  which 
raises  your  chance  of  heart  attack.  In  fact,  more  Americans  may 
die  by  the  fork  than  by  any  other  weapon. 
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An  insurance  company 
that  takes  your  interests 

to  heart: 


MAG  Mutual 

makes  the  difference. 


As  a physician, 
you’re  used  to  listening,  getting  to  the  heart 
of  the  matter,  then  putting  the  interests  of 
your  patients  first. 

So,  it  is  appropriate  that  a group  of 
physicians  would  put  together  a liability 
insurance  company  that  takes  the  interests 
of  Georgia  physicians  to  heart. 

That’s  just  how  MAG  Mutual  works. 
We’re  physician  owned  and  that  means  our 
insurance  and  services  are  directed  by  physi- 
cians like  yourself  concerned  with  curbing 
rising  rates  and  committed  to  changing 
Georgia’s  professional  liability  climate 
through  legislative  reform. 

We’re  also  flexible.  We  listen  and  respond 
by  providing  the  finest  service  and  best 
coverage  available  in  a wide  range  of  pro- 
grams so  you  can  choose  the  one  most  appro- 
priate to  your  insurance  needs.  From  tailor- 
made  insurance,  to  prior  acts  coverage,  to 
reporting  endorsement  options,  we  contin- 
ually refine  and  develop  programs  in 
response  to  your  input. 


And  we’re  competi- 
tive. We  offer  a wide  variety  of 
premium  discounts  such  as  our  Loss 
Excellence  Appreciation  Discount  (LEAD) 
and  our  Loss  Prevention  program  to  help  you 
keep  your  cost  of  insurance  down. 

Most  importantly  of  all,  we’re  specialists. 
We’re  attuned  to  the  Georgia  medical  profes- 
sion and  all  the  considerations  that  commit- 
ment entails.  From  our  service-oriented  staff 
to  our  flexible  insurance  programs,  we’re 
always  here  for  you. 

Let’s  face  it.  You  put  your  heart  into 
your  profession  because  you  know 
you  can  make  a differ- 
ence. At  MAG 
Mutual,  we  take 
your  interests 
to  heart 
because  we 
want  to  make 

the  difference  for  you.  For  more  informa- 
tion or  an  application,  call 
(404)  842-5600  or  1-800-282-4882. 
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THAN  PAYS  FOR  ITSELF” 

Atlanta  Design  Associates 
(404)  451-8383 


III  health' QUIpJiNC. 

“Liquidators  for  the  Medical  Professions  " 
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Used  and  Refurbished 
Surgery  Equipment 

Operating  Tables  - AMSCO,  Shampagine 
Surgical  Lights  - AMSCO,  Castle 
EKG  Monitors  - Datascope,  H P 
EKG  Machines  - HP,  Burdick 
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CHARTER 

MEDICAL 

CORPORATION 


PHYSICIANS  NEEDED 

INTERNAL  MEDICINE  FAMILY  PRACTICE 
ONCOLOGY  NEUROLOGY 

HEMATOLOGY  ENDOCRINOLOGY 

Group  practice,  solo,  or  urgent  care  settings  available  through  our  acute  care  hospital  network 
located  in  Macon  and  serving  all  of  middle  Georgia. 

Your  practice  will  be  located  80  miles  south  of  Atlanta  in  a growing  family-oriented  communiL 
where  you  can  avoid  traffic  and  enjoy  a rewarding  professional  career. 

Please  contact  Stephen  Wofford  collect  at  912/741-6283  for  a confidential  consultation  or  write  to 
Stephen  Wofford,  Director  of  Physician  Recruiting,  Charter  Northside  Hospital,  PO.  Box  4627, 
Macon,  GA  31208. 
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PHYSICIAN  WANTED 

Emergency  physician  — 
Georgia:  Located  in  central 
Georgia  only  1 hour  from 
Atlanta.  Outstanding 
opportunity  for  BC/BP  career 
emergency  physician. 

Teaching  facility  affiliated  with 
Mercer  Univ.  Sch.  of  Medicine. 
Level  II  trauma  center  of  520 
beds  with  annual  ED  volume 
exceeding  40,000  visits. 
Progressively  equipped, 
thoroughly  modernized 
physical  plant  serving  as  the 
area  EMS  base  station. 
Competitive  reimbursement 
package  including  occurrence 
basis  malpractice.  Contact 
Ralph  Griffin,  Jr.,  MD,  FACEP, 
or  Connie  Adkins  at  912-744- 
1628,  P.O.  Box  6000,  Macon, 
GA  31208. 


Family  practitioner:  Excellent 
opportunities  available  for  BC/ 
BE  family  practitioners  in 
suburban  Atlanta  location. 

Send  CV:  Douglas  General 
Hospital,  8954  Hospital  Dr., 
Douglasville,  GA  30314  or  call 
(404)  920-6227. 

Emergency  Department 
Directorships  — Georgia: 
Immediate  opportunities  for 
experienced  physicians  in  low 
volume,  smaller  community 
hospitals.  Positions  combine 
administrative  and  clinical 
responsibilities.  Competitive 
compensation  includes 
director’s  stipend  and 
complete  benefits  package 
I with  professional  liability 
insurance  procured  on  your 
behalf.  Contact:  David  Biggs, 
Coastal  Emergency  Services  of 
Augusta,  Inc.,  519  Pleasant 
Home  Rd.,  Dept.  SD,  Suite  C-1, 
Augusta,  GA  30907;  800-868- 
2626. 


ECEMBER  1989,  Vol.  78 


Emergency  physician  — 

Rome,  GA,  seeking  emergency 
physician  for  position  in 
excellent  community  1 hour 
from  Atlanta.  Current  volume 
16,000/year  and  growing. 
Practice  is  primarily  medical, 
strong  open  heart  surgery 
program,  good  back-up  and 
facilities.  Guarantee  plus 
incentives.  Contact  John 
Minchey  or  Lynn  Massingale  at 
(615)  693-1000. 

Internist:  Wanted  for  part-time 
office  practice  to  see  overflow 
for  busy  Internal  Medicine 
Group  in  Atlanta  suburb.  2 to  3 
days  per  week,  flexible  hours. 
Send  CV  to  D.  Howard,  145 
15th  St.,  Apt.  1225,  Atlanta,  GA 
30361. 

Multispecialty  group  in 

Birmingham,  AL,  closely 


affiliated  with  the  University  of 
Alabama  School  of  Medicine, 
is  recruiting  for  a Radiologist, 
Neonatologist,  and  Orthopedic 
Surgeon.  All  are  hospital-based 
positions  with  attractive 
working  hours  and  teaching 
opportunities.  For  more 
information,  contact  Neal 
Miller,  M.D.,  205-935-5943  or 
Box  55845,  Birmingham,  AL 
35255. 


FOR  LEASE 

1240  square  ft.  clinic  located 
1 ’/2  miles  from  Northlake 
Regional  Medical  Center. 
Designed  for  efficient  patient 
flow.  Three  treatment  rooms 
with  additional  X-ray  suite  and 
dark  room.  Below  market  rent 
at  $948  per  month.  Call  299- 
9644. 
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CHEIRON 


Cheiron  is  the  practice  management  sys- 
tem that  combines  the  latest  advances  in 
high  technology  with  a commitment  to  100% 
customer  satisfaction.  We  take  pride  in  our 
ability  to  adapt  each  system  to  fit  the  par- 
ticular needs  of  the  individual  practice. 

CALL  FOR  MORE 
INFORMATION 


Medical  Software  Management,  Inc. 

4731-B  Northside  Dr. 
Macon,  Georgia  31210 
912-477-1817 
1-800-521-8476 
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VASOTEC  is  available  In  2 


VASOTEC 


(ENALAPRIL  MALEATEI MSD) 

,5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


I Contraindications:  VASOTEC®  (Enalapril  Maleate,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
I product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
I Warnings:  Angioedema:  Angioedema  ot  the  tace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
I patientstreatedwith  ACE  inhibitors,  including  VASOTEC.  Insuchcases,  VASOTEC  shouldbepromptlydiscontinuedandthe 
I patient  caretully  observed  until  theswelling  disappears.  In  instances  where  swelling  hasbeencontinedto  the  taceand  lips, 
■|  the  condition  has  generally  resolved  without  treatment  although  antihistamines  have  been  usetui  in  relieving  symptoms 
I Angioedema  associated  with  laryngeal  edema  may  be  fatal.  Wnere  there  is  involvement  of  the  tongue,  glottis,  or 
I larynx  likely  to  cause  airway  oostruction,  appropriate  therapy,  e.g. , subcutaneous  epine^rine  solution 
j 1:1b00  (0.3  ml  to  0.5  mL),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension:  Excessive  hmotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone.  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  of  therapy  for  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed;  caution  should  be  observed  when  initiating  therapy.  (See  DOSAGE  AND  ADMINISTRATION.)  Patients  at 
,|  risk  for  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics:  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
' salt  depletion  ot  any  etioiogy.  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VAbOTEC  in  patients  at  risk  for  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments.  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TI(JNS.)  In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
.j  and  such  patients  should  be  followed  closely  tor  the  first  two  weeks  ot  treatment  and  whenever  the  dose  of  enalapril 
and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
j disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident. 
I It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  it  necessary,  receive  an  intrave- 
nous infusion  of  normal  saline.  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  ot  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized.  If  symptomatic  hypotension 
develops,  a dose  reducfion  or  discontinuation  of  VASOTEC  or  concomitant  diuretic  may  be  necessary. 
Neutropenia/Agranulocylosis:  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment  especially  if  they 
also  have  a collagen  vascular  disease.  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates.  Foreign  marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded.  Periodic  monitoring  of  white  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered. 

Precautions:  General:  Impaired  Renal  Function:  As  a consequence  of  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals. In  patients  wifn  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  of  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASCITEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death. 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients.  These  increases  were  almost  always  reversible  upon 
discontinuation  of  enalapril  and/or  diuretic  therapy.  In  such  patients,  renal  function  should  be  monitored  during  the  first 
tew  weeks  of  therapy. 


Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomiiantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment.  Dosage  reduc- 
tion and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  reguired. 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia:  Elevated  serum  potassium  (>  5.7  mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  patients  in 
clinical  trials,  in  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0,28%  ot  hypertensive  patients.  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3.8%  of  patients,  but  was  not  a cause  for  discontinuation. 

Risk  factors  for  the  development  ot  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant  use 
of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  if  at  all,  with  VASOTEC.  (See  Drug  Interactions.) 

Surgery/Anesthesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  fo  compensatory  renin  release.  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion. 

Information  lor  Patients: 


Angioedema:  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  of  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ot  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician. 

Hypotension:  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  first  few  days  of  therapy  If 
actual  syncope  occurs,  the  patients  should  be  tola  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 
pressure  because  ot  reduction  in  fluid  volume.  Other  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may  also 
lead  to  a tall  in  blood  pressure;  patients  should  be  advised  to  consult  with  the  physician 
Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
i physician. 

I Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  ot  infection  (e  g , sore  throat,  fever)  which  may  be 
a sign  of  neutropenia. 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information  is 
intended  to  aid  in  the  safe  and  effective  use  of  this  medication,  II  is  not  a disclosure  of  all  possible  adverse  or  intended 
effects. 

I Drug  Interactions: 

1 Hypotension:  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  ot  therapy  with 
enalapril.  The  possibility  ot  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ot  treatment  witri  enalapril.  If  it  is  necessary  to  continue  the  diuretic,  provide 
I close  medical  supervision  after  the  initial  dose  tor  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an 
additional  hour.  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

' Agents  Causing  Renin  Release:  The  antihypertensive  effect  ot  VASOTEC  is  augmented  by  antihypertensive  agents  that 
' cause  renin  release  (e  g.,  diuretics). 

Other  Cardiovascular  Agents:  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  significant 
adverse  interactions. 


Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  Ihiazide-fype  diuretics.  Potas- 
sium-sparing diuretics  (e.g,,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium.  Therefore,  if  concomitant  use  ot  these 
agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
ing of  serum  potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 


Lithium  k few  cases  ot  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ot  both  drugs.  Although  a causal  relationsnip  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  frequently 

Pregnancy- Category  C:  There  was  no  letotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enalapril 
(333  times  the  maximum  human  dose).  Fetotoxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ot  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline.  Enalapril  was 
I not  teratogenic  In  rabbits.  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  of  1 mg/kg/day  or 

' more.  Saline  supplementation  prevented  the  malernal  and  fetal  toxicity  seen  at  doses  ot  3 and  10  mg/kg/day,  but  not  at 

30  mg/kg/day  (50  times  the  maximum  human  dose). 


Radioactivity  was  found  to  cross  the  placenta  following  administration  ot  labeled  enalapril  to  pregnant  hamsters. 

There  are  no  adequate  and  well-controlled  studies  of  enalapril  in  pregnant  women.  However,  data  are  available  that  show 
enalapril  crosses  the  human  placenta.  Because  the  risk  of  fetal  toxicity  with  the  use  of  ACE  inhibitors  has  not  been  clearly 
defined,  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  it  the  potential  benefit  justifies  the 
potential  risk  to  the  fetus. 

Postmarketing  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  following  with  regard  to  pregnancy  outcome. 
Inadvertent  exposure  limited  to  the  first  trimester  of  pregnancy  has  not  been  reported  to  affect  fetal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  of  pregnancy  has  been  associated  with  fetal  and  neonatal  morbidity 
and  mortality. 

When  ACE  inhibitors  are  used  during  the  later  stages  ot  pregnancy,  there  have  been  reports  of  hypotension  and  decreased 
renal  perfusion  in  the  newborn  OTigohydramnios  in  the  mother  has  also  been  reported,  presumably  representing 
decreased  renal  function  in  the  fetus.  Infants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed  for  hypoten- 
sion, oliguria,  and  hyperkalemia.  If  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood  pressure  and 
renal  perfusion  with  me  administration  of  fluids  and  pressors  as  appropriate.  Problems  associated  with  prematurity  such 
as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  of  ACE  inhibitors,  but  it  Is  not  clear  wfiether 
they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity. 

Nursing  Mothers:  Milk  in  laclating  rats  contains  radioactivity  following  administration  of  '■'C  enalapril  maleate.  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk.  Because  many  drugs  are  secreted  In  human  milK,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been  established. 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safety  in  more  than  10,000  patients,  including  over  1000 
patients  treated  for  one  year  or  more.  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  2987  patients. 

HYPERTENSION:  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were:  headache  (5.2%),  dizziness 
(4.3%),  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were;  diarrhea  (14%),  nausea  (1.4%),  rash  (1.4%),  cough  (1.5%),  orthostatic  ettecis  (1.2%),  and  asthenia  (1 1%). 
HEART  FAILURE:  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were:  dizzi- 
ness (79%),  hypotension  (6,7%),  orthostatic  effects  (2.2%),  syncope  (2,2%),  cough  (2.2%),  chest  pain  (2.1%),  and 
diarrhea  (2,1%). 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were:  fatigue  {T8%),  headache  (1.8%),  abdominal  pain  (1.6%),  asthenia  (1.6%),  orthostatic  hypo- 
tension (1.6%),  vertigo  (1,6%),  angina  pectoris  (1.5%),  nausea  (1,3%),  vomiting  (13%),  bronchitis  (1,3%),  dyspnea 
(1.3%),  urinary  tract  infection  (1.3%),  rash  (1,3%),  and  myocardial  infarction  (1.2%). 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0 5%  to  1%  ot  patients  with  hypertension  or  heart  failure  in  clinical  trials  In  order  of  decreasing  severity  within  each 
category: 

Cardiovascular  Cardiac  arrest;  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension):  cardiac  arrest:  pulmonary  embolism  and  infarction; 
rhythm  disturbances;  atrial  fibrillation,  palpitation. 

Digestive:  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis, 
Nervous/Psychialric  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia. 

Urogenital:  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION). 
Respiratory.  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  infection. 

Skin:  Herpes  zoster,  pruritus,  alopecia,  flushing,  photosensitivity. 

Other:  Vasculitis,  muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus, 

A symptom  complex  has  been  reported  which  may  include  fever,  myalgia,  and  arthralgia;  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present.  Rash  or  other  dermatologic  manifestations  may  occur.  These  symptoms  have  disap- 
peared after  discontinuation  of  therapy, 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%).  Angioedema  associated  with 
laryngeal  edema  may  be  fatal.  If  angioedema  ot  the  face,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS.) 
Hypotension.  In  the  hypertensive  patients,  hypotension  occurred  in  0.9%  and  syncope  occurred  in  0.5%  ot  patients 
following  the  initial  dose  or  during  extended  tnerapy.  Hypotension  or  syncope  was  a cause  lor  discontinuation  ot  therapy 
in  0.1%  of  hypertensive  patients.  In  heart  failure  patients,  bypotension-eccurfed-in  6.7%  and  syncope  occurred  in  2.2% 
of  patients.  Hypotension  or  syncope  was  a cause  lor  discontinuation  ot  therapy  in  1.9%  ot  patients  with  heart  failure. 
(See  WARNINGS.) 

Clinical  Laboratory  Test  Findings: 

Serum  Electrolytes.  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen:  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ot  therapy  were  observed  in  about  0,2%  ot  patients  with  essential  hypertension 
treated  with  VASOTEC  alone.  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS.)  In  patients  with  nearl  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ot 
VASOTeC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ot  patients.  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  for  discontinuation  in  12%  of  patients 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ot  approximately  0,3  g % 
and  1.0  vol  %,  respectively)  occur  frequenlly  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  ot  clinical  importance  unless  another  cause  ot  anemia  coexists.  In  clinical  trials,  less  than  01%  ot  patients  discon- 
tinued therapy  due  to  anemia. 

Other  (Causal  Relationship  Unknown).  In  marketing  experience,  rare  cases  ot  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported. 

Liver  Function  Tests:  Elevations  ot  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension:  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  of  VASOTEC,  The  diuretic  should,  if  possible,  be  discon- 
tinued for  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  of  hypotension.  (See 
WARNINGS.)  It  the  patient  s blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2.5  mg  should  be  used  under  medical  supervision  tor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour.  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day.  Dosage  should  be  adjusted  according  to 
blood  pressure  response.  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses.  In  some  patients  treated  once  daily  the  antihypertensive  efiecl  may  diminish  toward  the  end  ot  the  dosing  interval. 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered.  If  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diurefic  may  be  added. 

Concomitant  administration  of  VASOTEC  with  potassium  supplement^  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  of  serum  potassium  (see  PRECAUTIONS), 


Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment:  The  usual  dose  ot  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  >30  mL/min  (serum  crealinine  ot  up  to  approximately  3 mg/dL).  For  patients  with 
creatinine  clearance  «30  mL/min  (serum  crealinine  mg/dL),  the  first  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ot  40  mg  daily. 

Heart  Failure:  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starling  dose  is 
2 5 mg  once  or  twice  daily.  After  the  initial  dose  ot  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
tor  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions.)  It  possible,  the  dose  of  the  diuretic  should  be  reduced,  which  may  diminish  the  likelihood 
of  hypotension.  The  appearance  ot  hypotension  after  the  initial  dose  ot  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  following  effective  management  ot  the  hypotension.  The  usual  Iherapeutic  dosing  range  lor 
the  treatment  ol  heart  failure  is  5 to  2(Jmg  daily  given  in  two  divided  doses.  The  maximum  daily  dose  is  40  mg.  Once-daily 
dosing  has  been  effective  in  a controlled  study  out  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  In  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV),  palienis  were 
treated  with  2 5 to  40  mg  per  day  of  VASOTEC,  almost  always  administered  in  two  divided  doses,  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacorfynamics  and  Clinical  Ettecis.)  Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response,  (See  WARNINGS ) 

Dosage  Adjustment  in  Heart  Failure  Palienis  with  Renal  Impairment  or  Hyponatremia  In  heart  failure  patients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1,6  mg/dL,  therapy  should  be  initiated  at  2.5  mg 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  failure,  WARNINGS,  and  PRE^ 
CAUTIONS,  Drug  Interactions.)  The  dose  may  be  increased  to  2.5  mg  b i d.,  then  5 mg  b i d and  higher 
as  needed,  usually  at  intervals  of  four  days  or  more,  if  at  the  lime  ol  dosage  adjustment  there  is  nol  MSD 

excessive  hypotension  or  siqniticani  deterioration  ot  renal  function.  The  maximum  daily  dose  is  40  mg.  

MERCK 

For  more  detailed  inlormalion,  consult  your  MSD  Representative  or  see  Prescribing  tnlormation  Merck  SHARPS 
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